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Estimates of Female Genital Mutilation/
Cutting in 27 African Countries and 
Yemen


P. Stanley Yoder, Shanxiao Wang, and Elise Johansen


The practice of female genital mutilation/cutting (FGM/C) has been docu-
mented in many countries in Africa and in several countries in Asia and 
the Middle East, yet producing reliable data concerning its prevalence and 
the numbers of girls and women affected has proved a major challenge. This 
study provides estimates of the total number of women aged 15 years and older 
who have undergone FGM/C in 27 African countries and Yemen. Drawing 
on  national population-based survey data regarding FGM/C prevalence and 
census data regarding the number of women in each country, we find that 
almost 87 million girls and women aged 15 and older have been cut in these 
28 countries. Producing reliable figures for the number of women affected by 
FGM/C in these countries allows researchers and program directors to better 
comprehend the impact of the practice and to mobilize resources for advocacy 
against it. ( Studies in Family Planning 2013; 44[2]: 189–204)


Female genital mutilation/cutting (FGM/C)—also known as female genital mutilation (FGM), female genital cutting (FGC), and female circumcision—is practiced in at least 27 countries on the African continent and in some countries in Asia and the Middle East 
(Droz 2000; Shell-Duncan and Hernlund 2000; Gruenbaum 2001; UNICEF 2005). The practice 
ranges in severity from a simple nick of the clitoris to the partial or total removal of the female 
genitalia that may leave only a small opening. The most common forms of the practice involve 
the partial or total removal of the clitoris. The World Health Organization (WHO) defines the 
practice as comprising “all procedures involving partial or total removal of the external female 
genitalia or other injury to the female genital organs for non-medical reasons” (WHO 2008: 1). 
WHO has classified the practice into three major types and one miscellaneous category (type 
IV). Type I is the partial or total removal of the clitoris; type II consists of the partial or total 
removal of the clitoris and also of the labia minor; type III involves cutting of the labia and the 
apposition of the labia, often called infibulation; and type IV is “all other harmful procedures 
to the female genitalia for non-medical purposes” (WHO 2008: 4). 


P. Stanley Yoder is Senior Qualitative Research Specialist and Shanxiao Wang is Research Associate, ICF 
Macro, 11785 Beltsville Drive, Suite 300, Calverton, MD 20705. E-mail: [email protected]. Elise Johansen 
is Technical Officer, Department of Reproductive Health and Research, World Health Organization.


©2013 The Population Council, Inc.
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Three terms have been used internationally to describe this practice. The term “female 
genital mutilation” (FGM) is used by WHO and many organizations to emphasize the gravity 
of the harm committed to those cut. Some international organizations use the term “female 
genital cutting” (FGC) because they consider the term “cutting” to be more neutral than “mu-
tilation.” United Nations (UN) agencies such as UNICEF and UNFPA use the term “female 
genital mutilation/cutting” (FGM/C), which combines the two. The term “female circumci-
sion” is preferred by some anthropologists and other researchers because it translates the terms 
used in African languages more accurately (Shell-Duncan and Hernlund 2000; Gruenbaum 
2001; Abusharaf 2006). In this article, we use the term “female genital mutilation/cutting ” 
(FGM/C), which we feel is the most broadly inclusive. 


Because of the harmful effects of FGM/C on girls’ health and its violation of human rights, 
local and international organizations (including the UN) have worked to stop this practice 
during the last century (WHO, UNICEF, and UNFPA 1997). Nine UN agencies issued the 
following joint statement: 


Female genital mutilation of any type has been recognized as a harmful practice and a violation of 
the human rights of girls and women.… Female genital mutilation has no known health benefits. 
On the contrary, it is known to be harmful to girls and women in many ways. (WHO 2008: 1) 


The United States Agency for International Development (USAID) and many other inter-
national agencies and donors have developed policy guidelines and funded programs to assist 
countries in their efforts to abandon the practice (USAID 2006). For example, UNICEF and 
UNFPA initiated a major joint effort in 2008 to push for abandonment of FGM/C, an effort 
that will continue through 2013 (UNFPA 2012). Currently, 23 African countries have passed 
laws prohibiting the practice. 


Assessing the scope of the practice of female genital mutilation/cutting is important in 
countries where it is a traditional custom. Governments, NGOs, professional organizations, 
international organizations, and donors need data concerning how, when, and where FGM/C 
is practiced in order to assess the extent of the practice, to better target programs to encour-
age abandonment of the practice, to mobilize resources, to estimate health care needs, and to 
monitor progress toward its elimination. Producing reliable estimates of the number of women 
affected by FGM/C in these countries allows researchers and program directors to better com-
prehend the impact of the practice and to mobilize resources for advocacy against it. 


The primary sources of data concerning the FGM/C status of women are the Demographic 
and Health Survey (DHS) developed by Macro International (now ICF International), and 
the Multiple Indicator Cluster Survey (MICS) directed by UNICEF. ICF International and 
UNICEF provide technical assistance to countries conducting these national surveys. Survey 
questionnaires include questions regarding household demographics, fertility, family plan-
ning, child health, knowledge of HIV/AIDS, and other topics. Some countries include ques-
tions pertaining to FGM/C. Data regarding FGM/C are available for the 27 countries in Africa 
where FGM/C has been documented. With nationally representative samples of women aged 
15–49 years, these surveys produce data that permit the calculation of FGM/C prevalence at 
the national level. 


This study provides an estimate of the number of girls and women aged 15 and older who 
have been subjected to FGM/C in 27 countries in Africa plus Yemen. The FGM/C prevalence 
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for girls and women aged 15–49 in each country is derived directly from DHS and MICS data-
sets. Data concerning prevalence for women aged 50 and older are estimates based on likely 
assumptions. An estimate is also provided for the number of girls aged 10–14 who will even-
tually be cut. 


Previous estimates of Number of WomeN Who 
have uNdergoNe fgm/C


The first effort to measure the total number of women who had undergone FGM/C in African 
countries was Hosken’s 1979 report estimating FGM/C prevalence in 20 countries (Hosken 
1979; Yoder and Khan 2008). Having no access to FGM/C survey data, Hosken relied on the 
reports and narratives of various researchers. An estimate was obtained by multiplying the 
country’s total population by 50 percent and then multiplying by the estimated national prev-
alence. This method yielded a figure of 110.5 million women who were deemed to be either 
likely to have undergone FGM/C or likely to be subjected to the practice later. A 1995 pub-
lication by Hosken estimated that the number of girls who had been cut was increasing with 
population growth, and that 150 million girls and women had been mutilated in Africa and 
the Middle East.


The 1989–90 DHS in northern Sudan was the first DHS survey to include questions about 
FGM/C, making estimates of FGM/C prevalence possible. The first published report that used 
DHS data to estimate the number of women who had undergone FGM/C in a few African 
countries was published in 1997 by Macro International (Carr 1997). The report presented 
data from seven countries and found that nearly 30 million women had experienced FGM/C 
in those countries. 


Articles and reports concerning women worldwide who have undergone FGM/C provide 
numbers that have varied from 100–140 million, and scholars and organizations have repeated 
these figures (Rahman and Toubia 2000). A review undertaken for WHO in 1999 by the Pro-
gram for Appropriate Technology for Health (PATH) stated that more than 130 million girls 
and women had undergone FGM/C and that 2 million girls are at risk for FGM/C each year 
(WHO 1999). A 2001 report from the Population Reference Bureau (PRB) stated, “More than 
130 million girls and women worldwide have undergone female genital cutting (FGC), and 
each year nearly 2 million more girls are at risk” (PRB 2001: 1). These authors cite a 1999 docu-
ment from the United National Population Fund (UNFPA) as their source (UNFPA 1999). 
More recently, a 2006 WHO report estimated 100–140 million girls and women in the world 
have been circumcised (WHO 2006). A progress report regarding FGM/C from WHO in 2011 
estimated that 130–140 million girls and women have been cut (WHO 2011). 


All of these estimates were made without providing two essential elements: an overall 
denominator for each country and a description of how the estimates were made. To arrive 
at credible estimates of the number of women affected by FGM/C in African countries and, 
by extension, worldwide, we need denominators with clear origins and descriptions of how 
estimates were reached. 


Shell-Duncan and Hernlund (2000) provide FGM/C prevalence rates for 25 countries in 
Africa together with the source of the rates. National-level statistics concerning FGM/C preva-
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lence were available for only 6 of the 25 countries at that time. The authors made no effort to 
estimate a total number. UNICEF, in its summary of the state of children in 2011, stated that 
more than 70 million girls and women had been cut in 29 countries: 28 in Africa plus Yemen. 
UNICEF stated that the source of their data was their own datasets concerning specific coun-
tries (UNICEF 2011). 


methods


A reliable estimate of the number of women who have undergone FGM/C in countries in Af-
rica can now be produced because nationally representative survey data regarding the FGM/C 
status of women are available. Data regarding FGM/C prevalence are now available from DHS 
or MICS surveys for all 27 African countries in which FGM/C has been documented, plus Ye-
men, which is included because it lies just off the coast of the African continent and a DHS 
survey was conducted containing questions regarding FGM/C. Because the DHS and MICS 
use the same series of questions about the experience of FGM/C for respondents and their 
daughters, estimating the number of women aged 15–49 who have experienced FGM/C in 
each country is now possible with some confidence. Because these surveys are not conducted 
every year in every country, some of the included surveys are five or six years old.


DHS and MICS surveys yield nationally representative estimates of FGM/C for girls and 
women aged 15–49 in the survey countries. The surveys collect data from nationally repre-
sentative probability samples of households and from adult women (aged 15–49) and men 
in the sampled households. In general, surveys use a two-stage cluster sampling design, with 
oversampling of certain categories of respondents. Sample weights are used to obtain nation-
ally representative estimates of indicators.1 


In most countries where FGM/C is practiced by at least a small proportion of the popu-
lation, an FGM/C module is added to the DHS or MICS survey questionnaire to provide in-
formation about how the procedure was conducted. That information includes the age of the 
respondent when she was cut and the type of practitioner (modern or traditional) who did the 
cutting. The module also seeks to assess the extent of the cutting. The data do not allow classi-
fication into the three major types of FGM/C as formulated by WHO, but they show whether 
the girl/woman was “nicked, but nothing removed”; “something removed”; or “sewn shut” 
(infibulated). A few countries chose not to include the FGM/C module or even a few ques-
tions about FGM/C in the next survey round if they thought FGC prevalence was very low or 
FGC was a low priority. 


For many years, both surveys have used the same series of questions concerning FGM/C. 
Women are asked whether they have ever heard of FGM/C, using the terms of the local lan-
guage in question. These terms are usually translated into French as “excision” and into Eng-
lish as “female circumcision.” Those who respond affirmatively are then asked whether they 
themselves have been cut. A review of the questions concerning FGM/C that were asked in 
earlier DHS surveys is available elsewhere (Yoder, Abderrahim, and Zhuzhuni 2004). 


1 In countries where the prevalence of FGM/C is of concern, a module of FGM/C questions is added to the Women’s Core 
Questionnaire. The questions are designed to generate information about prevalence rates, types of FGM/C, genital cutting of 
daughters, and respondents’ attitudes toward the practice. Since 2000, UNICEF’s MICS has used a similar module to collect 
information about FGM/C in selected countries.
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Calculations for different age ranges


The prevalence of FGM/C for a country is defined as the proportion of girls and women aged 
15–49 who have undergone the procedure. DHS and MICS survey data provide FGM/C preva-
lence estimates for girls and women aged 15–49. The total number of girls/women aged 15–49 
in a country who have experienced FGM/C is obtained by multiplying the total number of 
girls/women aged 15–49 in that country by the national FGM/C prevalence rate. 


The present study seeks to estimate the prevalence among girls and women of all ages. Pro-
ducing such an estimate requires a prevalence figure for women aged 50 and older, yet no such 
data are available. We estimate this prevalence rate by noting the prevalence of the younger 
cohorts and by making several assumptions about women aged 50 and older.


Although historical data regarding how the practice of FGM/C has changed over time is 
sparse, the data collected in recent years by DHS and MICS show that the practice of FGM/C 
has been changing over time. In countries having very high (90 percent or more) prevalence 
(Djibouti, Egypt, Guinea, Sierra Leone, Somalia, Sudan), little difference in prevalence is found 
by age group. In countries having lower prevalence, the younger age groups consistently show 
lower prevalence figures, suggesting that prevalence is decreasing. In some countries, a move-
ment toward less severe forms of FGM/C exists. In other countries, an increasing number of 
mothers ask health care personnel to do the cutting, a change known as “medicalization.” As 
a result, girls are now being cut at earlier ages than before in some countries. 


The US Census Bureau’s International Data Base provides midyear population estimates 
of women by five-year age cohorts by country. These data enable us to estimate the number 
of women in any given age cohort. These figures are used as the denominators for prevalence 
data of FGM/C of corresponding age groups to obtain the number of women who have un-
dergone FGM/C in each country.


The tables from DHS and MICS reports show the FGM/C prevalence by five-year cohorts: 
the youngest cohort is aged 15–19 and the oldest is aged 45–49. The prevalence of the oldest 
cohort is nearly always somewhat higher than the prevalence of the youngest group (excep-
tions are Guinea Bissau and the Gambia). In some countries, the progression appears to be 
nearly linear. We assume, then, that the FGM/C prevalence among the cohort of women aged 
50 and older is likely to be slightly higher than the prevalence among younger cohorts. But 
how much higher?


One could extrapolate from the change in prevalence in the cohorts from youngest to 
oldest and project prevalence for women aged 50 and older. This assumes linearity in the 
temporal change in prevalence, however, and it assumes that women in the 50+ age group are 
similar to the 15–49 cohorts with respect to religion, ethnicity, and other strong correlates of 
FGM/C. Both assumptions are questionable because the relationship between age and FGM/C 
prevalence is not actually linear in most instances, and because we are not certain how similar 
or dissimilar the older and younger groups may be with regard to elements associated with 
FGM/C.


We therefore apply the prevalence found in the 45–49 age groups to the entire 50+ cohort. 
This approach assumes that women older than 49 years are similar to women aged 45–49. A 
look at the age patterns of FGM/C confirms that women aged 40–44 and 45–49 share a simi-
lar prevalence, and this lends credence to the likelihood that women 50 and older are simi-
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lar enough to have the same prevalence. Because most countries show a decline in FGM/C 
prevalence by age cohort, this method of calculation provides a low estimate of the number of 
women aged 50 and older who have experienced FGM/C.


To monitor more recent changes in FGM/C prevalence, scholars and program experts 
have been seeking information about the prevalence among girls younger than age 15. This 
desire to monitor change more quickly led to modifications in the DHS and MICS module in 
late 2010. Surveys now ask about the FGM/C status of all living daughters. These data will al-
low specialists to consider the evidence for more recent changes in prevalence.


Data reported regarding the FGM/C prevalence of girls aged 10–14 cannot be considered 
in the same way as that for girls/women aged 15–49 for two reasons. First, data concerning 
FGM/C prevalence for girls aged 10–14 is not yet available for any country except Egypt. Such 
data will soon become available for both the DHS and MICS surveys, because both began us-
ing an FGM/C module in 2011 that asks each respondent about the FGM/C status of all living 
daughters. Second, some girls will be cut at the age of 11 or 12 or even 13, so even if a figure 
for prevalence were available for girls aged 10–14, the figures would not convey the ultimate 
rates to be found among the cohort.


Nevertheless, one can provide a rough estimate—a maximum—of the number of girls aged 
10–14 who have been or will be cut by the age of 15 by applying to them the FGM/C prevalence 
of young women aged 15–19 years. That is, given that FGM/C prevalence decreases with each 
younger cohort in virtually every country, we expect that the final prevalence of the girls aged 
10–14 will be lower than that of the girls/women aged 15–19. Just how much lower is not pos-
sible to say. We are thus limited to providing a maximum number by country for the number 
of girls with FGM/C. We assume that the FGM/C prevalence of girls aged 10–14 is equal to 
the prevalence of those aged 15–19, which yields a slightly high estimate.


Consideration of demographic Characteristics


Several DHS and MICS surveys in northern East Africa (Djibouti, Egypt, Somalia, and Sudan) 
and Yemen drew a sample of only ever-married women rather than all women. Should one 
expect that the FGM/C prevalence among a sample of ever-married women will be different 
from a sample of all women? The answer depends in part on the proportion of girls aged 15–19 
who have not been married. In Egypt, for example, the 2008 DHS revealed that 99.9 percent of 
women who underwent FGM/C had been cut by age 17, whereas the median age of marriage is 
21.2 years (El-Zanaty and Way 2009). The late age of marriage suggests that a relatively large 
proportion of girls aged 15–19 were not yet married.


Other evidence from Egypt suggests that FGM/C prevalence among all girls aged 15–19 
may be lower than among married girls of the same age. A study of circumcision among girls 
aged 10–19 in Egypt found evidence that never-married girls were less likely to have been cut 
than married girls, because factors such as urban residence and poverty were associated (in 
the same direction) with FGM/C and with marriage (El-Gibaly et al. 2002). More recently, 
the 2008 Egypt DHS, which sampled all women, found that FGM/C prevalence among never-
married women was 81 percent, compared with 95 percent among married women. Some of 
that difference comes from an age effect in a context where prevalence seems to be declining. 
Ever-married women, however, are likely to overestimate prevalence in contexts where the 
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never-married group is relatively large among 15–19-year-olds and overall prevalence is de-
creasing. Thus, in surveys that sample only ever-married women, if the country has a relatively 
late median age of marriage, the prevalence among the youngest two cohorts will be slightly 
overestimated.


geographic scope of analysis


In this article, we do not estimate worldwide prevalence of FGM/C because we rely solely 
upon data from available national population-based surveys. Thus far, reliably estimating the 
number of girls and women who have been cut among immigrants or their descendants from 
countries where FGM/C is practiced has not been possible. Estimates of the number of girls 
and women who have emigrated from countries where FGM/C is practiced rely on assump-
tions that may not be evidence based. And with the exception of data from Iraq, the accuracy of 
national prevalence data from the few other countries in which FGM/C has been documented 
(for example, Indonesia, Iran, and United Arab Emirates) is uncertain. 


A number of organizations have sought ways to estimate the numbers of girls and women 
at risk in western European countries and to assist affected women in immigrant commu-
nities. The branches of GAMS (Groupes Femmes pour l’Abolition des Mutilations Sexuelles) 
in France and Belgium have been active in seeking to estimate the number of girls at risk for 
FGM/C and in supporting immigrants from West Africa (Androa and Lesclingand 2007; 
Dieleman 2010). Similar efforts in Italy have been led by AIDOS (Associazione Italiana donne 
per le Sviluppo), which published a major report in 2000 about FGM/C in Italy (AIDOS 2000). 
A European Parliament Resolution of 24 March 2009 estimated that roughly 500,000 girls 
and women who had undergone FGM/C live in European Union countries, but no sources 
are given for that estimate. The most thorough and detailed effort to estimate FGM/C preva-
lence in a Western European country was recently completed by Pharos, a private organi-
zation that provides advice and information about health care to migrants and refugees in 
the Netherlands (Exterkate 2013). In calculating the number of women who had undergone 
FGM/C in the Netherlands, the Pharos study used data concerning FGM/C in the countries 
of origin of immigrant women, data concerning the migrant population in the country, fo-
cus group discussions, and data from agencies that provide social services to young people. 
The study found that about 40 percent of the approximately 70,000 migrant women in the 
Netherlands had undergone FGM/C.


Most estimates of FGM/C prevalence among immigrants rely upon statistics concern-
ing the practice in the country of origin of the female immigrants in question, and upon the 
number of immigrants and their daughters in the country. One example is a study from Bel-
gium in which the researchers first used several state databases to estimate the numbers of 
immigrants in Belgium from countries where FGM/C is practiced, and then used the FGM/C 
prevalence from DHS or MICS surveys to estimate the number of women from each of these 
countries that were likely to have undergone FGM/C (Dubourg et al. 2011). Such estimates 
are able to take into account neither ethnicity, nor the fact that immigrant women may be 
unrepresentative of women in their country of origin, nor that prevalence may be declining 
among younger cohorts. The authors of the Belgian study noted that their inability to con-
sider ethnicity was a limitation of their study. Because FGM/C prevalence varies by ethnic-
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ity in most countries, the ethnic origins of immigrants should be considered in estimating 
FGM/C prevalence.


The DHS country reports present the prevalence of FGM/C disaggregated by certain stan-
dard demographic variables. The variable of ethnicity has proved to be the most differentiating 
variable in the distribution of FGM/C; prevalence has varied by ethnicity by as little as 1 per-
cent and as much as 97 percent in a single country.


validity of self-reported fgm/C data


FGM/C prevalence rates are based on self-reported data in both the DHS and MICS surveys. 
Researchers have generally assumed that women know whether they have undergone FGM/C 
and that they will tell the truth in the context of a survey. To what extent are these assumptions 
warranted? A study conducted in northern Ghana (Jackson et al. 2003) provided data con-
cerning the consistency of FGM/C self-reporting among 15–49-year-old female respondents 
(n = 2,391) across surveys administered in 1995 and 2000. About 15 percent of respondents 
gave an answer in 2000 that differed from their answer in 1995. Four percent of the respon-
dents switched from no to yes, and 11 percent switched from yes to no. The researchers note 
that a small number of women may not have known whether they had experienced FGM/C 
and that some of those who denied being cut in the second survey may have done so because 
of the law against FGM/C passed in Ghana in 1994.


Studies that compare self-reported data with data from medical exams use relatively small 
samples because of the time and expense required for such exams. Studies in Tanzania and Ni-
geria evaluated the accuracy of self-reports of FGM/C status provided during medical exams 
(Snow et al. 2002; Klouman, Manongi, and Klepp 2005). In northern Tanzania, where more 
than half of women experienced FGM/C, 399 women agreed to a medical exam and an inter-
view. The study found that 66 percent of those interviewed reported that they had experienced 
FGM/C, whereas the medical exam found that 73 percent had been cut. The researchers note 
that some women may have been cut only minimally and at an early age and, thus, did not re-
alize they had undergone the procedure (Klouman, Manongi, and Klepp 2005).


Snow and colleagues (2002) directed a study in Edo state, Nigeria, in 1998 and 1999 to 
verify the accuracy of self-reports concerning whether women had undergone FGM/C and 
the type of procedure performed. A total of 1,709 women completed the interview and the 
clinical exam. Seventy-nine percent correctly identified whether they had been cut, 7 percent 
reported their status differently from the clinical exam, and 14 percent said they were unsure. 
Most of the latter had not been cut. To summarize the findings from the studies cited above, 
7–10 percent of women inaccurately reported their FGM/C status. 


An additional concern associated with self-reporting of undergoing this practice is the pos-
sible effect of changes in the legality of FGM/C. By 2012, laws outlawing FGM/C had been passed 
in 23 African countries. One method of checking for an effect is to compare the prevalence rates 
of cohorts over time, in successive surveys. If the law has discouraged women from admitting that 
they have undergone FGM/C, then we should see a decrease in the FGM/C prevalence reported 
for the same cohort from one survey to the next. Such a decrease was found in the two most re-
cent DHS surveys in Benin, Mali, and Niger. In these three countries, some of the apparent de-
crease in FGM/C prevalence may be a result of women’s fear of reporting that they were cut.
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resuLts


Table 1 estimates the total number of women aged 15 and older who have undergone FGM/C 
in each of the 28 countries for which population-based data are available: 27 countries in Af-
rica, plus Yemen. The countries are arranged by geographic region, and within each region by 
FGM/C prevalence among women aged 15–49. The population figures used in the table are 
those valid for the year of the survey.


As shown in the table, FGM/C is very common in countries in northern East Africa and 
in some countries in West Africa. Prevalence among women aged 15–49 exceeds 90 percent 


tabLe 1 fgm/C prevalence among women, by country, according to age, 27 african countries 
plus Yemen 
 Women aged 15–49 Women aged 50+
         total 
      Prevalence   number 
       (women   of women 
     Number aged  Number aged 15+  
   Prevalence  with 45–49)  with with 
region/country Year/source (percent) (N) fgm/C  (percent) (N) fgm/C  fgm/C
East Africa, northern         
 Somalia 2006 MICS 97.8 2,109,495 2,063,086 99.1 406,186 402,530 2,465,616
 Djibouti 2006 MICS 93.1 193,365 180,023 94.4 37,408 35,313 215,336
 Egypt 2008 DHS 91.1 19,837,600 18,072,054 96.0 5,692,724 5,465,015 23,537,069
 Sudana 2006 SHHS 89.0 7,450,119 6,630,606 90.5 1,495,254 1,353,205 7,983,811
 Eritrea 2002 DHS 88.7 1,041,351 923,678 95.0 255,231 242,469 1,166,148
 Ethiopia 2005 DHS 74.3 17,319,310 12,868,247 80.8 3,606,719 2,914,229 15,782,476
West Africa, northern
 Guinea 2005 DHS 95.6 2,099,007 2,006,651 99.5 531,080 528,425 2,535,075
 Mali 2006 DHS 85.2 2,732,420 2,328,022 85.8 599,363 514,253 2,842,275
 Gambia 2005 MICS 78.3 378,654 296,486 74.2 70,536 52,338 348,824
 Burkina Faso 2006 MICS 72.5 3,210,364 2,327,514 80.5 678,787 546,424 2,873,937
 Mauritania 2007 MICS 72.2 754,732 544,917 77.8 173,987 135,362 680,278
 Guinea-Bissau 2010 MICS 44.5 381,216 169,641 40.7 103,477 42,115 211,756
 Senegal 2010 DHS 25.7 3,077,959 791,035 28.5 615,400 175,389 966,424
West Africa, southern
 Sierra Leone 2010 MICS 91.3 1,296,707 1,183,893 95.9 299,444 287,167 1,471,060
 Liberia 2007 DHS 58.2 764,606 445,001 79.0 161,329 127,450 572,451
 Chad 2004 DHS 44.9 2,113,861 949,124 45.9 481,459 220,990 1,170,113
 Côte d’Ivoire 2006 MICS 36.4 4,584,536 1,668,771 39.7 945,031 375,177 2,043,948
 Nigeria 2008 DHS 26.0 35,463,981 9,220,635 40.3 7,694,933 3,101,058 12,321,693
Central African Republic 2006 MICS 25.7 1,063,414 273,297 31.8 272,907 86,784 360,082
 Benin 2006 DHS 12.9 1,824,281 235,332 15.8 395,448 62,481 297,813
 Togo 2010 MICS 5.8 1,618,084 93,849 9.5 355,723 33,794 127,643
 Ghana 2006 MICS 3.8 5,736,910 218,003 7.4 1,222,507 90,466 308,468
 Niger 2005 DHS 2.2 2,802,349 61,652 2.8 591,194 16,553 78,205
 Cameroon 2004 DHS 1.4 4,003,302 56,046 2.4 894,837 21,476 77,522
East Africa
 Kenya 2008 DHS 27.1 9,361,636 2,537,003 48.8 1,786,781 871,949 3,408,952
 Tanzania 2010 DHS 14.6 10,095,550 1,473,950 21.5 2,167,732 466,062 1,940,013
 Uganda 2006 DHS 0.6 6,220,878 37,325 0.4 1,061,591 4,246 41,572
Total Africa    67,655,842   18,172,721 85,828,563


 Yemen 2003 FHS 21.5 4,250,558 913,870 21.5 807,260 173,561 1,087,431


Total    68,569,712   18,346,282 86,915,994


MICS = Multiple Indicator Cluster Survey.  DHS = Demographic and Health Survey.  SHHS = Sudan Household Health Survey.   
FHS = Family Health Survey. 
a Ever-married women only, and from northern Sudan only.
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in Somalia, Djibouti, Egypt, Guinea, and Sierra Leone. In these countries, we find little varia-
tion in FGM/C prevalence by ethnic group (not shown). The ethnic Somalis of northeastern 
Ethiopia and northeastern Kenya practice FGM/C at about the same rate as do the Somalis 
within Somalia. 


With the exceptions of Guinea-Bissau and Senegal, the countries of northern West Africa 
display similar patterns of high prevalence. The lower rates of prevalence in Guinea-Bissau and 
Senegal can be explained by ethnic diversity; certain ethnic groups within the country do not 
practice FGM/C. In southern West Africa, only Sierra Leone shows a very high FGM/C preva-
lence rate (91 percent). Sierra Leone and Liberia differ from their neighbors in that FGM/C is 
practiced as part of an initiation into a secret society for women. In fact, in Liberia, the reported 
FGM/C prevalence from the 2007 DHS shows the proportion of women who were members 
of the secret society as a stand-in for whether the women had been cut.


Table 1 shows that a total of 68.6 million women aged 15–49 report they have undergone 
FGM/C in the 28 countries for which we have population-based data. The total for women 
aged 15–49 in the 27 African countries is 67.7 million. Additionally, at least 18.2 million wom-
en aged 50 and older have also been cut in the 27 African countries. Thus, the total number of 
women aged 15 and older who have undergone FGM/C comes to 85.8 million. That total is 
about 6.7 million more than was found in the previous report regarding these same countries 
(Yoder and Khan 2008). A small part of the increase results from the fact that the estimates 
for Sierra Leone and Liberia in the earlier report were 8 and 13 percentage points, respectively, 
lower than the survey data have shown. Most of the increase, however, reflects increases in the 
population in Sudan and Nigeria. The population of women aged 15–49 in Sudan increased 
by about 2.7 million from 1990 to 2006, and the population of women aged 15–49 in Nige-
ria increased by about 7.1 million from 2003 to 2008. Thus, in Sudan the number of women 


Egypt
27.1%


Ethiopia
18.2%


Nigeria
14.2%


Sudana
9.2%


All other countries
31.4%


figure 1 geographic distribution of women aged 15 and older who have undergone fgm/C 
in 27 african countries plus Yemen


NOTE: Sum of percentages does not equal 100 because of rounding. 
a Ever-married women only, and from northern Sudan only.
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cut increased by about 2.4 million, and the number in  Nigeria increased by about 2.5 million. 
When Yemen is added, the grand total comes to 86.9 million.


Egypt and Ethiopia have relatively large populations and a high FGM/C prevalence rate. 
These factors have combined to produce 45 percent of the total number of women who have 
undergone FGM/C. Figure 1 shows the proportion of the total that comes from the four 
countries that have the most women who have undergone FGM/C.


Assuming that the FGM/C prevalence among girls aged 10–14 is equal to the prevalence 
among those aged 15–19—producing a high estimate—our estimate of the total number of 
girls aged 10–14 who are likely to eventually be cut is 13.8 million for the 27 African countries, 
and 14.1 million when Yemen is added (see Table 2). When this sum is added to the sum for 


tabLe 2 fgm/C prevalence among girls aged 10–14, by country, 27 african 
countries plus Yemen  
  Prevalence 
  (girls aged 
  15–19) Number of Number 
region/country Year/ source (percent) girls (N) with fgm/C
East Africa, northern     
 Somalia 2006 MICS 96.7 504,872 488,211
 Djibouti 2006 MICS 89.5 41,398 37,051
 Sudana 2006 SHHS 86.6 1,985,697 1,719,613
 Egypt 2008 DHS 80.7 3,815,244 3,078,902
 Eritrea 2002 DHS 78.3 274,535 214,961
 Ethiopia 2005 DHS 62.1 4,625,078 2,872,173
West Africa, northern
 Guinea 2005 DHS 89.3 544,616 486,342
 Mali 2006 DHS 84.7 786,117 665,841
 Gambia 2005 MICS 79.9 101,431 81,043
 Mauritania 2007 MICS 68.0 183,564 124,824
 Burkina Faso 2006 MICS 59.7 920,776 549,703
 Guinea-Bissau 2010 MICS 43.5 94,341 41,038
 Senegal 2010 DHS 24.0 772,861 185,487
West Africa, southern
 Sierra Leone 2010 MICS 75.5 286,681 216,444
 Chad 2004 DHS 43.4 582,771 252,923
 Liberia 2007 DHS 35.9 182,040 65,352
 Côte d’Ivoire 2006 MICS 28.0 1,189,674 333,109
 Nigeria 2008 DHS 19.6 9,005,151 1,765,010
Central African Republic 2006 MICS 18.7 268,034 50,122
 Benin 2006 DHS 7.9 500,867 39,568
 Niger 2005 DHS 1.9 810,871 15,407
 Ghana 2006 MICS 1.4 1,333,804 18,673
 Togo 2010 MICS 1.3 385,323 5,009
 Cameroon 2004 DHS 0.4 1,040,747 4,163
East Africa
 Kenya 2008 DHS 14.6 2,153,062 314,347
 Tanzania 2010 DHS 7.1 2,743,081 194,759
 Uganda 2006 DHS 0.5 2,026,944 10,135
Total Africa   37,159,580 13,830,211


  Yemen 2003 FHS 21.5 1,259,490 270,790


Total   38,419,070 14,101,001


MICS = Multiple Indicator Cluster Survey.  DHS = Demographic and Health Survey.  SHHS = Sudan Household 
Health Survey.  FHS = Family Health Survey. 
a Ever-married women only, and from northern Sudan only. 








200 Estimates of Female Genital Mutilation/Cutting


Studies in Family Planning 44(2) June 2013


women aged 15–49 and women aged 50 and older, we obtain the figure of 101 million girls 
and women. 


Estimating the number of girls who will eventually be at risk for FGM/C in African coun-
tries and how many are cut each year is also useful. In nearly all countries, few girls are sub-
jected to FGM/C after they reach their fifteenth birthday. Consequently, the number of girls 
subjected to FGM/C each year depends on the number of girls at each age from birth to age 
14, the proportion that are likely to be cut, and the age at which cutting occurs. The average 
age of cutting varies greatly from one country to the next. 


The number of girls subjected to FGM/C each year can be calculated using the number of 
girls in each age group from birth to age 14, the mean age at cutting, and the FGM/C preva-


tabLe 3 Number of girls aged 0–14 at risk for fgm/C each year, by country, 27 african 
countries plus Yemen  
   Prevalence 
  Number (girls aged Number Number 
  of girls 15–19) at risk for at risk 
region/country Year/source aged 0–14 (percent) fgm/C per year
East Africa, northern
 Somalia 2006 MICS 1,993,021 96.7 1,927,251 128,483
 Djibouti 2006 MICS 130,222 89.5 116,549 7,770
 Sudana 2006 SHHS 6,741,148 86.6 5,837,834 389,189
 Egypt 2008 DHS 12,533,446 80.7 10,114,491 674,299
 Eritrea 2002 DHS 989,392 78.3 774,694 51,646
 Ethiopia 2005 DHS 17,173,610 62.1 10,664,812 710,987
West Africa, northern
 Guinea 2005 DHS 1,809,535 89.3 1,615,915 107,728
 Mali 2006 DHS 2,963,424 84.7 2,510,020 167,335
 Gambia 2005 MICS 331,769 79.9 265,083 17,672
 Mauritania 2007 MICS 616,847 68.0 419,456 27,964
 Burkina Faso 2006 MICS 3,326,514 59.7 1,985,929 132,395
 Guinea-Bissau 2010 MICS 318,424 43.5 138,514 9,234
 Senegal 2010 DHS 2,669,446 24.0 640,667 42,711
West Africa, southern
 Sierra Leone 2010 MICS 997,407 75.5 753,042 50,203
 Chad 2004 DHS 2,148,256 43.4 932,343 62,156
 Liberia 2007 DHS 712,930 35.9 255,942 17,063
 Côte d’Ivoire 2006 MICS 3,986,290 28.0 1,116,161 74,411
 Nigeria 2008 DHS 33,050,131 19.6 6,477,826 431,855
Central African Republic 2006 MICS 919,120 18.7 171,875 11,458
 Benin 2006 DHS 1,803,179 7.9 142,451 9,497
 Niger 2005 DHS 3,203,500 1.9 60,867 4,058
 Ghana 2006 MICS 4,300,355 1.4 60,205 4,014
 Togo 2010 MICS 1,346,707 1.3 17,507 1,167
 Cameroon 2004 DHS 3,516,107 0.4 14,064 938
East Africa
 Kenya 2008 DHS 8,177,436 14.6 1,193,906 79,594
 Tanzania 2010 DHS 8,882,560 7.1 630,662 42,044
 Uganda 2006 DHS 7,297,333 0.5 36,487 2,432
Total Africa  131,938,109  48,874,553 3,258,304


 Yemen 2003 FHS 4,334,412 21.5 931,899 62,127


Total  136,272,521  49,806,452 3,320,431


MICS = Multiple Indicator Cluster Survey.  DHS = Demographic and Health Survey.  SHHS = Sudan Household Health Survey. 
FHS = Family Health Survey. 
a Ever-married women only, and from northern Sudan only. 
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lence of girls/women aged 15–19. We have used a simpler strategy that will provide approxi-
mate numbers for each country. Our strategy is based on the assumption that the same num-
ber of girls is found in each age cohort, and that the same number on average will be cut every 
year. This allows us to estimate the number of girls cut each year. 


Table 3 shows the number of girls likely to be subjected to FGM/C each year in each coun-
try. The total number for all 28 countries is 3.3 million. This figure is higher than the actual 
number because we have used the prevalence of girls/women aged 15–19 to estimate the num-
ber, and the FGM/C prevalence of lower age cohorts decreases in nearly all countries. 


Two factors that affect the number of girls cut every year are important to note. First, as 
populations increase, the number of girls at risk of FGM/C increases. Thus, the number of girls 
at risk for FGM/C 20 years ago would have been far lower than the current figures. Second, 
the prevalence of FGM/C has been decreasing in most countries, which reduces the number 
of girls who will be cut each year. The estimate of 3.3 million for the number of girls at risk 
per year is based on an assumption that the prevalence is not changing in these countries. We 
know this is not accurate. Therefore, without data for FGM/C prevalence among girls younger 
than age 15, estimating with precision the number of girls at risk for FGM/C in a given year 
is not possible. The numbers given for each country are maximum figures. We can only state 
with certainty that if the FGM/C prevalence for these age cohorts (0–4, 5–9, 10–14) were to 
eventually equal the current prevalence among girls aged 15–19, nearly 50 million girls would 
be cut after 15 years.


The reporting of the FGM/C status of girls aged 0–14 may be misleading because cur-
rent and final FGM/C status are easy to confuse. The reporting of FGM/C prevalence among 
women has always been assumed to be the final FGM/C status. The FGM/C prevalence among 
girls aged 0–14 has a very different meaning, in that some will be cut at a later age. Therefore, 
the prevalence rates of the two groups (girls aged 0–14 and girls/women aged 15–49) should 
never be combined in a reporting format. That is, the FGM/C prevalence in a country should 
never be presented for women 0–49 years of age. Rather, the FGM/C status of girls younger 
than age 15 should be reported by the three age groups separately: 0–4, 5–9, and 10–14, fol-
lowed by a brief discussion of the average age of cutting of girls in the country. 


disCussioN


International organizations and donor agencies have long sought reliable statistics regarding 
the number of women who have undergone FGM/C in each country where the practice oc-
curs. Such statistics are now available for all countries in Africa where FGM/C is practiced, and 
in Yemen. The number of women aged 15 and older who have undergone FGM/C in African 
countries is 85.8 million and the number for girls aged 10–14 is 13.8 million, totaling 99.6 mil-
lion women and girls. The total is derived from three calculations: the sum of the numbers of 
women aged 15–49 in the 27 African countries (67.7 million), the number of women aged 50 
and older (18.2 million), and the number of girls aged 10–14 (13.8 million). The figure for wom-
en aged 50 and older (18.2 million) is a low estimate because we use the prevalence for women 
aged 45–49 for our calculations. The figure of 13.8 million for girls aged 10–14 is a high estimate 
because we used the prevalence among girls/women aged 15–19 for the calculations.
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These specific numbers of women and girls can provide a sharper lens on the extent of 
FGM/C in African countries and should help to increase and deploy funds to combat the 
practice. International donors and governments can now estimate how many women and 
girls are at risk for FGM/C in a particular geographic region or on the continent as a whole. 
More important than arriving at a total number is how agencies and governments use the 
numbers to help shape policies related to health and human rights. The regional distribution 
of the practice and the different forms it takes should be considered in tailoring strategies for 
combating the practice.


The numbers regarding FGM/C prevalence can be used to map the distribution of the 
practice on the African continent and within specific countries. The practice of FGM/C fol-
lows clear regional patterns, and one concentration exists in northern East Africa, where high 
prevalence rates are found in Djibouti, Egypt, Eritrea, Somalia, and Sudan. The women cut 
in these countries constitute 59 percent of all women cut in Africa. The rate of infibulation 
in these countries is far higher than elsewhere. Any effective strategy developed to combat 
FGM/C in these countries may well be different from those used elsewhere.


The occurrence of FGM/C is also concentrated in certain West African countries where 
prevalence rates range from 72–96 percent: Burkina Faso, the Gambia, Guinea, and Mali. The 
populations of these countries share certain social and historical ties, which suggests that a 
strategy to eliminate FGM/C in one of these countries might be successful in others. FGM/C 
is practiced as part of the initiation into a secret society in Liberia and Sierra Leone. We should 
expect that the repercussions for mothers there who do not send their daughters to be initiated 
would be different than for mothers in nearby Mali or Guinea. 


The formulation of strategies to be applied on a national scale makes sense for each of 
these West African and northern East African countries where prevalence is higher than 70 
percent. That will not often be the case in the other countries of West Africa and northern 
East Africa where prevalence is less than 50 percent and where the practice is distributed along 
ethnic lines. Each of these countries has regions where FGM/C is not practiced, or is rarely 
seen, such as in western Kenya or northern Senegal. The geographic distribution of FGM/C 
and the variation in the forms practiced should be considered in shaping a strategy to promote 
abandonment. Given the regional distributions, the social context of the events of FGM/C, 
and the contrasts in the ways that FGM/C is conducted, we should not expect a “one size fits 
all” strategy for the abandonment of FGM/C to be successful. 


Recognizing the limitations of data that depend entirely on self-report in a survey context 
is also important. The few studies available regarding the reliability of self-reported FGM/C 
data show that a small proportion of women provide inaccurate answers. More troubling is the 
possibility that some women are afraid to report that they have been cut, or more likely that 
they have had their daughter cut, because FGM/C has been outlawed in their country. This 
issue should be examined through research in countries where a comparison of subsequent 
survey data regarding FGM/C prevalence of age cohorts suggests that a problem exists. 


Finally, our estimate of the total number of girls aged 0–14 who are likely to eventually 
be cut is 14.1 million across the 28 countries. The main advantage of prevalence data for girls 
aged 0–14 is that in some instances such data can be used to evaluate more recent programs 
that promote abandonment of FGM/C. To compare the FGM/C data for girls aged 0–14 with 
the FGM/C data for women age 15–49, we would need information about the proportion of 








Yoder / Wang / Johansen 203


June 2013 Studies in Family Planning 44(2) 


girls who have been cut at a given age and those who are likely to be cut before their fifteenth 
birthday. The size of the contrast in prevalence from data concerning the current status of girls 
and their eventual/final FGM/C status depends mostly on the age when the cutting took place. 
Once girls turn 15, they are eligible for the general sample. We do know the proportion of girls 
who have been cut already in countries that have survey data after 2010, but some will be cut 
later, which complicates the comparison of FGM/C figures among girls and women.


In a situation such as that in Senegal, the current FGM/C status among girls aged 10–14 
would be close to the eventual FGM/C prevalence (final status) among girls younger than age 
15, because fewer than 10 percent will be cut after the age of 9. If we were to find, for example, 
that FGM/C prevalence among girls aged 10–14 in the 2010 survey in Senegal was 15 percent, 
we could estimate that the final FGM/C prevalence among this group will be approximately 
15 percent plus about 10 percent of the total, or 16.5 percent. On the other hand, in a situation 
such as that in Egypt, where approximately 50 percent of girls who are cut will be cut when 
they are aged 10–14, the FGM/C prevalence among girls aged 10–14 will provide a large un-
derestimate of the eventual prevalence among girls younger than 15 years of age. 


Our analyses of DHS and MICS data regarding FGM/C have shown that approximately 
100 million girls and women have been affected, and that the practice occurs in regional pat-
terns and in geographic concentrations that display major differences in how FGM/C occurs. 
Policies that guide individual governments and international donors working to put an end to 
the practice can make use of this information as they develop their interventions. 


refereNCes
Abusharaf, Rogaia M. 2006. Female Circumcision: Multicultural Perspectives. Philadelphia, PA: University of Pennsyl-


vania Press. 


AIDOS. 2000. Anthropologia delle Mutilazioni dei Genital Femminili: Una Ricerca in Italia. [Anthropology of Female 
Genital Mutilation: An Investigation in Italy.] Rome: AIDOS. 


Androa, Armelle and Marie Lesclingand. 2007. “Les mutilations sexuelles féminines: Le point sur la situation en Afrique et en 
France,” [Female genital mutilation: An update on the situation in Africa and France.] Population et Sociétés 438: 1–4. 


Carr, Dara. 1997. Female Genital Cutting: Findings from the Demographic and Health Surveys Program. Calverton, MD: 
Macro International.


Dieleman, Myriam. 2010. Excision et migration en Belgique francophone. Rapport de recherche de l’Observatoire du sida 
et des sexualités pour le GAMS Belgique. [Excision and migration in French-speaking Belgium. Research report of 
AIDS and sexuality for GAMS Belgium]. Bruxelles: GAMS Belgique.


Droz, Yvan. 2000. “Circoncision féminine et masculine en pays kikuyu: Rite d’institution, division sociale et droits de 
l’homme.” [Female and male circumcision in Kikuyu: Rite of institution, social division and human rights.] Cahiers 
d’Études Africaines 158(XL-2): 215–240. 


Dubourg, Dominique, Fabienne Richard, Els Leye, Samuel Ndame, Tine Rommens, and Sophie Maes. 2011. “Estimating 
the number of women with female genital mutilation in Belgium,” European Journal of Contraception and Reproduc-
tive Health Care 16(4): 248–257. 


El-Gibaly, Omaima, Barbara Ibrahim, Barbara S. Mensch, and Wesley H. Clark. 2002. “The decline of female circumci-
sion in Egypt: Evidence and interpretation,” Social Science and Medicine 54(2): 205–220.


El-Zanaty, Fatma and Ann Way. 2009. Egypt Demographic and Health Survey 2008. Cairo, Egypt: Ministry of Health, El-
Zanaty and Associates, and Macro International.


Exterkate, Marja. 2013. Female Genital Mutilation in the Netherlands: Prevalence, Incidence and Determinants. Utrecht: 
Pharos Centre on Expertise for Health of Migrants and Refugees.








204 Estimates of Female Genital Mutilation/Cutting


Studies in Family Planning 44(2) June 2013


Gruenbaum, Ellen. 2001. The Female Circumcision Controversy: An Anthropological Perspective. Philadelphia, PA: Uni-
versity of Pennsylvania Press.


Hosken, Fran P. 1979. The Hosken Report: Genital and Sexual Mutilation of Females. Lexington, MA: Women’s Interna-
tional Network News.


———. 1995. Stop Female Genital Mutilation: Women Speak, Facts and Actions. Lexington, MA: WIN News.


Jackson, Elizabeth F., Patricia Akweongo, Evelyn Sakeah, Abraham Hodgson, Rofina Asuru, and James F. Phillips. 2003. 
“Inconsistent reporting of female genital cutting status in northern Ghana: Explanatory factors and analytical con-
sequences,” Studies in Family Planning 34(3): 200–210.


Klouman, Elise, Rachel Manongi, and Knut-Inge Klepp. 2005. “Self-reported and observed female genital cutting in rural 
Tanzania: Associated demographic factors, HIV and sexually transmitted infections,” Tropical Medicine and Inter-
national Health 10(1): 105–115.


Population Reference Bureau (PRB). 2001. Abandoning Female Genital Cutting: Prevalence, Attitudes, and Efforts to End 
the Practice. Washington, DC.


Rahman, Anika and Nahid Toubia. 2000. Female Genital Mutilation: A Guide to Laws and Policies Worldwide. New York: 
Zed Books.


Shell-Duncan, Bettina and Ylva Hernlund. 2000. Female “Circumcision” in Africa: Culture, Controversy, and Change. 
Boulder, CO: Lynne Rienner Publishers. 


Snow, Rachel C., Tracy E. Slanger, Friday E. Okonofua, Frank Oronsaye, and Juergen Wacker. 2002. “Female genital 
cutting in southern urban and peri-urban Nigeria: Self-reported validity, social determinants and secular decline,” 
Tropical Medicine and International Health 7(1): 91–100.


United National Population Fund (UNFPA). 1999. The State of the World Population 1999: Six Billion, a Time for Choices. 
New York.


———. 2012. UNFPA-UNICEF Joint Programme on Female Genital Mutilation/Cutting: Accelerating Change. Annual 
Report 2011. New York.


United Nations Children’s Fund (UNICEF). 2005. Female Genital Mutilation/Cutting: A Statistical Exploration. New 
York.


———. 2011. The State of the World’s Children 2011. Adolescence: An Age of Opportunity. New York. 


United States Agency for International Development (USAID). 2006. USAID Strategy for Female Genital Cutting: FY 
2004–FY 2006. Washington, DC.


World Health Organization (WHO). 1999. “Female Genital Mutilation Programmes to Date: What Works and What 
Doesn’t. A Review.” Geneva: Department of Women’s Health, WHO.


———. 2006. “Female genital mutilation—new knowledge spurs optimism,” Progress in Sexual and Reproductive Health 
Research No. 72. Geneva: WHO.


———. 2008. “Eliminating female genital mutilation: An interagency statement.” Geneva: WHO, Department of Wom-
en’s Health. 


———. 2011. “An Update on WHO’s Work on Female Genital Mutilation (FGM): Progress Report.” Geneva: WHO, 
Department of Women’s Health.


WHO, UNICEF, and UNFPA. 1997. “Female genital mutilation: A joint WHO/UNICEF/UNFPA statement.” Geneva: 
WHO.


Yoder, P. Stanley, Noureddine Abderrahim, and Arlinda Zhuzhuni. 2004. “Female genital cutting in the Demographic 
and Health Surveys: A critical and comparative analysis.” DHS Comparative Reports No. 7. Calverton, MD: ORC 
Macro.


Yoder, P. Stanley and Shane Khan. 2008. “Numbers of women circumcised in Africa: The production of a total.” DHS 
Working Paper No. 39. Macro International: Calverton, MD. 








Copyright of Studies in Family Planning is the property of Wiley-Blackwell and its content may not be copied


or emailed to multiple sites or posted to a listserv without the copyright holder's express written permission.


However, users may print, download, or email articles for individual use.












	Applied Sciences
	Architecture and Design
	Biology
	Business & Finance
	Chemistry
	Computer Science
	Geography
	Geology
	Education
	Engineering
	English
	Environmental science
	Spanish
	Government
	History
	Human Resource Management
	Information Systems
	Law
	Literature
	Mathematics
	Nursing
	Physics
	Political Science
	Psychology
	Reading
	Science
	Social Science
	Liberty University
	New Hampshire University
	Strayer University
	University Of Phoenix
	Walden University


	Home
	Homework Answers
	Archive
	Tags
	Reviews
	Contact
		[image: twitter][image: twitter] 
     
         
    
     
         
             
        
         
    





	[image: facebook][image: facebook] 
     









Copyright © 2024 SweetStudy.com (Step To Horizon LTD)




    
    
