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During the past few decades, the practice of female geni-
tal mutilation/cutting (FGM/C)1 has received increas-
ing recognition from governments and the international 
community as a health and human rights violation (WHO 
2008). A large number of governmental and nongovern-
mental organizations are showing an increased willing-
ness and commitment to reduce the practice through 
advocacy and behavior-change communication (BCC) 
programs. This commitment is reflected in the introduc-
tion of laws against FGM/C in several African countries, 
in the development of national plans of action and na-
tional programs, in widespread information campaigns, 
and in numerous community-based programs (WHO 
1999 and 2008; PRB 2005; UNICEF Innocenti Research 
Centre 2005).


In Senegal, according to a preliminary Demographic 
and Health Survey report, the national prevalence rate of 
FGM/C is 28 percent (Diop 2006). Strong disparities ex-
ist between regions and ethnic groups, however; for ex-
ample, the predominant Wolof and Serer groups do not 
practice FGM/C. The Kolda region in southern Senegal 
has a prevalence rate of 94 percent, reflecting the high 
prevalence among the Soninké (78 percent), Mandinka (74 
percent), and Pulaar/Fulani (62 percent) ethnic groups. 
In the Kolda region, removal of some genital flesh—that 
is, type I or II cutting—is the predominant practice (83 
percent), although 12 percent report closing the vagina 
(Ndiaye and Ayad 2006).


The Government of Senegal has shown strong politi-
cal commitment to ending FGM/C by outlawing the prac-
tice in 1999 and by mandating the Ministry of Family and 
Social Development to be the coordinating body for the 
implementation of a national plan of action. Several NGOs 
are working to raise awareness and to implement behav-
ior-change activities. One of the most active is TOSTAN 
(meaning “breakthrough” in the Wolof language), which 
is implementing a holistic community-based empower-
ment program in the villages of the Kolda region. 


The Effectiveness of a Community-based  
Education Program on Abandoning Female 


Genital Mutilation/Cutting in Senegal
Nafissatou J. Diop and Ian Askew 


A pre- and post-test comparison-group design was used to evaluate the effect of a community 
education program on community members’ willingness to abandon female genital mutilation/cutting 
(FGM/C) in rural areas of southern Senegal. Developed by TOSTAN (a Senegalese nongovernmental  
organization), the education program aimed to empower women through a broad range of educational 
and health-promoting activities. Our findings suggest that information from the program was 
diffused widely within the intervention villages, as indicated by improvements in knowledge about 
and critical attitudes toward FGM/C among women and men who had and had not participated 
in the program, without corresponding improvement in the comparison villages. The prevalence of 
FGM/C among daughters aged ten years and younger decreased significantly over time as reported 
by women who were directly and indirectly exposed to the program, but not among daughters in 
the comparison villages, suggesting that the program had an impact on family behaviors as well as 
attitudes. Findings from this study provide evidence-based information to program planners seeking 
to empower women and discourage a harmful traditional practice. (StudieS in Family Planning 
2009; 40[4]: 307–318)


At the time this article was written, Nafissatou J. Diop 
was Country Director, Population Council, Senegal. 
E-mail: [email protected]. Ian Askew is Director, 
Reproductive Health Services and Research, Population 
Council, Kenya.








308 Studies in Family Planning


Kolda’s annual population growth rate is high (3 
percent), principally due to high fertility (7 children per 
woman) and low prevalence of contraceptive use (8 per-
cent) (Ndiaye and Ayad 2006). Substantial gender dis-
parities exist; for example, only 23 percent of girls reach 
secondary school, compared with 77 percent of boys; the 
average age at marriage is 17 for females, compared with 
25 for males; and almost one-fourth (22 percent) of girls 
are married before the age of 15. These indicators reflect 
a strongly patriarchal society that discriminates against 
girls and women.


The Kolda region has a poorly developed health in-
frastructure and lacks qualified health-care personnel; 
provision of medical services to the population is inad-
equate, especially for women and children. The level of 
maternal mortality is particularly high: 1,225 deaths per 
100,000 live births (UNICEF 2001). Only 28 percent of 
women have skilled assistance during childbirth (Ndiaye 
and Ayad 2006). Widespread illiteracy and geographical 
isolation limit Kolda’s inhabitants’ access to information 
and to the media (UNDP 1998). The predominant ethnic 
group is Pulaar, followed by Mandinka (ANSD 2002). 


The Village Empowerment Program


TOSTAN’s activities in Senegal began in 1988 with an ex-
perimental program of nonformal education in 20 villages 
within the Kolda region. Underlying the program was the 
belief that literacy skills alone are not sufficient to pre-
pare learners for active participation in social, political, 
economic, and cultural decisions related to the develop-
ment of their community and, ultimately, their country. 
TOSTAN promotes an integrated approach to learning 
that offers a comprehensive curriculum in national lan-
guages, not only for reading, writing, and arithmetic 
but also for improving life skills and the socioeconomic 
conditions of participants. The use of innovative peda-
gogical techniques inspired by African traditions and 
local knowledge has contributed to making the sessions 
relevant, lively, and participatory. Games, small group 
discussions, flipcharts, theater, dancing, and a focus on 
other elements of traditional cultures, including health-
enhancing customs such as prolonged breastfeeding, as 
well as on culturally sensitive customs such as FGM/C, 
ensure that the participants enjoy learning in a relaxed, 
familiar atmosphere.


Combining all these elements with a strong human 
rights component contributed to the emergence of an his-
toric event in 1997: the declaration in Mali counda Bamba-
ra to end FGM/C. Village women who had participated 


in TOSTAN’s activities and had learned about human 
rights and the health consequences of FGM/C decided 
that they wanted to end the practice and initiated a series 
of public discussions to extend and reinforce acceptance 
of that goal throughout their villages; these discussions 
led to the Malicounda public declaration (TOSTAN 1999). 
This impact of the basic education program on the prac-
tice of FGM/C had not been planned, however. FGM/C 
remains only one topic among others in the overall edu-
cation program.


TOSTAN extended its program into an additional 
90 communities in the Kolda region, two-thirds of which 
were in Kolda District and the remainder in neighboring 
Sédhiou District. Community management committees 
were established and trained in each of the 90 villages by 
nine supervisors in order to strengthen village ownership 
of the program. One facilitator for each village trained ap-
proximately 30 participants in a series of two-hour classes 
held three times a week, from January to June 2001. These 
classes covered four modules:


(1) Human rights: By first learning about human rights, 
women and men were expected to better under-
stand and defend their rights related to health, and 
particularly the rights to bodily integrity for them-
selves and their children, especially their daughters, 
and to bring about positive transformations in their 
own mental and physical well-being. This education 
served as an empowering foundation for the remain-
ing modules and was constantly referred to through-
out the program.


(2) The problem-solving process: Participants learned a ge-
neric process for problem solving to help them better 
identify and analyze their own human rights, health, 
and hygiene issues so as to find solutions appropri-
ate to their situations and implement them at the in-
dividual, family, and community levels.


(3) Basic hygiene: Information about the transmission of 
germs and the importance of hygiene was imparted 
to deepen participants’ knowledge of health issues, 
in general, and of the harmful effects of FGM/C, in 
particular. The participants were expected to apply 
problem-solving skills to village hygiene issues.


(4) Women’s health: Women and men learned about wom-
en’s health and how to improve women’s physical 
and mental well-being, including family planning and 
other reproductive health issues, within the context of 
a woman’s right to health. Positive traditions that lead 
to women’s improved health were stressed, and nega-
tive traditions such as FGM/C were discouraged.
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In addition, all women participating in the classes 
were encouraged to “adopt” a friend/relative (known as 
the Ndeye Dikké) with whom they were expected to share 
on a regular basis the information learned during the 
classes. This approach is based on traditional ways of shar-
ing important information and was adapted to maximize 
dissemination of the information within the villages.


After the series of classes was completed, the com-
munities’ management committees convened intervillage 
meetings to exchange experiences concerning the issues 
discussed and to make decisions concerning collective 
actions. Discussions about the program and social mo-
bilization activities to promote the idea of abandoning 
FGM/C were held in each village, after which village 
leaders began contacting other villages with which they 
are closely connected (usually through intermarriage) to 
spread discussions about abandoning FGM/C. The cul-
mination of this extended process of social interactions 
within and between villages was a public declaration 
to abandon FGM/C by a much greater number of vil-
lages than had originally participated in the education 
program. The approach followed by TOSTAN, as used 
in Senegal (TOSTAN 1999; Diop et al. 2004a and 2004b) 
and in Burkina Faso (Diop et al. 2003), is described more 
fully elsewhere.


The rationale for the TOSTAN strategy as a model 
for changing behavior concerning FGM/C has been ex-
plained by reference to social convention theory (Mackie 
1996 and 2000; UNICEF Innocenti Research Centre 2005). 
Briefly, this theory suggests that FGM/C is considered to 
be such an integral part of the social expectations of ap-
propriate parental behavior in preparing girls for adult-
hood and marriage that not practicing it is perceived as 
bringing more harm than benefit to a family, even when 
parents know that the practice is harmful physically and 
psychologically. The stigmatization, social isolation, and 
difficulty in finding marriage partners for uncut daugh-
ters can be powerful reasons for families to continue to 
conform to this custom. The TOSTAN approach, which 
includes education, community dialogue and debate, and 
public declaration, enabled several families to question 
and decline to participate in this social convention.


Although a wide variety of approaches have been un-
dertaken to encourage abandonment of FGM/C (WHO 
1999; Toubia and Sharief 2003; PRB 2005; UNICEF Inno-
centi Research Centre 2005), few have been systemati-
cally evaluated to provide empirical evidence of whether 
they are effective in changing attitudes and behavior, 
either intended or actual (Askew 2005; Diop and Askew 
2006). The TOSTAN approach has attracted wide inter-
national attention because, for many, a public declara-


tion of abandonment of the practice by representatives of 
the community is accepted as a valid proxy indicator for 
the individual and family decision to end it (Toubia and 
Sharief 2003; UNICEF Innocenti Research Centre 2005). 
In light of the potential importance of this approach to 
the efforts of Senegal and other countries where FGM/C 
is practiced, the TOSTAN program was evaluated pro-
spectively to gain a better understanding of how the 
education program, ensuing community dialogue, and 
public declaration work and what their effect on indi-
viduals’ knowledge, attitudes, and behaviors has been. 
Specifically, the evaluation reported here sought to: (1) 
assess the effect of a basic education program for women 
on women’s and men’s knowledge, beliefs, and attitudes 
concerning reproductive health issues and human rights 
and their awareness of the negative consequences of and 
human rights issues regarding the practice of FGM/C, 
and (2) evaluate the combined effect of a basic education 
program for women and a community-mobilization pro-
cess on the willingness of community members to aban-
don this practice.


Methodology


To test and evaluate the effect of the overall TOSTAN ap-
proach, a quasi-experimental, pre- and post-intervention 
longitudinal design with a comparison group was estab-
lished. In villages in which the education program was in-
troduced, a baseline survey, an immediate postinterven-
tion survey, and an endline survey two years later were 
undertaken among samples of those participating in the 
program. In the comparison villages, baseline and endline 
surveys were undertaken among samples in matched vil-
lages where TOSTAN did not implement its program.


A two-stage random sampling plan was used to iden-
tify villages in the intervention group. The first stage was 
to classify the 90 villages participating in the TOSTAN 
intervention according to their administrative district 
(Kolda or Sédhiou), principal language (as an indicator of 
ethnicity: Pulaar or Mandingo), and population size. Af-
ter assigning the 90 villages into clusters reflecting these 
characteristics, 20 villages were randomly selected from 
among the clusters, with the number being proportionate 
to the number of villages in each cluster.


For the comparison group, 20 villages from the De-
partment of Vélingara, the third district in Kolda region, 
were then purposively selected to match for the same 
characteristics. The villages selected were far enough 
away from the intervention sites to avoid direct “contami-
nation” but similar enough in terms of ethnic group and 
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population size to provide a valid comparison. No major 
community-based educational intervention was being 
implemented within these villages.


This process of matching intervention and compari-
son groups to achieve some degree of comparability be-
fore introducing an intervention is commonly used in 
quasi-experimental evaluation designs when allocating 
units (in this case, villages) randomly to the intervention 
and comparison groups is not feasible. This design allows 
the key outcome indicators to be measured and compared 
over time in equivalent populations, thereby providing 
some degree of control over possible exposure to endog-
enous factors. 


Based on previous experience, TOSTAN sought to in-
vite approximately 30 women in each of the 90 villages to 
participate in the education program. The only eligibility 
criterion was that participants be older than 15. Although 
originally designed exclusively for women, TOSTAN’s 
experience and requests from the community led them to 
invite ten men per village to participate in the classes as 
well; there were no eligibility criteria for these men. All 
of the program participants in the 20 intervention villages 
were eligible for recruitment into the intervention sample 
and were interviewed during the postintervention and 
endline surveys. Because participation in the program 
occurred by means of self-identified interest and support 
from the person’s family (as opposed to random selec-
tion), the samples were, to a certain extent, self-selecting 
and may, therefore, differ from the comparison popula-
tions. This possibility is addressed below.


To measure the extent of the diffusion of informa-
tion and ideas from those participating in the classes 
to others living in their communities, an additional ten 
men and ten women were randomly selected in each of 
the 20 intervention villages from among those who were 
not participants in the education program, generating an 
additional sample of 200 female and 200 male nonpar-
ticipants for the evaluation design. This sample was re-
cruited independently at the time of the postintervention 
and endline surveys.


In each of the 20 comparison villages, ten women 
and ten men were randomly selected for inclusion in the 
comparison-group sample; this sample was also recruited 
independently for the baseline and endline surveys.


In summary, the following six subpopulations were 
sampled:


• women directly exposed to the intervention—that is, 
those who participated in the education program;


• women “indirectly” exposed to the intervention—
that is, those nonparticipants living in villages where 


the program was implemented but who did not par-
ticipate in the program;


• women not exposed to the intervention—that is, 
those living in the comparison villages;


• men directly exposed to the intervention—that is, the 
male partners of the women who participated in the 
education program;


• men “indirectly” exposed to the intervention—that 
is, the male partners of women living in the villages 
who did not participate in the program; and


• men not exposed to the intervention—that is, men 
living in the comparison villages.


One other subpopulation was also sampled, albeit in-
directly. Information on the FGM/C status of all female 
respondents’ daughters aged ten and younger at the time 
of the interview was systematically included by means of 
questions asked of the woman, in order to evaluate any 
changes in the proportions of this population that were 
reported to have been cut.


Preintervention measures were collected from both 
the intervention- and comparison-group samples by 
means of individual interviews undertaken immediately 
prior to the beginning of the education program in De-
cember 2000. Postintervention measures were collected 
from the samples in the intervention group shortly after 
completion of classes in January 2002, and endline mea-
sures were collected from both groups in January 2003.


Community leaders and TOSTAN staff selected the 
women and men who would participate in the classes 
from among volunteers. Their list of names was given to 
the research team, and the baseline interviews were held 
with those who were named on the list. When the classes 
began, however, there were many divergences from the 
list. Consequently, the baseline samples of women and 
men in the intervention group represent a combination of 
those who did and those who did not subsequently partic-
ipate in the program. Although this discrepancy prevents 
the evaluation from using a panel design, as had originally 
been planned, the baseline survey samples are represen-
tative of the villages in which the intervention was imple-
mented and so provide valid baseline measures against 
which the postintervention and endline measures for the 
participant and nonparticipant groups can be compared.


The sample sizes are shown in Table 1. For the post-
intervention and endline surveys, all participants in the 
education classes were eligible to be interviewed. Because 
of substantial attrition in the numbers participating in the 
educational program (see discussion below), approxi-
mately 17 female and 4 male participants per village were 
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interviewed during the postintervention survey, instead 
of the intended sample sizes of 30 women and 10 men per 
village. The majority of intervention-group respondents 
in the endline survey were the same as those who had 
been interviewed during the postintervention survey, 
although some further loss to follow-up occurred. For 
the samples of nonparticipant women and men in the in-
tervention group and for the endline comparison groups, 
nearly the full sample sizes of 10 people for each of the 20 
villages were recruited.


Chi-square tests were carried out to estimate the 
significance of differences observed between surveys, 
with the 95-percent level as the cutoff for significance. 
For indicators that also changed over time in the com-
parison group, chi-square tests (again with 95 percent 
as significance) were conducted to identify whether 
changes in the participant group could be attributed to 
the education program beyond any endogenous changes 
in the areas. Life tables were calculated for the likelihood 
of daughters aged ten and younger being reported at 
baseline and endline as having undergone FGM/C, and 
a log-rank test was used to compare survival curves for 
the two groups of girls.


Key Measures


Indicators for the following variables are described be-
low: participation in the education program, information 
received about FGM/C, knowledge of potential adverse 
effects of FGM/C, awareness of reasons to end the prac-
tice of FGM/C, attitudes toward the practice, and individ-
ual/family cutting of daughters. The key outcome indica-
tor for abandonment of FGM/C is, therefore, whether the 
respondent’s youngest daughter aged ten or younger had 
been cut. The proportions of uncut youngest daughters 
for each subsample are compared over time and between 
groups. This outcome indicator was selected because this 
population group is the first to benefit from a reduction 
in the practice, so its FGM/C status is considered a direct 
measure of the intervention’s impact. Limitations on the 
validity of this indicator are discussed below.


Findings


Some differences were found in the samples’ character-
istics (not shown), both between and within the inter-
vention and comparison groups. Almost all participants 
were Muslim. Two-thirds of the samples in the interven-
tion villages were Pulaar and one-third were Mandingo, 
whereas in the comparison group a slightly higher pro-
portion (85 percent) was Pulaar. All participants in the 
comparison group were married (half monogamously 
and half polygamously), whereas in the intervention vil-
lages, 5–10 percent of the female and 13–33 percent of the 
male samples were unmarried. In all of the villages, ap-
proximately 85 percent of women had received no educa-
tion; the proportion of men having some education was 
slightly higher in the intervention villages (25–49 percent) 
than in the comparison villages (20–25 percent). Women 
in all samples had a mean age of 30. A marked difference 
in age was found in the male samples: participants were 
about 30, whereas the nonparticipants and comparison 
groups were in their early 40s. Among the women inter-
viewed, 97 percent of the intervention group and 100 per-
cent of the comparison group reported having been cut.


At baseline, no differences among the groups were 
found for any of the outcome indicators except one: wom-
en in the intervention group were less likely (p = 0.008) 
than those in the comparison group to state that their 
daughters aged five and older had been cut. Because of 
the self-selectivity of the samples of women and men in 
the intervention groups, it is appropriate for our analy-
sis of the outcome measures to compare the intervention 
and comparison samples separately over time and to in-
terpret any changes within each sample as indicative of 
an association with being fully, partially, or not exposed 
to the intervention.


Participation in the Program


By the time the TOSTAN program started, 64 percent of 
the women and 50 percent of the men who had originally 
expressed interest in participating actually did so. Among 


Table 1 Number of respondents participating in intervention and comparison surveys for a study of attitudes and practice 
concerning female genital mutilation/cutting, by sex, Kolda region, Senegal, 2000–03
 Intervention group
 Postintervention Endline Comparison group 
Indicator Baseline Participant Nonparticipant Participant Nonparticipant Baseline Endline
Women  576 350 194 333 200 199 200
Men  373 85 198 82 185 184 198
Daughters  895 513 315 552 307 396 340
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those who did not take part in the program, the most 
common reasons for nonparticipation were, for men, that 
no financial compensation was provided, and for women, 
that classes were overcrowded, that they got sick or be-
came pregnant, or that their husbands forbade them to 
join. Some men from all villages except one dropped out 
of the program; indeed in one village, all nine men who 
had said they would participate did not. According to an 
informant in this village, “the people thought the pro-
gram was coming to fight against the traditional culture 
that had come down from their forefathers and especially 
to fight against the principles of Islam and the purifica-
tion of the woman.”


Overall, 69 percent of the women and 57 percent of the 
men who participated in the program completed all four 
modules. Human rights and hygiene were the most heav-
ily attended modules; problem solving was the least popu-
lar. The modules on problem solving and women’s health 
coincided with the preharvest period, however, which par-
tially explains the women’s absence from these classes. 


Awareness of FGM/C 


At baseline, more than half of the men and women in 
all three groups reported having already received some 
information about FGM/C. At endline, significant in-
creases were noted among all groups of women, although 
the participants and nonparticipants in the intervention 
group had proportionately higher increases than did 
those in the comparison-group sample. This significant, 
though lesser, increase in information among individu-
als in the comparison group suggests that factors such 
as discussions at the weekly market and the attention 
focused on FGM/C in the national media at this time 
may have spread information about FGM/C beyond the 
program villages. Among the samples of men, however, 
no changes were found over time in any of the groups; 
indeed, among men a significant decrease was observed 
in knowledge of FGM/C in the comparison group.


When asked about the main source of their informa-
tion about FGM/C, 87 percent of women participants 
identified the TOSTAN program, as did one-fourth of 
nonparticipating women. Only 36 percent of participat-
ing men and 19 percent of nonparticipating men, howev-
er, reported TOSTAN as their main source (the first being 
the radio). Program participants were expected to share 
the information they had learned with others in their 
community and particularly with their “adopted” friend 
(Ndeye Dikké). In the immediate postintervention inter-
view, only 42 percent of the female participants reported 
sharing information, but by the time of the endline survey 


this proportion had increased to 92 percent, suggesting 
that sharing of information occurred more often after the 
program had ended than while the women were attend-
ing classes. A marked difference was observed in the 
level of public discussions about FGM/C within villages 
after the program ended; more than 90 percent of female 
participants reported such discussions, whereas no such 
discussions were reported in the comparison sites.


Awareness of at least two consequences of FGM/C 
increased tremendously among both men (11 percent to 
80 percent) and women (7 percent to 83 percent) partici-
pants immediately after the program ended, although 
these levels decreased slightly by the time of the endline 
survey. Moreover, at endline, 47 percent of nonparticipat-
ing women and 45 percent of nonparticipating men could 
mention at least two consequences of FGM/C, suggesting 
that diffusion of this information had been fairly success-
ful within the program villages. Awareness of these con-
sequences in the comparison group increased relatively 
little, from 3 percent to 25 percent for women and from 
14 percent to 21 percent for men.


Attitudes toward FGM/C


The proportion of women who believed that practicing  
FGM/C is a social necessity decreased significantly 
among women in the intervention villages, from 70 per-
cent at baseline to 15 percent among participants and to 
29 percent among nonparticipants at endline. A propor-
tionately smaller but still statistically significant decrease 
occurred in the comparison group as well (from 88 per-
cent to 61 percent).


By the time of the endline survey, attitudes support-
ive of FGM/C among women living in the intervention 
villages had decreased significantly for all four indicators 
among those participating and those not participating 
in the program (see Table 2). Significant decreases oc-
curred for three of the four indicators in the comparison 
group as well, suggesting that attitudes toward FGM/C 
were changing within this population also. Indicators of 
support for FGM/C in the comparison sample remained 
relatively high, however—they were double those in the 
intervention groups. At baseline, the comparison group 
started with much higher levels of support for FGM/C 
for each indicator.


Among the 84 percent of female participants who ex-
plicitly disapproved of FGM/C at endline, when asked 
whether and when they had changed their minds, 85 
percent indicated that their attitudes had changed as a 
result of participating in the TOSTAN program. Of the 
72 percent of women indirectly exposed to the program 
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who disapproved of FGM/C at endline, 64 percent at-
tributed their attitude change to the TOSTAN program. 
Among the 40 percent of women in the comparison group 
who disapproved of FGM/C at endline, the majority (61 
percent) had held this attitude for only one or two years, 
and 12 percent reported that TOSTAN was responsible 
for their change of attitude.


This last point highlights two “contamination” pos-
sibilities. First, TOSTAN had supported a radio broadcast 
throughout the region; thus, radio messages with FGM/C 
information may have influenced those living in the com-
parison villages. Second, this change in attitude may rep-
resent the outcome of social interactions and discussions 
among residents of the comparison and program villages, 
because the endline survey was undertaken almost 18 
months after the program began.


A strong association was observed between disap-
proval of FGM/C and regret at having had one’s daugh-
ter cut. Only 1 percent of women who disapproved of 
FGM/C at endline said they would still have cut their 
daughter, and no woman who disapproved of FGM/C in-
tended to have her daughter cut in the future. Among the 
145 women at endline who disapproved of FGM/C, who 
had participated in the program, and who had given birth 
to a daughter during the past two years, three (4 percent) 
reported that their daughter had been cut, suggesting that 
the decision to cut may have been beyond their control or 
that they were ambivalent about the practice.


Women who continued to express approval of FGM/C  
(n = 107) at endline were equally likely to come from ei-
ther ethnic community, were more likely to be married 
or to be in polygamous households, and were likely to be 
less aware of their rights than those who did not approve 
of FGM/C. Half of these 107 women had participated in 
the TOSTAN program; further analysis of these women 


shows that they were less likely to regret having had 
their daughters cut and more likely to report that their 
husbands were in favor of FGM/C, suggesting that their 
attitudes had not been influenced by the program.


Among all three groups of men, the proportion in-
tending to have a future daughter cut dropped signifi-
cantly by endline. The change was greatest among the 
program’s participants (from 66 percent to 13 percent) 
and least among men living in the comparison villages 
(from 78 percent to 56 percent). Moreover, at endline, men 
who had participated in the program were the least likely 
(20 percent), and men in the comparison group the most 
likely (63 percent), to express a preference for a woman 
who has been cut. Following the TOSTAN program, ap-
proximately three-fourths of the male participants indicat-
ed that they would be willing to ask people in their com-
munities to end the practice and would support women 
calling for the abandonment of FGM/C. In the compari-
son group, less than 30 percent of men surveyed indicated 
that they would be willing to take these actions.


The Practice of FGM/C


As Table 3 shows, mothers in both the intervention and 
comparison groups reported at baseline that more than 
two-thirds of their daughters of all ages had been cut. As 
expected, the prevalence of FGM/C among all daugh-
ters who had passed the age at which they were consid-
ered to be at risk of being cut, which for Kolda was esti-
mated to be five years,2 was even higher in both groups 
at baseline, with a statistically significant difference 
between the two groups (87 percent and 93 percent; p = 
0.008). By endline, although remaining high, the propor-
tion of all daughters of women in the intervention group 
reported as being cut was significantly reduced among 
participants (from 66 percent to 59 percent; p = 0.007), 
and reduced to 57 percent among nonparticipants (p = 
0.005). No significant change was found in the compari-
son group between baseline (71 percent) and endline 
(70 percent).


For girls aged ten and younger (that is, those who 
were both at greater risk than older girls of being cut and 
those most likely to be affected by the intervention), sta-
tistically significant increases in the proportion of girls not 
cut were reported for all three age groups at the endline 
survey. For girls aged ten and younger, the proportion 
reported as uncut increased from 46 percent at baseline 
to 60 percent at endline among participants (p < 0.001) 
and to 64 percent among nonparticipants (p < 0.001). Par-
ticularly large reductions can be seen for those aged 5–10; 
the proportion of girls reported as being uncut more than 


Table 2 Percentage of women and their attitude and future 
intentions regarding female genital mutilation/cutting, by 
intervention program sample group, Kolda region, Senegal, 
2000–03
 Intervention group


 Endline Comparison group


 Base- Parti- Nonparti- Base- End- 
Indicator line  cipant cipant line line


Women (n) (576) (333) (200) (199) (200)
Approved of FGM/C 72 16*** 28*** 89 60***
Partner approved of FGM/C 65 14*** 22*** 86 54***
Would have daughters cut  
 in the future 71 12*** 23***  89 54***
If cutting has to be done,  
 would do it again 34 10*** 15*** 48 42


***Difference between baseline and endline measure significant at p ≤ 0.001.
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doubled, from 21 percent at baseline to 49 percent among 
participants (p < 0.001) and to 44 percent among nonpar-
ticipants (p < 0.001); no significant change was reported 
for those in the comparison group (20 percent to 21 per-
cent, p = 0.800).


For most of the indicators for daughters aged ten and 
younger and for those aged 5–10, no difference is found 
at baseline between women in the intervention and com-
parison groups. Only the proportion of daughters older 
than four reported as uncut (which includes daughters up 
to 35 years old) showed a significant difference (p = 0.008; 
not shown). Over time, both samples of participant and 
nonparticipant women reported changes, whereas the 
comparison group did not, suggesting that the interven-
tion may have had a positive effect. These data also sug-
gest that the diffusion process has worked well within the 
villages, because nonparticipants show the same levels of 
behavior change as participants.


Figure 1 presents these outcomes in a different form. 
It describes a life-table analysis for girls’ risk of being cut 
by their age in years. In the intervention group (combin-
ing both participant and nonparticipant mothers), a clear 
and significant trend is shown: namely, greater likelihood 
of being uncut at endline than at baseline among girls at 
all ages. The comparison group, by contrast, has a slightly 
lower probability of being uncut at endline than at base-
line, but this difference is not statistically significant.


In summary, women’s participation in the program, 
either from direct involvement or from living in a village 
where the program was being implemented, appears to 
bring about a reduction in the practice of cutting their 
daughters aged ten and younger. Most dramatically, 
more than two times as many daughters aged 5–10 of 
those women in the intervention villages (44–49 percent) 
remained uncut past the normal age of cutting (that is, 
five years) at endline than did the equivalent daughters 


of women at baseline (21 percent) or in the comparison 
group (21 percent).


Discussion


The TOSTAN community-education program was pro-
spectively evaluated to gain a better understanding of 
how the education program and the ensuing community 
dialogue may prompt communities to publicly declare 
abandonment of a deeply ingrained social norm such as 
FGM/C. This study’s objective was to provide empirical 
evidence to assess whether the approach is effective in 
changing attitudes and behavior, either intended or actu-
al. Few strategies to encourage abandonment of FGM/C 
have been evaluated systematically.


Figure 1 Probability that girls aged ten and younger were 
not cut, by age, Kolda region, Senegal, 2000–03
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Table 3 Percentage of girls reported to have undergone and not to have undergone female genital mutilation/cutting, by age 
group, Kolda region, Senegal, 2000–03 
 Intervention group
 Postintervention Endline Comparison group
 Baseline  Participant Nonparticipant Participant Nonparticipant Baseline Endline
 Per-  Per-  Per-  Per-  Per-  Per-  Per-  
Indicator cent (n) cent (n) cent (n) cent (n) cent (n) cent (n) cent (n)
All daughters cut (percent) 66 (895) 66 (513) 67 (315) 59** (552) 57** (307) 71 (396) 70 (340)
Daughters aged 5 years and older who were cut 87 (550) 84 (340) 85 (213) 79** (353) 78** (199) 93 (272) 89 (232)
Daughters aged 10 years and older who were not cut 11 (306) 8 (226) 7 (155) 6 (194) 11 (118) 5 (174) 6 (141)
Daughters aged 0–10 years who were not cut  46 (589) 51 (320) 55 (174) 60*** (358) 64*** (189) 48 (222) 48 (199)
Daughters aged 0–4 years who were not cut 68 (345) 70 (174) 71 (102) 78* (171) 83** (108) 77 (124) 81 (91)
Daughters aged 5–10 years who were not cut 21 (247) 34** (146) 45*** (78) 49*** (157) 44*** (79) 20 (96) 21 (90)
Total number of women (N)  (576)  (350)  (194)  (333)  (200)  (199)  (200)
*Difference for comparison with baseline for each group is significant at p ≤ 0.05; **p ≤ 0.01; ***p ≤ 0.001.
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As with any evaluation of a behavior-change inter-
vention, the conclusions that can be drawn are heavily 
dependent on the extent to which the intervention was 
implemented as designed. The level of participation in 
the education program was lower than had been ex-
pected. About two-thirds of the women and one-half of 
the men who indicated that they wanted to participate 
actually attended the classes. Among those who par-
ticipated, one-third of the women and 43 percent of the 
men did not attend all four modules. Consequently, the 
TOSTAN Ndeye Dikké process for sharing information 
learned, and the social mobilization encouraged through 
activities such as community theater, were important 
for maximizing the likelihood that the behavior-change 
messages would be communicated to a broader popula-
tion than those attending the classes. The level of partici-
pation in the intervention activities suggests, however, 
that the outcomes achieved could have been greater had 
more people attended the classes as planned and had 
the participants attended all four modules of instruction. 
Clearly, class attendance is an issue that must receive at-
tention during future implementation of the education 
program.


The potential exists for the study’s findings to reflect 
selectivity bias. Participants in the intervention differed 
to some degree from those living in the comparison com-
munities in terms of ethnicity, marital status, and age, 
and at baseline their attitudes toward FGM/C and its 
continuation were less favorable than the attitudes of 
those living in the comparison communities, although 
the two groups reported at baseline roughly the same 
level of cutting among daughters aged ten and younger. 
Because participants may have been more likely to be 
predisposed to change their attitudes and behavior than 
nonparticipants and than those in the comparison-group 
sample, our analysis consists of comparisons within the 
intervention group at all three points in time and within 
the comparison group at two points in time.


The “stages of behavior change” model has frequent-
ly been proposed as an appropriate basis for designing 
and evaluating FGM/C interventions (Izett and Toubia 
1999). Using this conceptual model, most participants in 
the intervention group would not appear to have been at 
the first stage, the “precontemplation stage” (when no 
change in behavior has been considered), but rather at the 
“contemplation stage” (when thinking about changing 
behavior has been prompted), from which the interven-
tion succeeded in moving them to the “preparation stage” 
(when a decision is made to undertake behavior change). 
Women and men participated in the TOSTAN program 
on a voluntary basis, so the program may have sped up 


the processes of attitude and behavior change that had 
already begun, by encouraging families and individu-
als to contemplate changing their behavior. The level of 
approval for FGM/C at baseline was significantly lower 
among those in the intervention group, indicating that 
some changes in attitude may already have taken place 
among this group.


One continuing obstacle to the evaluation of FGM/C 
behavior-change interventions has been the difficulty in 
identifying, and a lack of agreement on, what constitute 
valid indicators of change. Fuller discussions of this is-
sue can be found in the work of Toubia and Sharief (2003) 
and Askew (2005). Toubia and Sharief (2003: 256) state 
that “[t]he only acceptable success or ‘outcome indica-
tor’ is irrefutable proof of irreversible abandonment of 
the practice in a family or a community.” A 2003 UNICEF 
consultation on FGM/C indicators concluded that three 
indicators could be used to evaluate the effectiveness of 
programs promoting the abandonment of the practice: 
(1) public declaration of intent, (2) community-based 
monitoring mechanisms to follow up on girls at risk of 
being cut, and (3) a drop in prevalence of FGM/C. A 
drop in prevalence was considered “the ultimate quan-
titative measure that demonstrates progress towards the 
abandonment of FGM/C and hence the effectiveness of 
programs in place” (UNICEF Innocenti Research Centre 
2005: 8). No guidance was given, however, on precisely 
how these indicators should be measured other than us-
ing population-based surveys.


In this study, a series of outcome indicators was used 
to measure the reported prevalence of cutting among 
daughters aged ten and younger. Although the findings 
are not “irrefutable” and are not absolute proof of a fam-
ily’s or a community’s irreversible abandonment of the 
practice, these indicators attempt to measure changes in 
prevalence among the population most directly affected 
by the practice. In particular, prevalence in the 5–10-year 
age group is probably the most important indicator, be-
cause this is the population of girls most likely to have 
already been cut. The assumption underlying this mea-
sure is that those parents reporting that they have not had 
their daughters cut by the age of ten will probably not 
have these or any future daughters undergo cutting.


Statistical significance is a commonly used criterion 
for determining whether an intervention has created a 
sufficiently large impact on behavior that it should be 
considered programmatically important and recom-
mended for wider application as a “better” or “best” 
practice. As presented in Table 3, statistically significant 
differences in the proportion of girls reported to have 
been cut between baseline and endline were found for 
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both the participant and the nonparticipant groups for 
daughters in all three age groups. No significant changes 
were found for the same time period among daughters in 
the comparison group. As expected, the smallest changes 
were for girls aged four and younger because the majority 
of these girls had not yet reached the age at which cutting 
is normally undertaken in this population, but increases 
in proportion not cut from 68 percent to 78 and 83 percent 
are substantial. The increases for the group most at risk—
that is, those aged 5–10—from 21 percent to 44 and 49 per-
cent, show greater than a doubling of girls who had not 
been cut, a result that is likely to convince policymakers 
and program managers of the value of the TOSTAN strat-
egy. Because no difference was observed between those 
participating directly and indirectly in the program, the 
program is highly likely to produce substantial spillover 
effects beyond its influence on participants, increasing its 
cost-effectiveness as a means of reaching larger popula-
tions than those attending the classes.


Clearly, reliance upon self-reports of daughters’ cut 
status raises questions concerning the validity of the data, 
particularly if the respondent knows that the questions 
are being asked to evaluate an FGM/C intervention. Vali-
dating a woman’s response is impossible, however, with-
out observing the daughter’s genitalia, an undertaking 
that obviously poses major ethical and logistical concerns 
and that, to date, has never been attempted. On the four 
occasions when women’s self-reports have been com-
pared with observation of their genitalia—three times in 
clinical settings (once in Egypt [Huntington et al. 1996] 
and twice in Nigeria [Larsen and Okonofua 2002; Snow 
et al. 2002]) and once in a community survey in the Gam-
bia (Morison et al. 2001)—only in urban and periurban 
Nigeria was any difference found between the woman’s 
self-reported status and her observed status, suggesting 
that self-reporting may be a valid measure.


Situations exist, however, in which self-reports are 
unlikely to reflect a woman’s status accurately. A lon-
gitudinal study undertaken in northern Ghana showed 
that although panel surveys gave researchers a unique 
opportunity to ask women repeatedly for self-reports 
of their status (Sakeah and Jackson 2002; Jackson et al. 
2003), 50 percent of women aged 20–24 who had re-
ported that they were cut in 1995 reported in 2000 that 
they were not cut—that is, they denied their previously 
reported status. Qualitative research suggested that two 
factors—recent legislation against FGM/C and rapidly 
changing attitudes toward the ritual—may have moti-
vated these women to change their report concerning 
their status. Jackson and her colleagues (2003) conclude 


that in situations where the prevalence of FGM/C is de-
creasing due to changes in social support, where legis-
lation is passed against FGM/C, and/or where a behav-
ior-change campaign is underway, assessing whether 
inaccurate reporting of FGM/C status biases results is 
particularly important. Whether self-reporting of FGM/C 
status is a valid measure appears to depend, therefore, 
on the context in which the questions are being asked. In 
this study, efforts were made to reduce these biases by 
posting qualitative researchers in the villages for several 
weeks to observe and to conduct informal interviews. 
Using interviewers of the same ethnicity and culture as 
the interviewees and having interviewers reassure infor-
mants that they were not TOSTAN personnel were strate-
gies the researchers used to increase the reliability of the 
respondents’ reports. 


Conclusion


The findings presented in this study suggest that the 
TOSTAN program engendered less favorable attitudes 
toward and a reduction in the practice of FGM/C. These 
findings provide empirical support to what has previ-
ously been anecdotal evidence reported by implement-
ers and funders of the intervention. Significant attitudi-
nal and behavioral changes were documented within the 
20 villages where the program was evaluated, and such 
changes in these and the other 70 intervention villages 
encouraged leaders from 300 villages in the region to par-
ticipate in a mass public declaration against FGM/C in 
2002. This achievement is significant in a society where 
the practice has been strongly supported and little change 
was envisioned.


Qualitative research has been undertaken to docu-
ment processes by which the social changes have oc-
curred, to describe the role of these village-level public 
declarations, and to determine whether the behavior 
change in the program villages has been sustained (Diop 
et al. 2008). This study provides quantitative findings that 
the village-empowerment program, together with the 
subsequent public declaration, has contributed to signifi-
cant and sustained social changes, especially concerning 
the practice of FGM/C.


The village-empowerment program has since been 
replicated in eight other African countries,3 and has been 
used to develop the social change approach promoted by 
UNICEF, UNFPA, WHO, and other agencies (UNICEF 
Innocenti Research Centre 2005) as a promising model for 
encouraging abandonment of FGM/C. The findings from 
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this evaluation indicate clearly that education, when ap-
propriately organized and presented within a wider pro-
cess of social mobilization, can be a powerful and effec-
tive means for facilitating rapid change in long-standing 
harmful traditional behaviors.


Notes


1 The term “female circumcision” has also been widely used to de-
scribe the practice; however, it has been largely abandoned inter-
nationally because it implies an analogy with male circumcision. 
Various communities still use the term because it is a literal trans-
lation from their own languages. Female genital mutilation is the 
term most commonly used by women’s rights and health advocates 
who wish to emphasize the damage caused by the procedure. In the 
mid-1990s, several organizations decided to shift to the use of the 
more neutral term, female genital cutting, because they considered 
“mutilation” to be judgmental, pejorative, and not conducive to 
discussion and collaboration on abandonment. To recognize both 
viewpoints, the phrase FGM/C is used here.


2 A study undertaken previously in this area (Bop 1999) found that 
95 percent of girls had been cut before reaching this age.


3 These are: Burkina Faso, Djibouti, The Gambia, Guinea, Mali, Mau-
ritania, Somalia, and Sudan (see <http://www.tostan.org/web/
page/568/sectionid/556/parentid/556/pagelevel/2/interior.asp>.
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