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Abstract
Background  Female genital mutilation (FGM) is one of the diehard cultures in the Mediterranean and sub-Saharan 
Africa. The act involves chopping off part of the female genitals in varying degrees depending on the society. The 
motive behind this practice includes reducing female sexual desire, a sign of maturation, and retaining the culture. 
The current study explored the roles of community members and leaders in the fight against FGM; and the reasons 
for continuing the practice in some societies.

Method  We did an exploratory cross-sectional qualitative study between June – July 2020 in six purposively 
selected villages from Kilindi and Handeni districts in Tanga that were part of the five years implementation project. 
The project was named Alternative Right of Passage (APR) by Amref Health Africa Tanzania to eradicate FGM. The 
interventions were to sensitize the community on the effects of FGM on women’s health, educate and create demand 
for girl children to attend and complete school. Ethnic leaders and village members aged 19 years and above were 
purposively selected. Due to the sensitive nature of the study, FGDs were conducted separately between men and 
women. In addition, we did the inductive thematic analysis.

Results  Four main themes emerged from the analysis; (1) the history of FGM and reasons behind persistent FGM 
practices, (2) Challenges to abandonment of FGM, (3) strategies to be used to eradicate FGM, and (4) Key change 
agents in ending FGM. It was reported that the FGM practice was inherited from elders years ago and is believed 
to reduce women’s sexual desire when the husband travels away for a long time. Some societies still practice FGM 
secretly because marrying an uncircumcised girl is a curse, as the husband and children will die. Some older women 
still practice FGM as they still hold the ancient culture. Constant communication with community leaders, seniors, and 
the young generation on complications of FGM will fasten efforts toward eradicating FGM practice.

Conclusion  There are sporadic cases done secretly associated with FGM practice since the ant-FGM campaign, 
so this should be the reason to continue with the campaign. Winning the tribal/ethnic leaders can facilitate better 
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Background
Female Genital Mutilation (FGM) remains a global 
public health concern. Globally, more than 200  million 
girls and women were subjected to some form of FGM 
across 30 countries-predominantly in Africa, the Middle 
East, and Asia [1, 2]. The FGM prevalence in Tanzania is 
10%, which has dropped from 18% to 1996 [3]. Evidence 
depicts that the health risks from FGM outweigh the 
health benefits. Female genital mutilation causes severe 
physical and mental health risks for women and young 
girls, including chronic pain, recurrent urinary and vagi-
nal infections, post-traumatic stress, and intense pain 
during sexual intercourse [2, 4]. Female Genital Mutila-
tion also predisposes the woman/girl to Sexually Trans-
mitted Infections, including HIV, difficult childbirth 
like obstructed labor, and heavy bleeding resulting from 
inelastic skin caused by the scars cutting the genital area 
[2, 4]. Furthermore, the practice is recognized interna-
tionally as a violation of the human rights of girls and 
women and a form of gender-based violence (GBV) [2].

The decision to reject FGM by individuals and com-
munities with this practice within their traditions is a 
complex process and encompasses challenges at different 
levels [5]. The decision involves recognizing its harmful-
ness, the power of refusing or making desirable choices, 
and being able to act [5]. However, the risk of failure is 
fuelled by community repercussions [6]. Communities 
are causing the FGM abandonment process more compli-
cated because there is a large gap between believing that 
FGM should be abandoned and the real choice to aban-
don it. The challenges come when most people oppose 
the continuation of FGM, but still, they have their daugh-
ters cut. Some explain this discrepancy in attitude and 
behavior as part of diffusion theory, where the behavior 
change occurs in stages [7]. Such support for abandon-
ment can be a precursor to actual and substantial behav-
ioral changes [7].

In Tanzania, FGM was banned in 1998 [8]. The coun-
try also adopted a National Plan of Action with strategies 
to end violence against women and children in all forms, 
including FGM, by 2030 [8]. Several interventions have 
been implemented to help stop practicing FGM, includ-
ing developing communication strategies and advocacy 
campaigns involving religious and influential leaders and 
policymakers to promote positive norms and values [9]. 
In addition, police forces and local government authori-
ties are used to respond sensitively and appropriately 
to cases of FGM [9]. The Tanzanian government also 
works with non-governmental organizations (NGOs) 

to implement various interventions to eradicate FGM. 
For example, interventions like sensitizations and train-
ing workshops in communities practicing FGM, provid-
ing basic needs like shelters to girls escaping FGM, and 
teaching local police and magistrates [10].

To further support efforts put the Tanzanian govern-
ment in eradicating FGM, Amref Health Africa Tanzania, 
an NGO, implemented a five-year (2016–2020) project 
named Alternative Right of Passage (APR) and Child pro-
tection in the Kilindi and Handeni districts of the Tanga 
region. The project focused on creating a safe environ-
ment for children, especially girls. In addition, the project 
worked closely with the local government to sensitize the 
community on the effects of FGM and the importance of 
girls’ education.

However, several societies are still practicing FGM 
secretly despite efforts to eradicate it. Therefore, we car-
ried out the study to better understand the current situa-
tion in the communities that have been practicing FGM, 
the role of community leaders in abandoning FGM, and 
explore future strategies to end FGM practice.

Methods
Study design and setting
The study was exploratory cross-sectional qualitative 
research conducted between June—July 2020. Six vil-
lages were purposively selected from two districts of 
North East of Tanzania (Kilindi and Handeni districts of 
the Tanga region), where most of the Maasai community 
resides. The study settings are part of the five-year proj-
ect named Alternative Right of Passage (APR) by Amref 
Health Africa Tanzania to eradicate FGM. The main 
economic activities in the Maasai community include 
livestock keeping, hunting, and farming. In the Maasai 
community, indigenous people keep their distinct cul-
ture, including language [11].

FGM is a cultural practice in the Maasai society where 
girls and women are coerced into having the cut as a rite 
of passage from childhood to maturity. The Maasai are 
highly recognized for their well-preserved customs and 
culture, which barely change from generation to genera-
tion. They also have a strong patriarchal system in which 
only men, especially older men, function as the only deci-
sion-makers, judges, and enforcers of order. Most people 
believe in, value, and regard these elders as leaders. FGM 
is a vicious practice, but because the Maasai tribe values 
it as a significant aspect of their tradition and identity, it 
is challenging for them to quit performing FGM.

achievement in the fight against FGM. In addition, social diffusion with inter-tribe marriages was also singled out as 
one of the factors that will make FGM practice unfamiliar to the communities in the future.

Keywords  Female genital mutilation, Qualitative, Reproductive effects of FGM, Tanzania
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Study population, recruitment, and data collection process
The study involved men and women above 19 years and 
Maasai community leaders (village government and tra-
ditional/ethnic leaders). Participants were from the com-
munities reached by Amref for FGM interventions, fluent 
in Kiswahili and Maasai languages, and consented to par-
ticipate in the study. With the help of village leaders and 
four RAs, the study coordinator recruited the study par-
ticipants who were purposively selected to best answer 
the research questions. Interviews lasted for 40–50 
minutes. Two moderators led the interviews; one was 
responsible for asking questions, and another assisted 
and recorded the interview and took notes. We used a 
semi-structured questionnaire to gather the information, 
and the questions in the FGD and KIIs were similar. To 
mention a few questions, we asked’ (i) what is the cur-
rent situation in the area in regard to FGM? (ii) why do 
you think some families still practice FGM? (iii) Who are 
the proponents of FGM? (iv) what do you think should be 
done to end FGM? (v) what challenges were experienced 
in ending FGM? And several follow-up questions.

An iterative type of data collection was used, adher-
ing to the saturation principle. In each village, two FGDs 
and 3 KIIs were conducted. Each FGD group with 12 
participants (a total of 120 participants FGDs and 14 
participants involved KIIs involved community lead-
ers). Because of the study’s sensitivity, FGDs were con-
ducted separately for men and women, resulting in all 
participants’ free and full participation. Interviews were 
conducted in a private, quiet room that ensured con-
fidentiality and it’s the study participants prepared the 
interview room.

Data management
After every interview, the study coordinator uploaded 
the audio files into a password protected computer. Then, 
verbatim transcribing was conducted, and translation 
from Kiswahili to English was performed by the research 
scientists with social science backgrounds and conver-
sant with Kiswahili as spoken in the Maasai dialect. The 
interviews were first translated into Kiswahili, followed 
by verbatim transcription in Kiswahili language, and then 
an analysis that was also done in Kiswahili language. Four 
research assistants (two males and two females) who 
were social scientists transcribed and analyzed the data 
under close monitoring by the study coordinator. The 
chosen RAs, under the supervision of the project coor-
dinator, had collected data in the Maasai community and 
were conversant with Maasai language pronunciation.

Data analysis
The data were coded and analyzed using a team-based, 
iterative deductive approach [12]. First, we carried out 
the thematic analysis guided by Braun and Clarke, which 

involved reading and re-reading the text, manual coding 
in the margins, and grouping data in relatively exhaustive 
code [13]. Then, four authors independently analyzed the 
data in the Kiswahili language to minimize the possibil-
ity of losing the original meaning of concepts presented 
by participants. Additionally, we generated patterns and 
themes relevant to the study objectives using thematic 
data analysis. Finally, we used participants’ quotes to sub-
stantiate the findings.

Results
Socio-demographic characteristics of the study 
participants
We interviewed one hundred and thirty-four (134) peo-
ple, i.e., FGDs (120) and KIIs (14). Most participants 
(n = 37, 39.6%) were aged 26–35, and males (n = 74, 
55.2%). The majority (n = 102, 76.1%) were farmers and 
pastoralists. In addition, the majority (n = 84, 62.7%) had 
a primary level education as the highest level attained. 
The leaders involved in KIIs were all men, village govern-
ment (VEO), and traditional/ethnic leaders.

The present study explored to find out why people still 
practice FGM despite several ongoing interventions that 
aim to eradicate this harmful practice, as well as getting 
recommendations on how to succeed in eradicating FGM 
practice. From the analysis, four main themes emerged;

1) The history of FGM and reasons behind persistent 
FGM practices, (2) challenges to abandonment of FGM, 
(3) strategies to eradicate FGM, and (4) key change 
agents in eradicating FGM.

The history of FGM and reasons behind persistent FGM 
practices
We explored the general knowledge of the community 
members on the historical experience of female genital 
mutilation. Most participants agreed that it is a tradition 
they inherited from their ancestors and has been prac-
ticed for many years.

“FGM has been around for a long time, since our 
great elders’ time, which is why we have continued 
to circumcise our daughters.” Female participant, 
FGD number 3

The same observation was made by KIIs, who used his 
age to reference FGM.

“It has been a long time since we started practicing 
FGM. I am now 57 years old, and in 1971 when I 
started standard one, FGM was already being 
practiced.”KII number 8.



Page 4 of 8Mkuwa et al. BMC Public Health          (2023) 23:163 

The historical reason for FGM being related to white 
people’s invasion (colonialism) was mentioned by a 
woman who said,

“We heard that when whites came to Africa, men 
ran away from their villages and left their women 
behind. So, to prevent their wives from being defiled 
by white men, they decided to circumcise them. So, 
when white people came, they found all women sick 
(with wounds), and they left them alone” Female 
participant, FGD number 6

Factors that motivated this practice for many years were 
sought, and one reason that was most mentioned was to 
reduce women’s sexual desire. When men travel away 
for a long time or when they move away from home in 
search of green pasture for their cattle for a long dura-
tion, then their women should not get sexual urges (to 
avoid having sex with other men until their return). This 
male participant said,

“In the past, men felt that after living for so long out-
side their homes, their wives would have a sexual 
desire. So, if they cut them (women), it would lessen 
the desire. So, the elders decided to normalize the 
practice afterward and made it a tradition.” Male 
participant, FGD number 4.

But men also believed that marrying an uncircumcised 
girl would bring bad luck and cause husbands and chil-
dren to die, thinking that FGM could evade the curse. 
One participant said,

“So, we used to believe that if you marry a woman 
who is not circumcised, you will die young.” Male 
participant, FGD number 2

One perceived benefit of FGM by men was that it 
reduced the underrating of men towards women. Soci-
ety despised those who were not circumcised. One of the 
participants said,

“if they(women) are not circumcised, men and the 
society will come to under grade them, but now the 
government is telling us that if they are circumcised, 
they will be despised more” Male participant, FGD 
number 8

Results showed that society tends to despise uncir-
cumcised women. Men perceived FGM as beneficial to 
women as it reduced the underrating of men towards 
uncircumcised women. The participant said,

“if they (women) are not circumcised, men and the 

society will come under grade them, but now the 
government is telling us that if they are circumcised, 
they will be despised more” Male participant, FGD 
number 8

Challenges to the abandonment of female genital 
mutilation
Losing the culture was one of the reasons for some peo-
ple to believe still and practice FGM. This participant 
said,

“People say if we stop practicing FGM, we will lose 
our culture.” KII number 7.

The role of culture in FGM was also mentioned by 
another ethnic leader who said,

“It was in our culture that a woman could not 
become pregnant without being circumcised, and if 
it happened, the baby would die or be cursed.” KII 
number 12.

The role of culture in FGM was also mentioned by 
another ethnic leader who said,

“It was in our culture that a woman could not 
become pregnant without being circumcised, and if 
it happened, the baby would be cursed.” KII number 
12.

The senior generation in the community is held respon-
sible for continuing the culture, including FGM practice 
among the Maasai community, as mentioned by the Vil-
lage Chairman, who said,

“But this practice is done by some women and grandmas 
who still uphold the old culture.” KII number 1.

Strategies to eradicate female genital mutilation
It was said that constant communication and collabo-
ration between local government leaders and ethnic 
leaders, as well as recognition of ethnic leaders in the 
government structures, will be a key strategy toward 
eradicating FGM practice in this Maasai community.

“I want the ethnic leaders to be there(in the govern-
ment) because they contribute much to people. An 
ethnic leader is powerful, and things can be much 
better in collaboration with government leaders”. 
Male participant, FGD number 10.

Participants advised that village leaders and government 
officials continue to participate and get involved in dif-
ferent meetings and community social gatherings and be 
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allowed to address matters about the community and be 
engaged in decision-making as the key to success in the 
fight against FGM. For example, community leaders and 
government officials are invited to traditional initiation 
ceremonies like senior boy, milk-drinking, meat-eating, 
and junior elder ceremonies. The participant said;

“We cooperate with elders, women (the cutters), and 
ethnic leaders as no group is left behind in the anti-
FGM fight. We work closely with the leaders, and 
there are indeed changes, and even when attending 
their meetings, they take time to discuss this issue 
and have come to agree that it is feasible to eradi-
cate this practice.“ KII number 5.

Findings showed that there are existing local commit-
tees in some areas that are working on the FGM problem; 
hence there is a need to empower them and make sure 
they comprise potential people of different cadres in the 
community. The formation of child protection commit-
tees was mentioned as one of the possible measures to 
curb FGM as it included other carders in the communi-
ties and some areas, and there was a positive outcome. 
The committee was commended for good work in the 
fight against FGM, and one of the ethnic leaders said,

“I thank that with this strong committee, there will 
be no more FGM.” KII number 12.

For areas that did not have existing committees, there 
was a suggestion to form local committees that would 
continuously sensitize the community.

“Also, it is important to form committees that will 
work locally among ourselves by providing seminars. 
This committee will enable maximum attendance 
when the general public meetings are convened” 
Male participant, FGD number 10

Providing education to girls and women is another 
important factor in ending FGM/C. Mostly, the par-
ticipants believed that educated girls are the ones, who 
reject FGM,

“Educate the children (girls). Educate them to sec-
ondary school level so they can resist cutting (FGM) 
to their children if they have already been cut.” 
Female participant, FGD number 10.

Almost identical remarks were made by another female 
participant who said,

“I think someone who attains the secondary level 
of education (form four) can know right and wrong 

things, but if not, there is a high chance of her/he to 
be victimized.” Female participant, FGD number 3

Education issue was also mentioned when partici-
pants were asked about the reason behind families that 
denounced FGM in public,

“It is because they have been provided with educa-
tion and realized that there is no benefit, thus why 
they dropped the practice” KII, number 14.

The intermarriage with tribes/races that do not practice 
FGM was found to be one of the factors that gradually 
promoted anti-FGM by encouraging young people to 
marry uncircumcised girls,

“I am confident that there is no benefit from FGM. 
Currently, Maasai marry other tribes (who do not 
practice FGM), and they get children and remain as 
husband and wife.” KII, number 5.

Marrying to other tribes/races was outlined as one of the 
strategies in the fight against FGM and the turning point 
in Maasai culture,

“One thing that is no longer in our culture is the 
taboo of not marrying other tribes/races. Nowadays, 
a Maasai girl can be maried to another tribe as far 
as Songea. Maasai men have brought in women 
from other tribes. There is no exception even to 
Mzungu (white person) or any other race; we have 
been married to whites, and our young men have 
married white women, something astonishing! In the 
past, when you happened to see a Mzungu, you ran 
away, but now we are cooperating as one”. Female 
participant, FGD number 4.

Key change agents in ending female genital mutilation
Findings showed that the respondents acknowledged the 
reduction of FGM practices for some years in their area. 
On several occasions, the participants also mentioned 
that very few cases of FGM were done secretly. However, 
they failed to give a vivid example, but there was a men-
tion of cutters from areas outside the district.

“You might find that they do not live in this area 
(the cutters); maybe they live in another village. So, 
parents bring them to their homes, they perform the 
thing (FGM) and leave secretly”. KII number 10

The key change agents in ending FGM in Maasai com-
munities identified in this study were; first, the parents 
particularly mentioned the female parents who are the 
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ones who initiate and authorize the practice, and another 
group is the cutters which perform the act.

“Men do not conduct FGM as men usually perform 
circumcision on boys. Women are the ones who con-
duct FGM, and we men, when we get information on 
performed FGM, we tell them (the women), “this is 
your work, stop it.” KII number 1

Besides women, the blame was also directed towards 
young men for the under grading of uncircumcised 
females in the community,

“At most, it is the women. It is the women, as we men 
do not have a decision on that issue. It is an issue for 
women and young men. As I said earlier, a woman 
who did not undergo FGM is despised and not hon-
ored in the community.” KII number 3

The second potential change agents are the religious and 
ethnic leaders; these are the group of people who are the 
custodians of traditions and culture in the society, as well 
as having many followers. But, findings showed that these 
are the ones who are very close to the community and are 
well respected; in fact, these are the first persons to be 
contacted in terms of disciplinary or decision-making in 
the community.

“In the worship houses, churches and mosques, 
they tell their followers about the disadvantages of 
FGM/C, failure to take children to schools and pre-
vent early pregnancies. In that way, they sensitize 
the community and have been of success; the situa-
tion was worse in the past”. KII number 4

The efforts being made by the religious leaders were also 
mentioned by study participants and the use of holy 
books to discourage FGM.

“They (religious leaders) are trying, though not that 
much. They even preach that in the books of God, 
they have seen that God permitted circumcision for 
men but not for women.” Male participant, FGD 
number 9

Government leaders pointed out the role of ethnic lead-
ers in the fight against FGM in the community, and their 
importance was emphasized.

“The one to provide education in the community 
is the ethnic leaders. In Maasai communities, tra-
ditional leaders are powerful, and whatever they 
assent to goes without objection. Therefore, the eth-
nic leaders are the ones who can go to the commu-

nity and say, “If we hear that someone conducted 
FGM, the law will take its course” KII number 11.

The ethnic leaders (Laigwanans) believe that they are the 
ones who are close to people in the communities. With 
cooperation with other leaders, they are in a position to 
eradicate this practice. One of the ethnic leaders had this 
opinion,

“Each age group must have a leader (Leigwanan). 
Through them, fighting and eradicating this practice 
is much easier by joining hands with other leaders 
such as hamlet leaders and village executive officers. 
It is much easier for them as ethnic leaders have 
more people (followers) compared to other Govern-
ment leaders, they are more respected, and people 
have confidence in them. Whenever they give advice, 
people listen attentively.” KII number 13.

Discussion
Results revealed four themes; (1) the history of FGM and 
reasons behind persistent FGM practices, (2) challenges 
to abandonment of FGM, (3) strategies to eradicate FGM, 
and (4) key change agents in eradicating FGM. Female 
genital mutilation in the Maasai community was a nor-
malized practice inherited from ancestors before it was 
officially criminalized in 1998 [8]. The migration life-
style of Maasai men fetching food for their animals and 
colonial invasion significantly contributed to the adop-
tion of this harmful practice. So, protecting their women 
from having multiple sexual partners or dating a colo-
nist forced the community to circumcise their women, 
believing that FGM would reduce female sexual desire. 
These findings imply that people were unaware of wom-
en’s rights and women had no power to decide on their 
health; it was men determining their health.

The history of FGM is not stipulated in the readings. 
However, it is specified that it started during the slave 
trade when black women entered ancient Arab societ-
ies. Some believe it came during the arrival of Islam in 
some parts of sub-Saharan Africa [14, 15]. In contrast, 
others thought the practice developed independently 
among ethnic groups in SSA as a sign of development 
from childhood to adulthood, regarded as puberty rites 
[14]. Throughout history, FGM was believed to ensure 
women’s virginity and reduce female sexual desire [15]. 
Additionally, female genital mutilation causes several 
health risks to the girl and woman as it causes dyspareu-
nia, increases chances of contracting HIV and other STIs, 
complicates labor, increases chances of bleeding follow-
ing childbirth, and post-traumatic pain [2, 4].

Practices of FGM in Handeni and Kilindi districts have 
declined, although there are concerns that there may 
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be a few sporadic cases of FGM done secretly. The con-
tributing factors for the decrease include awareness cre-
ated by efforts put in by the government in partnership 
with NGOs, including Amref Health Africa Tanzania, to 
eradicate FGM. In addition, educating girls in the com-
munity contributed to the FGM practices, as those who 
refused FGM were observed to have a certain level of 
education and exposure. These findings imply that igno-
rance of the effects of FGM on girls and women’s health 
exposes girls and women to harmful traditional practices 
like FGM. However, the community is ready to change if 
adequately educated on the effect of harmful practices 
on their health. The current findings concur with studies 
[16, 17] that reported a low prevalence of FGM in girls 
and women with a primary or higher level of education 
than those with no education. However, given the shift in 
dynamics of the sporadic continued FGM cases, special 
teaching to FGM victims who underwent the practice in 
their infancy to save the future generation yet to be born.

Socio changes brought about by cultural diffusion 
through inter-tribal/race marriage are a positive sign of 
changes occurring in the Maasai communities. Intermar-
riage was mentioned as a strategy for eradicating FGM. 
The practice is now accepted and accommodated in the 
Maasai community, with some marriages involving Euro-
pean whites mainly observed to Maasai men marrying 
white women. This finding implies that acceptance of 
intermarriage practice in the Maasai community, in the 
long run, will dilute the culture of marrying circumcised 
women and hopefully bring a sustained desired change 
in attitude toward FGM practice. Nevertheless, marrying 
women from abroad, especially white women, the Maa-
sai men still retain their local wives, i.e., they practice 
polygamy without the consent of the wife abroad, which 
gives them a chance to live interchangeably between 
abroad and locally. The opportunity to go overseas and 
learn about other people’s cultures will be a precursor to 
fighting against FGM for their daughters and women in 
their communities. A study on post-migratory percep-
tion of FGM [18] on women who moved to Spain from 
sub-Saharan reported that these women recalled the tra-
ditional and cultural practices of FGM and started to elu-
cidate the justification for which FGM/C is practiced and 
to break the taboos that surround the course.

Parents, older women, and community leaders were 
reported to be key change agents in the fight against 
FGM. The role of ethnic leaders in the fight against FGM 
was suggested, like “if you win the Laigwanans (ethnic 
leaders), you win the battle against FGM. Respect and 
obedience to their leaders are among the strongest bonds 
still maintained by Maasai, and this potential, when used 
efficiently, can positively impact the fight against FGM. 
The communities can take the lead themselves. There is 
also a need for ethnic leaders to collaborate closely with 

government leaders and vice versa. The importance of 
elders and ethnic leaders was also reported in a study 
conducted in Ethiopia among Somali ethnic groups, 
where elders’ influence was one of the approaches sug-
gested in anti-FGM interventions showing the power 
elders have in influencing the community’s culture and 
norms [19]. A study in Senegambia found that some 
older women express openness to reassessing norms 
and practices as they seek solutions to maintaining the 
physical well-being, moral integrity, and cultural iden-
tity of girls in their families [20]. Women can be agents 
of change when imparted with the proper knowledge and 
understanding of the effects of the genital cut.

Conclusion
Female Genital Mutilation among Maasai communities is 
decreasing. The attributing factors include interventions 
conducted by the government and stakeholders working 
in the area. Another factor is the rising level of educa-
tion among girls in Maasai communities. Furthermore, 
intermarriage with other tribes/races that do not prac-
tice FGM has provided evidence that the old myth does 
not stand anymore and has made it possible for young 
men to marry uncircumcised girls. Community-women 
elders’ and ethnic leaders’ engagement play a crucial role 
in shaping and guiding the Maasai community, and their 
say is usually final. Hence this could also be an opportu-
nity in the fight against FGM.
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