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Operational Definitions

Balance test: A statistical test to check whether the characteristics of households or individuals in the
treatment (program intervention) area and control (non-intervention) areas are similar in terms of their pre-
treatment socio-economic and demographic characteristics, and outcome variables of interest.

Child Marriage: any marriage where at least one of the parties is under 18 years of age.

Child, Early and Forced Marriage (CEFM): A marriage that takes place when at least one of the parties is
under 18 years of age and without the full, free, and informed consent of either party. A child marriage is
considered to be a form of forced matriage, given that one and/or both parties have not expressed full, free
and informed consent (www.ohchr.org)

Confounding factors: Factors that are correlated with exposure to the intervention and, independent of
exposure, are causally related to the outcome of interest.

Counterfactual: Refers to what would have happened to beneficiaries in the absence of the intervention. The
counterfactual cannot be directly observed and must be approximated with a control group.

Contamination: A situation that occurs when members of the treatment or the control group have access to
another intervention which also affects the outcome of interest.

DHS 2016: refers to Central Statistical Agency/CSA/Ethiopia and ICF (2016) Ethiopia Demogtraphic and
Health Survey 2016. Addis Ababa, Ethiopia, and Rockville, Maryland, USA: CSA and ICF

Direct Measure of girls FGM prevalence rate: is a rate of girls FGM prevalence rate based on Mothers response
of their own daughters’ FGM experience

Indirect Measure of girls FGM prevalence rate: is a rate of girls FGM prevalence rate based on Mothers
response of other daughters’ FGM experience in their village

Female Genital Mutilation (FGM): All procedures involving partial or total removal of the female external
genitalia or other injury to the female genital organs for non-medical reasons.

FGM Type 1 (clitoridectomy): Type of FGM that involves partial or total removal of the clitoris and/or the
prepuce.

FGM Type 2(excision): Type of FGM that involves partial or total removal of the clitoris and the labia
minora, with or without excision of the labia majora. Both Typel and Type 2 involves removing or cutting of
flesh from genital areas.

FGM Type 3 (Infibulation/Sewn closed): Type of FGM that involves natrrowing of the vaginal orifice with
creation of a covering seal by cutting and a positioning the labia minor and/or the labia majora, with or without
excision of the clitoris

FGM Type 4 (Nicking genital area without removing flesh): Type of FGM that involves all other harmful
procedures to the female genitalia for non-medical purposes, for example: pricking, piercing, incising, scraping,
and cauterization.

Incidence of FGM: The number (or rate) of new FGM cases occurring in a specific time period (for example,
in one year).

Prevalence of FGM: The total number (or proportion) of girls or women who have ever undergone FGM at

a given point in time
Selection bias: Bias introduced by the selection of individuals or groups in such a way that groups of study
participants (households/individuals in the control and treatment) may differ in ways other than the
interventions or exposures under investigation. When this is the case, the results of the study may be biased by
confounding factors.

Sampling bias: Systematic error due to a non-random sample of a population, causing some members of the
population to be less likely to be included than others, resulting in a biased sample.



Spill over: Contagion in the case of impact evaluations that occur when members of the control group are
affected by the program intervention.

Before -After: is a simple statistical technique used in quantitative research that calculates the average effect of
a program intervention (in this case the joint NCA and SCI program) by comparing the outcomes of program
participants measured after the program started with their outcomes measured before it started.

With —Without (Treated —Control): is a simple statistical technique used in quantitative research that
calculates the average effect of a program intervention (in this case the joint NCA and SCI program) by
comparing of the average value of the outcome variable of interest between the intervention(treatment) and
non-intervention group

Difference in Difference: is a statistical technique used in econometrics and quantitative research in the social
sciences that calculates the average effect of a program intervention (in this case the joint NCA and SCI
program) by comparing the average change over time in the outcome variable for the treatment group to the

average change over time for the control group.

Index daughter: a girl in the sampled eligible household who was between the age of 10 and 13 at baseline.
Our single most eligibility criteria to include the screened household in our sample of the baseline study was
linked to the presence of gitls between the age of 10 and 13 at baseline.
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1. Introduction

Female Genital Mutilation (FGM) and Child, Early and Forced Marriage (CEFM) are widely recognized as
forms of gender-based violence (GBV) because they are rooted in gender inequality and cause serious harm to
girls and women based on gender norm. They are deeply ingrained cultural, social, and sometimes religion-
linked practice in Ethiopia, with a significant implication on women and girls’ social, psychological, physical,
and economic well-being. Ending them requires education, legal protection, community engagement, gender
norm transformation, empowerment of girls and women and provision of gender based violence services (.
WHO 2016, Ahinkorah, B. O., Hagan, J. et al. (2020), Mwale, L. (2021) and Ayenew, A. A., Mol, B. W,
Bradford, B., et al. (2024)

CEFM is the term for marriages that take place when at least one of the parties is under 18 years of age and
without the full, free and informed consent of either party (UNICEF, 2014). Despite legal frameworks setting
the minimum marriage age at 18, cultural norms, economic factors, and educational disparities continue to
drive child marriage, particularly in underserved rural communities. Child marriage is most prevalent in
developing countries, particularly, in sub-Saharan Africa, where one in three women marries before the age of
18 (UNICEF, 2017). According to data from Demographic and Health Surveys (DHS), the overall prevalence
of women in Africa aged 20—24 who experienced child marriage was 54.0% with results ranging from 16.5% in
Rwanda to 81.7% in Niger.

In Ethiopia, the overall prevalence of child marriage declined from about 60% to about 40% between 2005 and
2015. Child marriage has adverse effects both at individual, household, community, and national levels. At the
individual level, it is associated with poor health conditions such as high exposure to early pregnancy, sexually
transmitted diseases (e.g., HIV/AIDS), and poor mental conditions, and education, including widespread
school dropout and low school attainment. At the national level, child marriage is detrimental both to the
economic and social development of countries (Glinski et al., 2015).

FGM consists of “all procedures involving partial or total removal of the female external genitalia or other
injuries to the female genital organs for non-medical reasons”. According to the WHO typology, there are four
types of FGM: Type I (clitoridectomy), Type 1I (excision), Type III (infibulation), and Type IV which is used
to describe all other harmful procedures to the female genitalia in the absence of medical necessity (WHO,
2011). Consistent with EDHS 2016, in this study, we contextualized and categorize FGM into three different
types (i) flesh removed from genital area (WHO Type I and Type II), (i) flesh removed and sewn closed (WHO
Type I11), (iii) nicked genital area without removing any flesh (WHO Type 1V).

FGM and CEFM are globally recognized as a violation of human rights (WHO, 2016). They ate also a cause
and a consequence of gender inequality. Gender equality cannot be achieved until the practice of FGM and
CEFM ends. The practice has several negative consequences on the lives of girls and women, including medical,
psychological, emotional, and social problems, and even loss of life (UN Women, 2020; Kandala et al, 2019).
Girls and women that undergo FGM are also at risk of CEFM, dropping out of school, and having reduced
opportunities for growth, development, and sustainable incomes. There are several reasons for FGM practices,
including sociological, cultural, religious, and socio-economic factors, as well as perceptions related to hygiene
and aesthetics (UNFPA, 2020, Kandala et al, 2019). In Ethiopia, despite being nationally recognized as a human
rights violation, twenty-five million girls and women living today have already undergone FGM for several
reasons (UNICEF-UNFPA ,2025).



The prevalence of FGM in Ethiopia has been decreasing over the last two decades, dropping from 80% in the
2000 Ethiopian Demographic Health Survey (EDHS), to 74% in the 2005 EDHS, and 65% in the 2016 EDHS.
More recent the Network of Ethiopian Women Association (NEWA) survey data (2024) indicated a further
reduction in FGM prevalence among women aged 15-29 to 39% in 2024, though the FGM practice remains
widespread (UNICEF,2025). According to the recent Econlnsight, NCA and SCI mid line study (2021 and
2024), UNICEF and UNFPA (2023) studies, FGM is practiced across all regions and major ethnic groups in
Ethiopia albeit the rate is substantially varied across regions. The trend in child marriage has also continued to
decrease from 75% in 1980, to 60% in 2005, and 40% in 2016 (DHS 2016). Nevertheless, despite the fact that
the prevalence of FGM and CEFM decreases over time, the practices are still prevalent. In Ethiopia, twenty-
five million girls and women living today have already undergone FGM for several reasons (UNICEF-UNFPA
,2025).

Cognizant to the high prevalence rate of FGM and CEFM and its negative psychological, social, health and
economic consequences of these harmful practices, the Federal Democratic Republic of Ethiopia (FDRE) and
its development partners collaboratively developed a comprehensive national roadmap (2020-2024) that
ultimately aims to bring about the complete abandonment of CEFM and FGM in Ethiopia by 2025. The
roadmap reflects Ethiopia’s commitment to national and international targets, including SDG 5.3, which seeks
the elimination of harmful practices such as child marriage and FGM by 2030. Ethiopia has also a strong legal
framework prohibiting FGM and CEFM, supported by constitutional, criminal, family, and policy instruments
signatory. However, Weak enforcement of laws and policies in remote areas, deep-rooted social and
discriminatory gender norm including resistance from some religious and traditional leaders and families,
limited awareness of laws and consequences of FGM & CEFM, under-reporting of FGM &CEFM cases,
limited access to gitls’ empowerment services and education and economic insecurities remain critical to fully

eliminate these practices.

Specifically, the Norwegian Church Aid (NCA) and Save the Children (SC) have been implementing a joint
project since 2006/7 with the support of Norad through the Royal Norwegian Embassy to contribute to the
complete abandonment of all forms of FGM and CEFM.The joint NCA and SCI programme is well aligned
with Ethiopia’s national and global commitments, including SDG 5.3. The first Phase of the program (2006-
2010) focused on ‘breaking the ground’. The second phase (2011-2015) emphasized ‘mobilization’ where
community and religious actors were involved. The third phase (2016-2020) focused on ‘Cementing Change
and Scaling Up’. The fourth (2021-2024) focus on accelerating and cementing changes and expanded its scope
to include Child Eatly Forced Marriage (CEFM).

At the start of fourth phase of the joint program implementation period, Ethiopia has witnessed a decline trend
in the prevalence rate of FGM and CEFM, but the rate remains high with large variations across regions.
According to the EDHS 2016, the highest prevalence rate is observed in the Afar and Somali regions.
Infibulation (the worst form of FGM) is also commonly done in both regions. Similatly, the practice of child
marriage is the highest in these two regions.

The greatest reduction in the prevalence of FGM has been in Oromia and Addis Ababa; levels have not changed
significantly in Afar, Somali, SNNPR and Gambela. Studies using the Ethiopian Demographic and Health
Survey pooled data (EDHS 2000 &2016) indicated that the prevalence rate of FGM has declined from almost
80% in 2000 to 65% in 2016 (Alemu, 2021; Azeze et al., 2020, Muche, 2020). According to the recent UNICEF
report, compared to the rate of decline in the last 15 years, progress would need to be eight times faster to
eliminate the practice by 2030, and 13 times faster to eliminate the practice by 2025.The EDHS (2016) study
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also unveils that the decline in the prevalence rate of FGM and CEFM significantly vaties across regions.
Between 2005 and 2016, most regions observed a decrease in the prevalence of FGM, apart from Somali
(increase from 97% to 99%) and Gambella (increased from 27% to 33%).

However, we do not know why and whether this declining trends in FGM and CEFM is caused by the Joint
NCA and SCI program interventions or other similar intervention (such as the anti-FGM program intervention
implemented by UNICEF, UNFPA etc) or part of other major social changes such as increased educational
levels, economic progress, and cultural changes. Despite the surge of such a broad range of program
interventions to end FGM and CEFM in Africa and the observed spurious declining trend, there is no
systematic empirical study that attempts to measure the causal impact of these program interventions on the
prevalence of FGM (Norbakk and Tennessen, 2020) and only a few on CEFM (Svanemyr, 2020).

This entails the need to quantify the impacts of program interventions that aim to reduce FGM and CEFM,
such as the joint NCA and SCI program, and to understand the mechanisms behind why it is working or lack
thereof. This study, therefore, seeks to fill this research gap. Consistent with EDHS 2016, in this survey we
contextualized and categorize FGM into three different types (i) flesh removed from genital area (WHO Type
I and Type 1I), (ii) flesh removed and sewn closed (WHO Type I11I), (iii) nicked genital area without removing
any flesh (WHO Type IV)L. The current quantitative impact evaluation study follows a longitudinal quasi-
experimental design. The implementation of the fourth phase of the joint program has been constrained by

region and macro level disruptions including drought, conflict and covid-19.

1.1. Objective of the study

The endline quantitative study seeks to measure the change in the prevalence and incidence of FGM and CEFM
and the various output indicators that are used to measure the four outcome domains in the program
intervention areas since the implementation of the fourth phase of the joint program in 2021. It also attempts
to measure the endline impact of the joint NCA program on the prevalence and incidence of FGM among gitls
below 18 years old and CEFM as well as on the predefined output indicators of the four major program
outcomes. Specifically, the quantitative endline evaluation addresses the following six main objectives:

1) Measure the changes in the incidence of girls FGM&CEFM and key output indicators of the four
outcomes domains in the intervention woredas between the baseline (2021) and end line (2025) survey
period.

2) Assess the five year endline impact of the joint program on the incidence of FGM&CEFM and key
output indicators of the four outcomes domains of the joint program

3) Provide insights on as to how these impacts were achieved or lack thereof
4) Assess the heterogeneity of the impacts across regions and types of FGM
5) Identify the major derivers and determinants of the change in FGM and CEFM

Synthesis the evidence and draw recommendations

1 According to the WHO typology, there are four types of FGM: Type | (clitoridectomy), Type Il (excision), Type IlI
(infibulation), and Type IV which is used to describe all other harmful procedures to the female genitalia in the
absence of medical necessity (WHO, 2011



1.1 Scope of the Study

The scope of the endline study is limited in content, objective and geogtraphical coverage. The findings of this
study is not regional or national representatives of the incidence and prevalence of FGM and CEFM. It is rather
representative of the incidence and prevalence of girls FGM and CEFM only in the NCA and SCI joint program
intervention areas. Because the analysis in this study is based on panel survey dataset that we collected from a
sample of 1622 households located in 78 kebeles in 13 joint program intervention interventions and 5 adjacent
non- program intervention woredas. In addition, we would like to point out that more than two third of the
sample drawn from Somali and Afar region. It is, therefore, important to note that the regional heterogeneity
analysis of the prevalence and incidence rate 1 of FGM and CEFM may not be representative of the regional
average especially for Amhara, Oromia and Sidama region. Itis therefore also important to note that the finding
may not strictly comparable with the regional FGM prevalence rate that are calculated based on DHS2016
survey data.

This study focuses only on the two GBV harmful practices namely FGM and CEFM and not any other harmful
and GBYV practices. This study aims to measure the endline impact and the impact pathway of the fourth phase
of the joint NCA and SCI program on the various outcome and output indicators that are defined in the result
framework of the program. The cost and benefit analysis of the program interventions and a detailed
performance monitoring and evaluation of the joint program implementation is beyond the scope of the study.

In addition, the study focuses only on FGM and CEFM among girls between the age of 0-18 and doesn’t
include FGM among girls above the age of 18. However, we are aware that FGM is practiced in some of the
sampled study areas (example Dodola Woreda) among gitls above the age of 18 as gitls customarily
circumcised few days before their wedding date.

The scope of the study is also bounded in time. It only captures the impact of the fourth phase of the joint
program that was implemented from 2021 to 2024 using a household survey data, key informant interview and
focus group discussions of local program implementing partners, regional and national relevant officers, local
government and non-governmental stake holders such as religious and community leaders.

1.2.  Limitation of the Study

The caveats of the study and the key challenges to identify the causal endline impact of the fourth phase of the
joint NCA/SCI program is briefly described below.

Sample Size: The sample size (number of sampled households) for the quantitative impact evaluation study
was determined at the baseline to identify the overall aggregate impact of the intervention on the main outcome
(prevalence of FGM and CEFM) and various output indicators of three domain of interest. Hence, the pre-
determined sample size of 1500 households is too small to detect the individual impact of the various long list
of program interventions.

Attrition bias: due to security problem and armed conflict between the government military forces and the
informal militia called FANO in the four of the eight sampled kebeles in Amhara region namely Kosober and
part of Adokae kebele in Tarmaber woreda, Wedera kebele in Mojona Wedera woreda, and Basodingera kebele
in Basowedera woreda, we are able to track and interview only half of the baseline respondents in the Amahara
region which is far below the required number of observations to estimate the impact of the joint program in
the Ambhara region.
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Non-random selection of Intervention Woredas: NCA and SCI selected the 24 intervention woredas
purposely to create synergy with their other ongoing programs in the Somali, Afar, Amhara, Sidama and Oromia
region instead of randomly selecting program intervention Woredas. As a result, the prevalence rate of CEFM
and FGM in the sampled woredas can’t be representative of the regional average of the FGM &CEFM
prevalence rate during the study period. Rather the data that we collected from the sampled 13 intervention
Woredas are representative of only the incidence and prevalence rate of FGM the phase four Joint program
intervention woredas? In addition, the program could have been more impactful and effective in impacting
CEFM, had the joint program implemented in areas where CEFM is more pervasive. The analysis of the
household level data unveils that in most of the sampled intervention Woredas such as the Dodola woreda,
carly child marriage (marriage below the age of 18) is less pervasive. In addition, the inclusion of Dodola Woreda
of the Oromia region was less relevant for an intervention that aims to end girls FGM (0-18). Because, in this
Muslim dominated Woreda almost all girls are cut when they are above 18 years old (i.e. few months before

they get married).

Non-compliance: During the endline evaluation period, SCI implemented key activities to end FGM and
CEFM in some of the control woredas such as Samurabi and Hadaelela Woredas of Afar region. On the other
hand, they suspended the implementation of the key activities of the joint program in a couple of treatment
woredas in Afar region due to security problem and ethnic conflict. This complicates the identification of the
true impact of the joint NCA and SCI programs. Thus this study measures the intent to treat impact which
might be different from the local treatment effect due to these treatment non-compliances during the phase
four intervention period.

Selection of Control Kebeles / Counter factual: It is decisive for the success of an impact evaluation to
identify the counterfactual outcome (what would have been the incidence and prevalence rate of FGM, and
CEFM as well as the various output indicators of the three major outcome domains) in the program
intervention kebeles in the absence of the joint NCA/SCI program. Since the hypothetical situation of an
intervention-free kebeles does not exist, a comparison group (control kebeles) must be selected to represent
the counterfactual. This requires careful thought and is one of the greatest challenges of an impact evaluation
study, as an inappropriate comparison group (control kebeles) may invalidate the evaluation results. The
research team in collaboration with the joint program implementers selected 39 control kebeles using a fuzzy
matching techniques for each of the 39 treatment kebeles. The analysis of the baseline data unveils that the
control and treatment kebeles were not balanced in terms of their access to basic information, infrastructure
and basic facilities even though they were balanced in terms of the household demographic characteristics. This
could be a manifestation of sample section bias since we were not able to randomly select program
implementation kebeles and the control kebeles.

Timing of Baseline Survey and Evaluation: The baseline data was collected few months affer some of the
major interventions of the fourth phase of the joint NCA and SCI program had been implemented in most of
the program intervention areas’. This could be the main reason for observing a relatively lower prevalence rate

2 0nly 1 intervention woreda was selected from Amhara and Oromia region, only 2 intervention woreda from
Sidama, 3 intervention woreda from Afar and 5 intervention woreda from Somali region.

3 The baseline survey was initially planned to be conducted at the beginning of 2020 but was pushed to the first
quarter of 2021 for three main reasons. First, following the global outbreak of COVID-19, the Government of
Ethiopia declared a five-month state of emergency to curb the transmission and spread of the Coronavirus and
took a series of measures to stem the spread of the virus including movement restrictions. Second, there was an



of FGM and other related outcome and output indicators in the treatment kebeles compared to their
counterfactual in the control kebeles at the baseline. This in turn explains part of the reported slightly higher
declining FGM prevalence rate in the control kebeles compared to treatment Kebeles during the five-year phase
four intervention petiod.

Effect of Woreda, Regional and National Level Interventions: Only some of the key intervention of the
joint program activities such as women and girl’s empowerment training and other supports including
structured including provision of sanitary pads, scholastic materials and other supports to gitls, structured
parental training, legal and medical services provided to girls at risk and survivors were localized and
implemented at household and grass root (kebele) level. Some other key intervention of the joint program was
implemented at national, regional and Woreda level. These higher level interventions includes mass awareness
raising program, religious actors’ engagement, media programs, capacity building of service providing institutes,
engaging FBOs and CBOs to integrate FGM and CEFM in their structures and bylaws, the national and
regional levels consultation events organized in collaboration with partners and the ministry of women, children
and youth affairs, the continued regional level discussions in Afar and Somali regions aiming to influence the
adoption of family law, the commemoration of the ‘International Day of Zero Tolerance to FGM’, the World
Women’s Day and the “16 Days of Activism” at the national and regional levels, the establishment and
strengthening , multi-sectoral structures to work closely with the national alliance at the regional and zone level
and the contribution for the development of national costed road map to end FGM and CEFM in Ethiopia.
All of these interventions that were implemented at national, regional and woreda level directly impacted the
prevalence and incidence rate of FGM and the dominant social norms not only in the joint program targeted
treatment kebeles but also in the adjacent control kebeles. Because the treatment and control kebeles are
located in the same region and sometimes in the same Woredas. Since the evaluation research is based on a
clustered randomized controlled trial, the DID or ANCOVA estimate couldn’t, therefore, capture the impact
of such Woreda, regional and national level interventions of the NCA/SCI joint program. Hence, the observed
decline in FGM and other related outcome and output indicators in the control kebeles could be attributed to
the NCA/SCI joint program that were implemented at the national, regional and Woreda level.

Consequently, the standard quantitative impact evaluation methodologies that compares the average treatment
effect on the treated kebeles with the average effect on the control kebeles such as DID and ANCOVA
measures only the impact of interventions that are implemented at household or grass root/community/Kebele
level. They might omit the impact of the joint program intervention activities that were implemented at a higher
geographical administrative level (national, regional and sometimes Woreda level) as they symmetrically and
directly impact the average incidence rate of FGM and CEFM both in the control and treatment kebeles as
some of the sampled treatment and control kebeles located in the same woreda. This entails the need to use
other quantitative impact evaluation methods such as before after control methods or to carefully interpreted
the DID impact estimates as the impact of the key joint program activities that are implemented at kebele
/household/community level instead of as the total impact of the joint NCA and SCI program.

Spillover effect: Due to the interaction of people between adjacent treatment and control kebeles, there is a
potential spillover effect from the kebele level program interventions as household in control kebeles will learn
from households in the adjacent treatment kebeles and begin to follow the same path. In the presence of such

intense political instability and public unrest in the study areas as of mid-2020 which would have put all the data
collectors at risk. Third, NCA and SCl also applied and have waited a protracted time to get approval of NORAD
research grant to commission the baseline data collection.
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strong spillover effects, the DID —covariate estimate could underestimate the impact of the joint NCA/SCI
program.

Recall bias and random guess: Household provide time inconsistent response for indirect measures of FGM
and CEFM as they don’t have a definite knowledge about the percentage of gitls that undertake FGM or CEFM
in their village as these practices are executed secretly. The mothers also may not now whether they themselves
were circumcised especially whenever the circumcision happens at the early stage or the circumcision is in a
less severe form (nicked).

Under reporting FGM and CEFM: The analysis is based on mothers’ responses to questions about FGM
and CEFM of their own daughters (0-18). As it is well documented in strand of literature, the mother’s response
about this sensitive question can be influenced by the effect of laws criminalizing the practice or by a shift in
societal attitudes against FGM and CEFM (Social desirability effect), which may make it harder for some
mothers to report that their own daughters underwent FGM or CEFM, as they may fear incriminating
themselves. This clearly entails that the estimated average prevalence rate of FGM and CEFM based on the
mother’s response of their own daughters’ experience of FGM and CEFM underestimates the actual prevalence
rate of FGM and CEFM in the study areas both at baseline and endline survey year. This, however, will only
marginally affects impact estimates and the estimation of the changes in the prevalence and incidence rate of
FGM in the intervention woredas as long as the non-systematic under reporting period at baseline and end line
will cancel each other. However, the knowledge induced underreporting will complicate the impact estimates.
We expect that the underreporting will be more pervasive in the treatment kebeles as a larger percentage of
households in the treatment kebeles will be aware that FGM & CEFM is an illegal practice compared to
households in the control kebeles. This might explain part of the post intervention difference between the
treatment and control kebeles in terms of average incidence rate of FGM and CEFM.

Disruptions: During the first cycle of the phase four program implementation period, Ethiopia has been hit
by the COVID-19 pandemic. In addition, throughout the joint program implementation period, the study
regions were affected by various national and regional level internal and external economic shocks and
instabilities, social and political crisis as well as natural shocks such as climate change and drought which result
in devastating economic and social disruptions. The war conflict between the Tigray force and the national
defense force in Afar, Amhara and Tigray region during the first half of the project implementation period and
the war conflict between informal militia force (FANO) in Ambhara region and OLA in Oromia region and
the federal military force as well as the ethnic based conflict in Sidama in the second half of the program
implementation period disrupts the implementation process and hence probably the effectiveness of joint NCA
and SCI joint program implementation process in the Amhara ,Oromia ,Sidama and Afar region. The protracted
and severe drought that hits Somali during the endline evaluation period triggers internal displacement of
pastoralist and hence makes timely program implementation a bit challenging. All these disruptions are expected
to massively setback the implementation process and shrink the impact of the Joint NCA/SCI program.
Because these disruptions might shift the attention and priority of the Ethiopian government and its
development partners, civil society as well as community and faith based organizations to invest more time and
resources on foundational economic and social policies and systems and humanitarian assistances instead of
allocating scarce resources in protecting harmful practices such as FGM and CEFM. The COVID-19
pandemic, drought and civil war also negatively affected implementation of interventions by the justice and
legal system, the health system, and civil societies in preventing and responding to FGM and CFM according
to our key informants. In the absence of these distruptions, the joint NCA/SCI program could have been more
effective and impactful.



It should be noted that the above caveats do not mean that the end line impact evaluation results are not robust
and valid; we would rather want to alert the reader to carefully interpret the results before drawing ‘hard and
fast’ conclusions based on the current findings.

1.3.  Organization of the Report

The remaining part of the report is organized as follow. The first section of the second chapter provides context
and desctibes the fourth phase of the joint NCA/SCI program. The second section of chapter 2 sketches the
data collection process and the sampling method and the last section briefly discusses the evaluation design and
method of analysis. Chapter three describes the sample and presents the balancing test result at baseline to
emphasize on the need to control for the pre-intervention economic and socio-demographic characteristics.
Chapter four presents the endline impacts of the joint program on the prevalence and incidence rate of FGM
and CEFM while chapter five presents the impact of the joint program on the various output indicators of the
four major outcome domains. The study then concludes in chapter six.



2. Context and Theory of Change

2.1. Context and Program description

Around the world, over 230 million girls and women have been cut. Africa accounts for the largest share of
this total, with over 144 million. Ethiopia does not rank among the countries with the highest levels of FGM
in BEastern and Southern Africa, but it is home to the largest absolute number of girls and women who have
undergone the practice in the region. According to the 2020 UNICEF report, Ethiopia is home to 25 million
girls and women who have experienced FGM. More than half are in the regions of Oromia and Ambhara.
Overall, 65 per cent of girls and women aged 15 to 49 have undergone FGM. The highest prevalence is in the
Somali (99 per cent) and Afar (91 per cent) regions. The prevalence of FGM in Ethiopia is well above the
average for sub-Saharan African though the prevalence in Ethiopia is lower than in most of its neighboring

countties.

FGM and CEFM are illegal practices. Articles 565 to 570 of the Criminal Code of the Federal Democratic
Republic of Ethiopia (2004) contain provisions against the FGM and CEFM practice. In support of this law,
the Government of Ethiopia, in partnership with UNICEF and members of the National Alliance to End FGM
and Child Marriage including NCA &SCI, developed in August 2019 a National Costed Roadmap to End Child
Marriage and FGM 2020-2024. The national road map builds on the National Strategy and Action Plan on Harmful
Traditional Practices against Women and Children in Ethigpia, which was launched in 2013 by the Ministry of Women,
Children and Youth Affairs (MOWCY.A). With this roadmap, Ethiopia has committed to eliminating FGM and
early marriage by 2025 and to achieve SDG target 5.3* by 2030. The Roadmap implementation is led by the
Ministry of Women, Children and Youth as well as the National Alliance to End FGM and Child Marriage,
which engages other ministries, civil society, non-governmental organizations and UN entities such as
UNICEF, UNFPA, NCA and SCI. As part of the Government’s efforts to eradicate FGM by 2025, medicalized
FGM was banned in January 2017 by the Ministry of Health. There is, however, no national legislation that
explicitly criminalizes health professionals performing the practice.

The National Costed Roadmap uses five evidence-based pillar strategies to reach its goal.

NCA and SCI have substantially contributed for the development of the National Costed Roadmap. They have
been implementing a joint program since 2006/7 to contribute to ending all forms of FGM in the joint program
intervention areas. The first Phase (2006-2010) of the joint program focused on ‘breaking the ground’. The
second phase (2011-2015) emphasized on mobilizing communities and religious leaders. The third phase (2016-
2020) focused on ‘Cementing Change and Scaling Up’ and consolidate progress. In 2020, the program has
entered its fourth phase and expanded its scope to include CEFM and continued to expand outreach and
solidify changes

The fourth phase of the joint program, which is the focus of this study, proposes a five-year program for
accelerating and cementing change towards the total abandonment of all forms of FGM and CEFM,
implemented in five regional states in Ethiopia namely Afar, Somali, Amhara, Oromia, and Sidama. The current
phase of the program targets 24 selected Woredas in the five regions and plans to reach 144,000 community
members directly through the various project activities and 12,000,000 people indirectly. The fourth phase of
the program is mainly related to the Goal 5 of the SDGs as it strives to contribute to gender equality and girl’s

4 Eliminate all harmful practices, such as child, early and forced marriage and female genital mutilation
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empowerment. The overall objective of the project is to contribute to ending all forms of FGM and CEFM in
the intervention areas by 2024.

2.1. Theory of Change

The Theory of Change (ToC) is based on the general assumption that the high prevalence of FGM and CEFM
in Ethiopia in general and in the five study region (24 intervention woredas) in particular is due to deep-rooted
norms, low agency, weak enforcement of policies and laws that respond to FGM and CEF. Accordingly, the
Toc assumes that the incidence and prevalence rate of FGM in the program target areas will decrease when (i)
social norms and community expectations change, so families stop seeing FGMEFM as necessary or desirable
(ii) girls, women, families, religious and community leaders have the knowledge, agency and support to reject
these practices, (iif) Systems, policies, strategies and laws are in place and enforced to protect girls and women
and (iv) GBV and Support services are available and accessible for girls and women’s at risk or survivors of
FGM and CEFM. These assumptions form the basis of how change mechanisms work in practice.

The fourth phase of the joint NCA/SCI programme is therefore guided by the Theory of Change (ToC that
aims to reduce the incidence of FGM and CEFM among girls (aged 0 to 18) in all program intervention areas
by
1. Transforming dominant norms to protect girls and women from FGM and CEFM: Through
community conversations, dialogues, awareness campaigns, structured behavior change sessions and
media outreach, debates and engagement of faith and traditional leaders, attitudes change locally and
dominant social and cultural norms and beliefs that sustain which FGM and CEFM will be shifted.
Men and boys are engaged as agents of change to influence peers reduces acceptance and social
support for FGM and CEFM.

II.  Empowering adolescent girls and families to stand against all forms of FGM and CEFM and claim
their rights: The joint program focusses on rights awareness, life skills, leadership and economic
empowerment to build knowledge, self-confidence and decision-making agency of gitls and women
at risk so that they can actively refuse and avoid harmful practices

III.  Ensuring that women and girls at risk and survivors of FGM and CEFM access comprehensive
services such as medical care, legal and psychosocial support, education and economic opportunities
to immediate recovery and resilience.

IV.  Strengthening the formulation and enforcement of national policies, strategies and
commitments, legal provisions against FGM and CEF and ensuring these policies, laws and legal
provisions and are cascaded at all levels.

To achieve these four interlinked long term outcomes, which is measured in terms of a long list of quantitative
and qualitative output indicators, the joint program generally works on community awareness and social norm
change, engagement of faith and community leaders, supporting girls and women affected by FGM,
strengthening enforcement of laws and local systems and Behavior change communication and advocacy. It
typically uses a blend of strategies aligned with the ToC to end all forms of FGM and CEFM. According to
our key informants and FDG participants and desk review, these strategies include Community conversations
and dialogues (with elders, leaders, families), engagement of faith leaders and influencers, Mass media and public
education, Structured influence by men and boys as allies, Capacity building of local service providers and
authorities, economic and life-skills support & empowerment programs and Evidence generation, monitoring,
and adaptive learning. At the outcome level, all the interventions are expected to contribute independently, and
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synergistically to end all forms of FGM and CEFM. The impact pathway is summarized in the following log
frame/Theoty of change diagram.

FGM/CEFM LOG FRAME
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Figure 2.1. Log frame

As illustrated in figure 2.1, The ToC reflects a multi-pathway approach and the key program activities aim to
increase awareness and transform dominant norms, empower girls and their family, provide comprehensive
services to survivors and vulnerable girls and enforce and cascade national policies, commitment and strategies
to all levels. Each intervention engages in a variety of different activities for direct beneficiaries and is expected
to result in several outputs under each of the four domains of outcome which eventually leads to the elimination
of all forms of FGM and CEFM.
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3. Methodology and Sample Characteristics

The first subsection of this chapter presents the methodology that we employed in this study to select the
sample, collect the data, analyze the data and estimate the impact of the fourth phase of the joint program while

the second subsection presents the characteristics of the sampled households at the baseline.

3.1. Methodology

Our study adopts a mixed-methods convergent design, where quantitative and qualitative data are collected
concurrently, analyzed separately, and then integrated to provide a comprehensive and deeper understanding
of the impact of the fourth phase of the joint NCA and SC program and the transmission mechanisms the
contextual, behavioral, and perceptual factors influencing FGM and CEFM. The mixed research approach
increases the quality of the research as it explores alternative approaches to capture the “causal” impact of the
joint program intervention. A strand of literature including Woolcock (2009) and Bamberger, Rao Woolcock
(2010) documents the advantage of mixed research methods over that of a singular method approach.

The mixed-methods approach strengthens the impact evaluation study by (i) providing robust quantitative
benchmarks (i) capturing contextual depth and lived experiences (ii) enhancing validity through triangulation
and (iv) informing adaptive program design (Woolcock ,2009) and Bamberger, Rao Woolcock 2010).

The qualitative study includes FGD and KII. It provides broader themes and rich contextual information
related to the fourth phase of the NCA and SCI joint program implementation process and impact pathway,
the unintended positive and negative effects of the program. We also qualitatively evaluate the implementation
performance of the Joint NCA and SCI program to end FGM and CEFM using the customized version of the
OECD DAC evaluation criteria that includes the relevance, effectiveness, efficiency, higher order impact and
sustainability of joint program. We apply both inductive and deductive methods to analyze the quantitative
data. As part of the endline study, we produced and submitted a separate full-fledged qualitative report to NCA
head office.

This repott, however, focuses on the quantitative impact evaluation of the fourth phase of the joint NCA/SCI
program that is implemented starting from 2021.We mainly used household panel survey data that we collected
on 2021 and 2025. We also used a secondary data that we compiled thorough review of annual performance
reports that are disaggregated by implementation year to identify the key intervention activities and change in
various output indicators that can’t be captured from the quantitative household survey.

3.1.1. Sampling design

The sample size calculation and sample selection method was determined before we conducted the baseline
survey. Econlnsight was not involved in the sample size calculation but aware that the sample size was
calculated by the CMI research team calculate the sample size based on power considering 95% confidence
level, a desired effect size of at least 20% SD with a 5% target level of significance (two-tailed), 80% power, 20
households per kebele, the calculated intra-cluster correlation coefficient between kebeles and the inclusion
of control kebeles in 1:1 ratio. The sample household size based on the power calculation done by CMI team
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was 1500 households that distributes across 39 control and 39 treatment kebeles in 13 program targeted
woredas and 5 adjacent control woredas. However, at the baseline the Econlnsight team collected data from
1635 households expecting a 10% attrition rate between the baseline and endline survey period.

Prior to the household baseline survey, the household survey participants were selected based on a multi- stage
stratified sampling method.

At the first stage, the research team in close collaboration with NCA and SCI selected 13 sampled inter select
the sample, collect the vention Woredas out of the 24 program intervention Woredas. Only Dodola Woreda
from the Oromia region, Tarmber Woreda from the Amhara region, and Hawasa Zuria and Wondo Genet
Woredas from the Sidama region were randomly selected using proportional random sampling method.
Consequently, less than a third of the sampled households were randomely selected from these three regions.
Proportional to the total number of intervention Woredas per region, a relatively larger number of intervention
Woredas were selected from the Somali and Afar regions. Specifically, Berano, Jigjiga Zuria, Keberi Beyah,
Degahaboure, and Shegosh Woredas were selected from the Somali region while Elidar ,Bidu , and Golina were
selected from the afar region.

At the second stage, the research team in close collaboration with the NCA and SCI technical committee
members selected 3 sampled intervention/treatment Kebeles from each of the 13 sampled intervention
Woredas. Hence, a total of 39 treatment Kebeles were selected. After the research team randomely selected
the treatment kebeles in each of the 13 intervention Woredas, they selected 39 control kebeles from the non-
project intervention kebeles of the sampled 9 intervention woreda in the Somali, Sidama and Oromia region
and from five adjacent non-project implementation Woredas in the Amhara and Afar region’using a fuzzy
matching technique The research team and the NCA/SCI technical committee members selected non-
intervention kebeles which are similar to the treatment kebeles except the fact that the joint NCA and SCI
joint program will be implemented in the treatment kebeles. The team selected control kebeles by consulting
NCA and SCI to list out kebeles that they would like to implement the joint program, had they received
additional funding from donors to expand the geographical coverage of the joint intervention.

At the third stage, Econlnsight randomly screened and interviewed on average 20 eligible households® in
each of the pre-selected 78 sample Kebeles using the nth jumping rule combined with the right hand side
rule of thumb. In total, baseline data was collected from 1635 eligible households

3.1.2. Data collection Method

The baseline and endline household data collection was digitally administered by the team of gender balanced
Econlnsight enumerators and supervisors using Computer Assisted Personal Interview(CAPI), programmed
in SurveyCTO from March to April 2021 and from October to November 2025 respectively. The CAPI system

5 the joint program was implemented or expected to be implemented in all of the Kebeles of the sampled
intervention kebeles in the Tarmaber woreda of the Amhara region and the Elidar, Bidu, and Golina woredas of the
Afar region. Accordingly, it was not possible to select control Kebeles for the treatment kebeles from the same
intervention Woredas.

% Households are eligible to be included in the baseline survey if and only if there is at least one living daughter who is younger
than 13 years of old in the screed household.
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allows the survey team to access pre-loaded data efficiently, follow interview skip patterns based on respondent

answers and backup survey data at the end of each day

Econlnsight set up a SurveyCTO server to which all data were uploaded on a daily or bi-daily basis?. All the
enumerators and supervisors uploaded completed interviews to the Econlnsight server immediately after each
interview session. Whenever the internet connection was too sluggish or non-existent in the survey day, the
enumerator uploaded the data as soon as they get connected to the internet. The programmer exported the
data every other day and saved in the shared password protected project drop box folder. The quality controller
and senior coordinators at Econlnsight central office checked the raw data, flagged errors and send back the
compiled and consolidated flagged errors to the field team and cleaned the data based on the correction files
that they received from the filed team and then saved the partially cleaned data to the shared folder twice a
week.

Before, we fully administered the household questionnaire; the household head or representatives were asked
a screening question to ensure that the sample households have a living daughter below the age of 13. Because
daughters who are above 13 years of age during the Baseline would be above 18 years and hence becomes
ineligible to estimate girls (0-18) FGM at the end line survey year (2029). Including households where the
youngest girl is above 13 would also reduce the effect of the program, as the potential for impact would be
shorter (note that whether a girl is cut or marries after 18 is not of interest in this study). This would reduce the
effective sample size and reduces our ability to say whether the program has an effect on the incidence of FGM
and CEFM among girls below the age of 18. Hence, only households who has at least one daughter below the

age of 13 at baseline survey was eligible to be included in our baseline sample.

During the endline survey, we only tracked and interviewed households that were participated in the baseline
survey in 2021. We have not recruited additional or replacement households at the endline. Since high attrition
can bias impact estimates based on panel data, we put special emphasis into designing and implementing a plan
to track and interview the baseline households and exerted maximum possible efforts to minimize attrition to
lower than 1% using different strategies including revising households’ multiple times at different times of the
day and different dates of the month.

In the eligible sampled household, we always interviewed the mother of the index daughter at the baseline and
whenever they are available during the interview date, we also interviewed the father of the index daughter and
the available eldest daughter and boys who are below the age of 18. Hence, the main respondent in all rounds
of the survey was the mother of the index daughter. We interviewed the mother and fathers of the index
daughter who said they had heard of FGM both at baseline and endline survey round about themselves and
their children using a more or less similar set of fully structured questions while we interviewed a random

7 The Econlinsight server security level is very high, as the Econlnsight SurveyCTO server has been built with
industry-leading data-security features, to help users safeguard data. The SurveyCTO platform uses end-to-end
encryption which uses strong industry-standard methods like at-rest and in-transit encryption to protect data
against unauthorized outside access and it even allows us to protect data from inside access (from authorized
users, server administrators, and even the SurveyCTO platform itself).With this option, form data is encrypted with
a public encryption key as soon as a submission is finalized, and from that point onward it is only readable by our
designated staff who have the private encryption key. We create and manage our own keys, so not even
SurveyCTO engineers or server administrators can see the encrypted data we collect that passes through
SurveyCTO cloud systems in an encrypted, unreadable format.
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sample of adolescent boys and girls who were available at home during the baseline and endline using a two

pager questionnaire.

The mother, father, gitls and boy’s questionnaires were updated based on implementing partner and NCA/SCI
technical and steering committee members input. All the questionnaires were translated into four local
languages namely Afar, Amharic, Somali and Afan Oromo and programmed into a survey application (i.e.,
SurveyCTO). The mothers and fathet’s questionnaire is set to collect primary information not only about the
FGM and CEFM experience of their own daughter and other daughters in the village, but also to collect data
about the various output indicators of the three major outcome indicators of the joint program , various
expected key activities of the project that will be implemented at household level, socio-economic and
demographic characteristics and health status of the sample respondents, children’s education, and
village/kebele specific questions including the dominant norms in the village, subjective attitudes, opinion and
awareness questions in relation to FGM and CEFM. The reduce version of the questionnaire that was used to
interview adolescent girls and boys is set to collect primary information about the kind of support, service and
anti-FGM and ant-CEFM training and messages they received, as well as to know their attitude, knowledge and
autonomy to refuse CEFM and FGM.

Data Quality Monitoring

The Econlnsight team has devised several ways to ensure the collection of high quality baseline data including
the following mechanisms to ensure data quality:

Recruitment and Training of survey Team: We trained the team intensively and recruited a gender balanced
multilingual, well-educated and highly experienced enumerators who are well connected to the local community
and familiar with the study sites. We maintained best performing enumerators and supervisors across survey
rounds.

Data quality checks built into questionnaire program —During the design stage, Econlnsight has exploited
the capabilities of the SurveyCTO program to incorporate automatic skip patterns and constrain responses so
that the enumerator will not have unlimited leverage to continue recording responses even when the data is
clearly incorrect, invalid, or inconsistent. In addition, to make sure that the enumerator asks the respondent
following the correct sequence (flow of the questionnaire), relevance checks was incorporated into the program.
In sum, the CAPI enable the survey team to easily access pre-loaded data, follow interview skip patterns

according to interviewee responses, and back-up survey data after each day of interviews.

Back checks — Econlnsight prepared and program random sets of questions drawn from the main
questionnaire which will serve as back-checking forms. Econlnsight assigned field supervisors to conduct back
checks/call backs of the respondents to ensure that data has not been omitted or falsified and that the survey
protocol is strictly always observed.

High frequency data checks - A stata do-file written by the quality control specialist and reviewed by the
project leader at PSI have been constantly run by the Econlnsight quality control specialist to ensure that
entered data is complete, reliable, internally consistent, and free from bad outliers and of acceptable quality. All
flagged errors, omissions, mistakes, or data anomalies, detected by the research assistant and other senior survey
and research team members at Econlnsight research team were consolidated and sent to the field team by the
Econlnsight data quality controller and main field coordinator to the respective field supervisors and
enumerators with detailed comments on the variables that warrant corrective action or justification, and such
corrections have been implemented on the partially cleaned data.
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In sum, Econlnsight has put in place thorough supervision and quality control protocols to ensure baseline,
midline and endline data of the highest quality and ensure compliance with data collection protocols. We have
timely corrected or justified all inconsistencies and problems flagged by the Econlnsight team through high
frequency data quality checks or other forms of supervision. This has involved re-visiting survey respondents.
Any changes or corrections to the data after submission of raw data to the server has been clearly commented
in a Stata and excel file with the reason for the change. The raw data remains unmodified.

Survey Ethics and Confidentiality Protocol

The enumerators and field supervisors were trained on ethical research, consent and coercion, child
safeguarding, child protection, non-judgmental data collection and ethical interviewing, as well as the specific
use of the research tools, confidentiality and secure data handling. We fully understand the sensitive nature of
this project, and therefore we give much consideration to ethical issues of qualitative formative and quantitative
impact assessment design, piloting of tools, data collection, reporting and storage.

The baseline, midline and endline data collection conducted for this project was registered and got approval
from Norsk Senter for Forskningsdata (NSD) - the Norwegian authority providing data protection services to
most Norwegian research institutes — including CMI. NSD has confirmed that the EU GDPR regulations apply
to this study.

The consent form clearly elaborates the objective of the study and the fact that the interview is based on their
willingness to participate in the survey. We give due attention for the place and time of interview, respondent
privacy and the ethical consideration. We conducted all interviews in private at the respondents' home. We
adhered to strict regulations for preserving anonymity and data security.

All Personal Identifiable Information is encrypted at all points of the data flow process, from point of origin
(interview) to storage on local devices and to the cloud. Once an enumerator marks a completed questionnaire
as “finalized”, the contents will be encrypted using a key. Data is then transmitted to the Econlnsight server
using 4G or another Internet network. Once data is finally stored in a computer, the end-user can use the
encryption key to dectrypt and read the data. When sharing data folders and files with NCA team, items will be
stored in a secured folder. The Econlnsight team leader ensured that teams of enumerators follow these data
security protocol in the field.

3.1.3. Evaluation Design and Method of analysis

The quantitative impact evaluation is based on the intent-to-treat analysis that compares the average FGM
prevalence rate and other indicators in treatment and control kebeles, afar controlling the effect of household,
and kebele specific characteristics.

ATT = E(Y;c (1) — Y (0)|D; = 1) 1)

where Yj; is the outcome of interest for household or gitl [ in period t, where t = 0 refers to the baseline
(before treatment) petiod and t = 1 refers to after treatment (in this case the endline). Thus, Y (1) is the
outcome value at time t under the condition where household or gitl i is a beneficiary, and Y;;(0) is the value
of outcome of interest at time t under the condition where household/ gitl i is not beneficiary from the project

activities. D; represents the treatment indicator. Equation 1 can be illustrated by figure 1:
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Figure 3.1. Measuring Impact from outcomes of beneficiary and non-beneficiary households

A key challenge in identifying causal effects of the joint NCA and SCI program interventions is to find a proper
counterfactual for what would have happened in the NCA/SCI intervention areas, had the interventions not
occurred. Taking in to account the non-random selection of joint program intervention woredas, the household
self-selection to participate in the Anti-FGM and CEFM trainings and other key interventions of the Joint
program, the potential spillover effect of the multiple interventions of the fourth phase of the joint NCA and
SCI program, we constructed the control group by matching households in the job intervention areas to a sub-
sample of similar non-beneficiaries from the neighboring areas (kebeles and woredas) as both randomization
and Regression Discontinuity Design (RDD) designs at household level are infeasible. We then estimate the
end line impact of the join program using a panel difference-in-difference (DID) strategy, which estimates
impacts as the difference in change in the prevalence of FGM and CEFM and other related outcome and output
indicators between households in NCA/SCI intervention and non-intervention areas using data collected at
the baseline and endline. To control for the effect of household and location specific factors and symmetrical
shocks and parallel programs, we specified the difference in difference model following the extended version
of the Aschenfelter and Card (1985) specification:

Yie = ag +yG; + ATe + XitBi + 6(Gi + Tt) + €5 @

where G , Ty, and (G; * Ty) denote the group, time, and intervention dummy variable respectively, Yy represents the incidence
and [ or prevalence of FGM and CEFM as well as  the various output indicators of the first three major ontcomes of interest.
Xi, denotes the vector of interactive and control variables of Individual, household and, kebele specific characteristics of household
i at time t. The coefficient of the interactive dummy 8 is the parameter of interest, which represents the difference-in-difference estimate
of the average effects of the kebele level interventions of the joint NCA and SCI program on the incidence of FGM and CEFM

and the various output indicators of the three outcome variables of interest.

The DID estimates will provide a consistent and unbiased estimate of the average causal effect of the joint
program if and only if the temporal trends in the absence of the intervention are the same in the control and
treatment Kebeles. In other words, the DiD approach yields a biased estimate if households in the treatment
and control kebeles are experiencing different trends in FGM and CEFM regardless of the intervention (of
instance because of different cultural economic or environmental changes, concurrent interventions by other
organisations such as UNICEF and UNFP affecting the two groups differently, etc.). This is potentially a
realistic concern here given that the kebeles were not assigned randomly to treatment or control; they could
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therefore present underlying differences that would have yielded different trends in FGM and CEFM regardless
of the intervention. In particular, if intervention kebeles were already on a more positive trend than control
kebeles, the quantitative analysis overestimates the effectiveness of the intervention. Instead, if control kebeles
were already experiencing faster improvement than the intervention kebeles, the quantitative analysis
underestimates the effectiveness of the intervention.

The other major threat to the validity of impact evaluation in a panel data setting is attrition bias if the
characteristics of the observed and unobserved households at endline different in their characteristics. To check
whether attrition is big concern, we conducted attrition test. Of course as we can infer from table 1 except in
Ambhara region, the attrition rate is very low. Another issue is that there may be reporting bias in answering
sensitive questions including CEFM and FGM over survey rounds whenever the respondent’s awareness of the
legal consequences of practicing such harmful practices increases over time. To address this challenge, we asked
respondents not only about their own daughter experience of practicing FGM and CEFM but also indirectly
about the FGM and CEFM experience of other gitls in their community/kebele. We also checked for social
desirability bias. The other potential challenge of evaluating the effect of the fourth phase of the joint program
was attributed to the contamination effect of the previous three phases of the joint NCA/SCI program. To
address this challenge, NCA and SCI has purposely implemented the fourth phase of the Joint program in the
intervention Woredas where the previous three phases of the program had not been implemented.

To check the existence of selection bias and the validity of the strong parallel trend assumption, we have tested
whether the control and treatment kebeles as well as households in the treatment and kebeles are balanced in
terms of their socio-economic and demographic characteristics as well as in terms of the main outcome domains
of interest before the implementation of the fourth phase of the Joint NCA Program in 2021. The balance test
result unveils that the two groups were not balanced in terms of their exogenous characteristics and the baseline
values of the various outcome domains of interest. This could be attributed to self —selection bias and the
implementation of the fourth phase of the join program few months before Econlnsight conducted the baseline
survey.

Since the impact estimates based on the panel DID model couldn’t be unbiased due to self-selections bias, non-
random selection of intervention woredas, strong spillover effect, direct effect of the intervention that are
implemented at Woreda, zone , region and national level on the outcomes in control kebeles, non-compliance
rate, existence of asymmetrical shocks and potential programs implemented in control kebeles (national alliance
might entail the need to avoid effort duplication), we also estimate the impact of joint program using a Before
After Control Impact (BACI) estimation method, controlling for the effect of household and location specific
factors. However, we also noted that the impact estimates from BACI model also suffers from attribution bias
as it fails to control the effect of the COVID-19, armed conflict, drought, climate variabilities and other socio-
economic and political environment changes that occurred over the endline implementation period. Thus, we
interpret the impact estimate from both the panel DID and BACI estimation models with caution and great

care.
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3.2. Data and Profile of the household survey respondent

Similar to all DHS surveys that are conducted after 2002, we use the FGM module that begin with an
introductory question of asking if the respondent had ever heard of FGM. This helps to ensure the eligibility
of the baseline and thereby midline and endline survey respondents to study about changes in the incidence
rate of FGM in the sense that asking respondents about the prevalence of FGM is only conceivable if the
respondents are aware of and have already heard of the practice. Consistent with the 2016 DHS finding, almost
all of the women who were enlisted to participate in the baseline survey reported that they had ever heard of
FGM, mainly from neighbor, radio, friends and community meetings. The percentage of respondents who
heard about FGM didn’t vary across the study regions. After the introductory question, women respondents
who said they had heard of FGM are asked whether their daughters have been cut. The answer to this question
forms the basis of the calculations of girls FGM prevalence and Incidence in this study assuming that women
know whether their daughters have been cut.

3.2.1. Attrition Test

As shown in Table 3.1, during the baseline survey, we have screened and interviewed the mother of the index
daughter (10-13 years old) from 1635 households. In some of the households, the fathers, adolescent girls and
boys were not available for interview during the baseline survey. Accordingly, during the baseline, we were able
to interview only 1510 fathers while we interviewed all of the 1635 mothers of the index daughter in the sampled
1635 houscholds. In addition, we were able to interview one available adolescent girls in 1269 households and
one available boy in 759 eligible households.

Table 3.1 Attrition and the distribution of the respondent by geography and survey round

Region Baseline Midline Endline Attrition b/n BL &EL
Ambhara8 56%

Oromia? 4%

Sidamal® 5%

Somali!! 6%

Afar!2 4%

Total 10%

8 Amhara covers one treatment Woreda (Tarma ber) and two additional control Woredas (Mojona and Basi
Woreda)

91t covers only one treatment and Control Woreda: Dodola Woreda

10 |ncludes two woredas: Wendo Genet (WG) and Hawassa Zuria (HZ)

1 Include six woredas: Bercano, D/habur, Erer, Jigijiga zuria, Shegosh and Keberi Beyh

12 Afar Covers three treatment woredas namely Bidu, Elidar, and Golina and three additional Control Woredas
(Samurabi, Hadaelela & Ewa Woreda)
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During the endline survey, we were able to track and interview 1470 mother of the index daughter out of the
total of 1635 baseline survey participating mothers. During the endline survey, we also interviewed fathers in
1226 households, gitls in 1183 households and  boys in 80213 households out of the total of 1490 endline
survey participating households . The overall household level attrition rate at the endline survey is 10% which
is not higher than the attrition rate that we predicted during the power calculation at the baseline. This implies
a minor concern of overall statistical power lose and hence the estimated standard deviations will not be larger

and hence the precision of estimated average values and impacts will still be high.

Still composition matters more than rates as it could create selection bias. Because, if attrition is non-random,
results become biased. Accordingly, we test whether the observed overall attrition is non-random, by checking
whether dropout is systematically related to observed characteristics at baseline. To do so, using a two-way t-
test whether
Attritioni=a+pX; +€;

Xi denotes household socio-demographic characteristics (covariates of the prevalence and incidence rate of
FGM) at baseline. If X; predicts attrition (i.e if dropout correlated with the socio-demographic characteristics
at baseline), it is likely that attrition is non-random. To put it differently, using two ways t- test we checked
whether the socio-demographic characteristics of households who stayed in the sample (interviewed at endline)
is statistically significantly different from those drop out households (not interviewed at endline). The
estimation result is reported in Table 3.2. The result indicated that except their religious composition, the two
groups were not statistically different in their socio-economic and demographic characteristics at baseline
suggesting that attrition is not non-random. However, the dropouts were mostly orthodox Christian religion
followers as most of the dropouts were from Amhara region. This clearly entails that except in Amhara region,

attrition is not a serious problem.

Table 3.2 Test of Attrition

Stayed in the | Drop out at | Diff t-value | p-
sample (at | endline value
endline)
demographics
Mothers age 35.36 35.41 -0.06 -0.097 0.923
Fathers age 42.96 4273 0.23 0.288 0.774
Muslim 78.71 38.79 39.92 11.628 0.000
Orthodox 6.67 53.33 -46.67 | -19.952 | 0.000
Literate(mother) 25.71 24.85 0.87 0.237 0.813
Literate (father) 57.47 56.33 1.14 0.274 0.784
Engaged in IGA 94.38 93.67 0.71 0.363 0.717
Farming 60.41 64.85 -4.44 -1.108 0.268

13 we were able to find and interview few additional boys who were not available during the baseline interview.
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Access to information
Watch TV, mother 10.88 9.70 1.19 0.466 0.641
Watch TV, father 13.33 13.94 -0.61 -0.217 0.829

Residence location

Distance to closest high school 58.05 54.62 3.43 0.781 0.435
Distance to closest hospital 116.68 111.96 472 0.624 0.533
Distance to closest Woreda town | 64.36 70.31 -5.95 -1.356 0.175

The disaggregation of attrition rate at endline, which is reported in the last column of Table 3.1 by study region
also cleatly indicates that attrition is a serious problem only in Amhara region and not in Other study regions.
While the attrition rate in all the five regions is minor, the attrition rate in Amhara region is 56% casting a major
question on the validity of prediction based on panel data as the estimates of the various final result framework
and intermediary outcome /output indicators in the Amhara region will suffer from the underpowered sample
problem and hence can’t be an efficient and precise estimate. However, the unacceptably very high level of
attrition rate in Amhara region is attributed to security problem and armed conflict between the government
military forces and the informal militia called FANO in the four of the eight sampled kebeles in Amhara region
namely Kosober and part of Adokae kebele in Tarmaber woreda, Wedera kebele in Mojona Wedera woreda,
and Basodingera kebele in Basowedera woreda. Still, the percentage of dropout in the treatment and control
group is not systematically different as Kosober and Adoke are treated kebeles while Wedera, and Basodingera
are control kebele. This indicates that drop out is not affected by treatment status as treated households are not
more likely to disappear at endline implying the robustness of the overall impact estimates. Since the overall
attrition is not (i)significantly different by treatment status, (i) related to baseline covariates and (iii) baseline

value of the outcome and output indicators, we have not applied any corrective method of attrition.

In addition, we conducted sensitivity analysis by comparing the prevalence and incidence arte of FGM and
CEFM that we computed using the 1622 households that were observed during midline and endline, which
was reported to NCA and SCI a year ago as part of mid-term evaluation report, with the estimated prevalence
and incidence rate of FGM that was computed using only the 1470 households that was observed throughout
the survey waves. The estimation results are not statistically significantly different implying the insignificant
effect of attrition on the estimates of the prevalence and incidence rate of gitls (0-18) FGM and CEFM.

3.2.2. Geographic Distribution of the Sample Study Girls

Both the mother and father of the index daughter were asked about the FGM and CEFM experience of all of
their daughters below the age of 18 at the baseline and new born girls at mid line and endline survey. However,
since fathers in a significant number of the sampled households were not available especially during the endline
survey, the reported incidence and the prevalence rate of girls FGM and CEFM at the baseline and endline in
this report is based on the mothet’s response about their daughters. Even though we are not reported the
findings based on the fathers’ response here to manage the volume of the endline impact evaluation, we also
estimated the incidence and the prevalence rate of girls FGM and CEFM based on the fathet’s response to
check the quality of the mothet’s response and interestingly we find that the mothers and fathers response
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regarding their daughters FGM experience at endline is not significantly different at 5% level of significance.
As it can be inferred from the baseline report, the prevalence of girls FGM and CEFM as reported by the father
and mother were not also significantly different at the baseline.

During the endline survey, the mothers were asked about all of their baseline children(girls) and all of their
children born after the baseline survey. The distribution of the sampled study gitls disageregated by region is

summarized in Table 3.3.

As shown in Table 3.3, during the baseline survey, we collected information about 3361 gitls from the 1635
baseline survey participating households (mothers of the girls). Off the 3361 baseline girls, we collected endline
information about 3038 daughters from the 1470 households who participated in both survey rounds. In
addition, during the endline survey we also interviewed panel mothers about their 313 new born baby gitls that
were born after we completed the baseline survey. Hence, in total at endline we collected data about 3351 girls
by directly asking the mothers about their own daughter FGM and CEFM experience. The regional
disaggregation of the distribution of the study girls about whom we collected data about girls (0-18) FGM and
CEFM at baseline and/or endline survey round via face to face interview of their mothers is reported in Table
3.3. The geographical distribution of the study girls also unveils that the largest part of the sample comes from
Somali and Afar regions respectively.

Table 3.3 The Geographic Distribution of Study Girls (0-18) by survey round

Region Base line daughters Endline girls
(0-18) Panel daughters New Born after | Total number of girls
Baseline

Afar 807 766 89 855

Ambhara 277 123 14 137

Oromia 349 327 44 371

Sidama 535 500 37 537

Somali 1393 1322 129 1451

Total 3361 3038 313 3351

3.2.3. Balance Test in Terms of Socio-demographic Characteristics and Location

Table 3.4 below demonstrates an extensive balance test in terms of the socio-demographic characteristics of
the mother and fathers of the index daughter and location of the household. Columns (1) and (2) show mean
values of the control and treatment groups, respectively, column (3) displays the difference between the
treatment group and the control group, and columns (4) report p-values, respectively. The p-values are from
two-sided t-tests of whether the characteristics of sampled respondents and kebeles across the treatment and
control groups are comparable/balanced at the baseline.

The balancing test results indicates that households in the control and treatment Kebeles before the
implementation of the fourth phase of the joint NCA and SCI program were balanced in most of their socio —
demographic characteristics such as the mothers and fathers age, religion, number of children,
literacy/education, livelihood and access to radio. This is not surprising as the control households were
constructed based on their similarity with the treatment households in terms of their socio-demographic
characteristics. On the other hand, the two groups were slightly different in terms of their location and access
to urban facilities. The percentage of control households who lives in the rural area (97%) is significantly higher
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than the percentage of treatment households who lives in the rural area (86%). The average distance of
households who lives in the control kebeles is likewise significantly far from urban facilities such as hospitals,
high schools.

While about 97% of control households are located in rural areas, only 86% of the treated households are lived

in rural area areas during the baseline surveys. This difference is statistically significant. Farming is the main
livelihood for 46% of households in the control kebeles while it is the main livelihood only for 38% of the
households in treatment kebeles at the baseline. This difference is again statistically significant. Households in
the control kebeles on average need to travel a much longer distance to access the nearest hospital, nearest
school and the woreda town than their counter households in the control areas. Hence, the two groups are
significantly different in terms of their closeness to the woreda towns and basic urban facilities such as hospital
and school. In addition, the proportion of households who listens radio is much lower in the control areas
compared to households in the treatment areas before the implementation of the fourth phase of the joint
program. This indicates a clear selection bias.

Table 3.4 Balance test in terms of the socio-demographic and location at Baseline

Variable Control (1) Treated (2) Difference (3)  P-value (4)
Mothers’ characteristics Mean Mean

Age (in years) 35.4 35.2 -0.19 0.599
Number of children below 18 years 3.7 3.81 0.05 0.512
Literate (dummy) 0.25 0.25 0.01 0.804
Muslim (dummy) 0.74 0.75 0.01 0.709
Orthodox (dummy) 0.11 0.10 -0.01 0.525
Protestant (dummy) 0.13 0.13 0.00 0.907
Fathers’ characteristics

Age (in years) 43.0 42.8 -0.18 0.718
Literate (dummy) 0.57 0.57 0.00 0.912
Muslim (dummy) 0.74 0.75 0.01 0.709
Orthodox (dummy) 0.11 0.10 -0.01 0.525
Protestant (dummy) 0.13 0.13 0.00 0.907
Engaged in income generated 0.93 0.94 0.01 0.454

activities (dummy)

Access to information

Listen to radio — mothers (dummy) 0.44 0.48 0.04 0.107
Location

Living in rural area (dummy) 0.97 0.86 -0.11 0.0007##*
Distance to closest high school (in min.) 69.5 45.9 -23.5 0.000#**
Distance to closest hospital (in min.) 130.4 102.1 -28.3 0.0007##*
Distance to closest woreda town (in min.) = 75.3 54.3 -21.0 0.000##¢

Note: # p<.01, ** p<.05, * p<.1
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3.2.4. Balance Test in terms of the base line value of FGM/ CEFM and Major Outcomes

As it can be inferred from the balancing test result reported in Table 3.5, the prevalence rate of girls and mothers

FGM and the associated set of output indicators of the three major outcome of the joint NCA/SCI program

were significantly different between the treatment and control kebeles at baseline as reported by both the father

and mother of the index daughter as well as by the selected sample of the girls and boys themselves. For

example, both mothers and fathers in the treated groups reported a smaller rate of FGM prevalence among

girls compared to their control counter parts during the baseline survey period. The percentage of fathers and

mothers who have an intention to cut their currently an uncut daughters or any future daughter is also

significantly lower in the treatment areas compared to the control areas.

Table 3.5 Balance Test at Baseline in terms of outcome indicators

Variable

Women FGM outcomes (reported by mother)
Prevalence among mothers

Prevalence among girls

Intention to cut uncut daughter

Intention to cut any future daughter

How many of 100 gitls would undergo FGM?
Support total abandonment of FGM

Girls FGM outcomes (reported by father)
Prevalence among girls

Intention to cut uncut daughter

Intention to cut any future daughter

How many of 100 girls would undergo FGM?
Support total abandonment of FGM

Girls FGM outcomes (reported by girls, 10-13)
Prevalence

Supportt total abandonment of FGM

Gitls in a village can refuse FGM

Women CEFM outcomes (reported by mother)
Prevalence among mothers

How many of 100 gitls will marry before 18?

Do not support CEFM

CEFM outcomes (reported by father)

How many of 100 gitls will marry before 18?

Do not support CEFM

CEFM outcomes (reported by girls)

Willing to marry before age of 18

Listen to radio — fathers (dummy)
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Control (1) Treated (2)

Mean

99.2
53.7
422
56.3
57.1
525

53.58
31.6
48.2
56.01
56.30

63.4
81.6
225

60.02
39.1
72.7

38.4
77.9

9.6
0.55

Mean

97.1
49.7
36.1
50.7
48.4
65.2

49.3
26.1
429
48.3
63.20

59.2
87.9
253

59.01
37.2
71.0

36.9
80.1

10.2
0.62

Difference

-

-2.01
-4.03
-6.11
-5.03
-8.69
12.7

-4.26
-5.49
-5.3
-7.66
6.90

-4.2
6.3
2.8

-1.01
-1.89
-1.7

-1.57
2.2

0.6
0.07

P-value

0.0007%**
0.075%
0.056%*
0.030**
0.0007%**
0.000%**

0.072*
0.075%*
0.036**
0.0007%**
0.006***

0.115
0.002%#*
0.254

0.686
0.170
0.451

0.267
0.325

0.712
0.003***



In terms of attitudes, the respondents in the treatment group (both mothers and fathers) report higher support
of abandoning FGM than their control counter parts. Respondents in the treatment arm also believed that less
girls in their village will undertake FGM and CEFM compared to the respondents in the control arm. The
percentage of girls, mothers and fathers who support total abandoning FGM during the baseline survey period
is significantly higher in the treatment kebeles compared to the control kebeles. In addition, the proportion of
households who listens radio is much lower in the control areas compared to households in the treatment areas
before the implementation of the fourth phase of the joint program.

In sum, the prevalence rate of FGM was significantly higher and the attitude of households towards the
abonnement of all forms of FGM was low among households in the control kebeles compared to households
in the treatment kebeles. Similarly, the percentage of girls who supported total the total abandonment FGM
and CEFM in the treatment kebeles is higher than their counterparts in control kebeles at baseline. The
observed relatively lower prevalence rate of FGM and better attitude towards total amendment of FGM and
CEFM in treatment areas compared to control areas mainly due to the fact that the fourth phase of the joint
NCA and SCI program intervention has been implanted in the treatment kebeles before we conducted the
baseline survey.

The reason for the delay of the baseline survey was attributed three major reasons. First, following the global
outbreak of COVID-19, the Government of Ethiopia declared a five-month state of emergency to curb the
transmission and spread of the Coronavirus and took a series of measures to stem the spread of the virus
including movement restrictions. These restrictions have implications for field planning, traveling, training and
face-to-face data collection, KlIs and FGDs. In alignment with these measures, most of survey firms in
Ethiopia, NCA and SC suspended field activities and paused in-person data collection to protect the study
participants and the survey team from COVID-19. Second, there was an intense political instability and public
unrest in the study areas as of mid-2020 which would have put all the data collectors at risk. Third, NCA and
SC also applied and have waited a protracted time to get approval of NORAD research grant to commission
the baseline data collection.
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4. Impact of the Joint program on the Prevalence and Incidence of FGM and
CEFM

4.1. Impact of the Joint program on the Prevalence and Incidence of FGM

4.1.1. Impact on the Prevalence of FGM
Prevalence of FGM refers the total number (or proportion) of girls or women who have ever undergone FGM
at a given point in time or over a period. It refers all existing (old and new) cases of FGM. It tells us how
widespread FGM is overall in a population and hence measure total impact. The analysis of the prevalence of
FGM at baseline (March to April 2021) based on the mothers’ response indicated that about 98% of the mother
had been cut while only 49% of their current living daughters had been cut. This clearly suggests that the
prevalence rate of FGM declines across generations in the NCA and SCI joint intervention regions. This finding
unveils the prevalence rate of FGM is declining, especially among younger cohorts, indicating real reductions
in new FGM cases compared to past generations, consistent with the impact of the overall ongoing anti-FGM

advocacy, legal action, and education programs in Ethiopia.

Table 4.1 presents the percentage of sampled girls (both in treatment and control Kebeles) who undergo FGM
at baseline and endline disaggregated by region. The prevalence rate of girls FGM at the base line is calculated
as the percentage of total number of panel gitls circumcised before the baseline survey. On the other hand, the
prevalence rate of girls FGM at the end line is calculated as percentage of girls circumcised after the baseline
out of the total sample panel gitls/daughters that were not cut at baseline or daughters born after the baseline
survey. There were 1546 uncut panel girls (=3038-1492) that were not cut at baseline!4.

Table 4.1 Percentage of circumcised girls disaggregated by region and survey round

Regi | Baseline Midline Endline Cha
on Sample Number | FGM | Relev | Num | FGM | Relev | Num | FGM | nge
girls of Preval | ant ber preval | ant ber preval | in
(balanced | gitls ence samp | of ence at | samp | of ence at | prev.
panel) cut [1] le girls | midlin | le girls | endlin | rate
before girls cut e girls cut e [3-1]
BL after | [2] after | [3] (ppt)
BL BL
Afar | 766 692 90% 119 72 61% 163 108 66% -24
Amh | 123 76 62% 56 13 23% 61 8 13% -49
Oro | 327 2 1% 354 2 1% 369 2 1% 0
Sida | 500 54 11% 467 12 3% 483 31 6% -5
Som | 1322 668 51% 705 335 48% 783 396 51% 0
Tota | 3038 1492 49% 1701 | 434 26% 1859 | 545 29% -20

As it can be inferred from Table 4.1, despite the observed generational change and a real reduction in FGM
practice, the analysis of the data still discloses that a substantial fraction of young girls is continuing to be

14 The total number of relevant girls that can be used for the calculation of FGM at the endline was 1859 girls
(=1546+313). Out of the 1859 relevant girls ,545 were cut after the baseline survey. On the other hand, (1492 girls
circumcised at baseline out of 3038 panel girls)
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circumcised especially the prevalence rate of girls (0-18) FGM was high in Afar, Somali and Amhara region in
all of our study regions while it was low in Sidama region and almost non-existent in Oromia region(Dodola
woreda) at the launching year of the fourth phase of the joint NCA and SCI program .The analysis of the
change in the prevalence rate of FGM using the baseline and endline data that we collected from households
located both in the program intervention(treatment) kebeles and control kebeles in 2021 and 2025 unveils a
statistically significant reduction (20 percentage point reduction) over the fourth phase of the joint program
implementation period.

Table 4.2 presents the two-sample t test with equal variances comparing the prevalence rate of girls FGM
between the baseline and endline disaggregated by region in the program intervention areas. As shown in Table
4.2, the comparison of the prevalence rate of girls (0-18) FGM at baseline (2021) and endline (2025) in the
NCA and SCI intervention areas alone discloses a 27 petcentage point (pp) reduction in the prevalence rate of
girls which is much higher than the overall decline in FGM prevalence rate. The difference in the prevalence
rate of FGM between the baseline and endline in the program intervention areas is statistically significant even
at 1% level of significance. The regional disaggregation of the change in prevalence rate of girls (0-18) between
the midline and endline survey period (over the phase four joint program implementation period) in the
program implementation areas also discloses a statistically significant reduction in the prevalence rate of girls
FGM in the Afar, Amhara and Somali region while it shows a marginal reduction in Sidama region.

Table 4.2 FGM prevalence rate in the program implementation (treatment) kebeles

Baseline [1] | Midline [2] Endline [3] Difference [3-1] | P-value
Region
Afar 88.62 50.72 19.76 -68.87 0.0007%**
Ambhara 49.81 15.52 6.977 -42.83 0.0000#+*
Sidama 10.66 3.57 6.50 -4.17 0.1774
Somali 53.53 50.56 37.47 -16.01 0.0000%**
All regions 50.05 29.91 23.114 -26.94 0.0000%**

Two sample t-test with equal variance, clustered at household level. Estimated based on balanced panel data

The analysis of the qualitative data that we collected from 38 key informants and 24 FGDs from the 12
intervention woredas yields a qualitatively similar results. The vast majority (98) of all of the qualitative survey
participants reported that the prevalence rate of gitls’ circumcision in the program targeted areas significantly
declined over the phase four intervention implementations period, .About half the key informants (50%)and
FGD participants argued that it is currently rare and one third (33%)argued that it is modest in their community
for gitls to be circumcised/cut and only about less than a fifth(17%) of them argued that girls (0-18)
circumcision is common in their community.
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Figure 4.1: FGM prevalence rate at the endline survey period (October to November 2025)

Dominant age of Cut

We also calculated the dominant age of cut (age at risk of FGM) category for all the study regions, which is the

Region <lyear 1-6 7-9 10-14 >15
Ambhara 99.07 0.00 0.93 0.00 0.00
Oromia 0.00 0.00 12.50 12.50 75.00
Somali 0.00 12.95 67.36 19.57 0.11
Afar 92.49 5.45 1.26 0.76 0.05
Sidama 1.66 9.38 221 54.69 12.15

age range during which the majority of gitls undergo FGM. As it can be inferred from non-graphic summary
of the dominant age at which FGM is performed, the dominant age of cut varies across the study regions. In
the Amhara and Afar region, FGM is commonly done in infancy, often within the first of life present major
challenges for prevention because girls are too young to report or resist. In these regions anti-FGM programs
should, therefore, focus on new parents, religious leaders, health workers(midwifery), and birth-related services.
In Sidama, the majority are cut between 10 and 14 years old, whereas in Somali, they are cut between 7 and 9
years old (see Table 4.3). In Oromia region (Dodola) FGM happens in a later age, mostly few months before
the girl first marriage date. Accordingly, in these regions the anti-FGM programs shall also target gitls above
the age of 18 and hence need to focuses on schools, adolescents, community dialogues, and gitls’
empowerment. The percentage of total number of girls (0-18) circumecised both in Oromia and Sidama region
was low as our sample didn’t include girls who are 18 or above years old. Hence, the direct measure of gitls
FGM prevalence rate reported in Table 4.1, 4.2 and 4.4 underestimates the actual number of FGM in the
Oromia and Sidama region.

Table 4.3 FGM dominant age of cut using the panel data (as reported by mother)
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4.1.2. Impact on Incidence of FGM

Incidence of FGM defined in the literature as the number of new FGM cases occurring in a specific time period
(usually in one year). It tells us how often FGM is currently being carried out. Incidence helps track current risk
and trends, and shows whether prevention efforts are working. Incidence tells us how many new girls are
affected now while prevalence tells us how many women and girls are living with FGM overall. Accordingly, in
this study the incidence of FGM in each study region refers the percentage of new cases of FGM that occurred
in the last 12 months out of the total number of gitls at risk (i.e. total number of girls at dominant age). Hence,
the baselines incidence rate in each region is calculated as a percentage of the total number of girls who
underwent FGM within 12 months prior to the baseline survey out of the total number of girls who are at the
risk of FGM (i.e. at dominant age of cut category) in that specific region during the baseline survey. Likewise,
the endline girls FGM incidence rate in each region is calculated as a percentage of the total number of girls
who underwent FGM within 12 months prior to the endline survey out of the total number of girls who are at
the risk of FGM (i.e. at dominant age of cut category) in that specific region at the endline survey. The estimated
incidence rate of FGM at baseline and endline disaggregated by treatment status is tabulated in table 4.4 below.

Table 4.4 FGM incidence rate for treatment group (as reported by the mother)

Region Group Baseline [1] Midline|2] | Endline[3] | Difference | P-value

Treated 78.95 50.000 28.00 -50.95 0.0005%**
Afar (<=1 year) Control 81.82 79.167 47.37 -34.45 0.0199**

Difference | -2.87 -29.167 -19.37 -16.5

P-value 0.8226 0.039%* 0.1943

Treated 50 11.111 0 -50 0.01778
Amhara (<=1year) | Control 0.6 40.000 20 ~40 0.02415

Difference | -0.1 -28.889 0.00 -10

P-value 0.8457 0.238 -

Treated 14.85 4.298 0.00 -14.85 0.00271##*
Sidama (10-14 years) | Control 12.96 1.792 2.94 -10.02 0.0305%*

Difference | -9.09 2.504 - 4.83

P-value 0.6657 0.239 -

Treated 26.47 52.582 5.41 -21.07 0.0139**
Somali (7-9 years) Control 35.14 54.605 13.79 -21.34 0.0501*

Difference | -8.66 -2.023 -8.39 0.27

P-value 0.4375 0.706 0.2460

The DID table reported in Table 4.4 reveals a clearer heterogeneous endline impacts of the fourth phase of the
joint program on the incidence rate of girls FGM at the dominant cutting ages across the study four regions.
In Oromia region there was no a single incidence of girls FGM both at baseline and endline and hence dropped
from the incident impact analysis.

In the Afar and Ambhara regions, the incidence of girls FGM at the dominant age of cut category was declined
by 51 and 50 percentage point (pp) respectively in the treatment kebeles between the baseline and endline
survey period while it was declined by 34 and 40 ppts in the control kebeles during the phase four intervention
period. The analysis of the change in the incidence rate of FGM at dominant age of cut suggests that in Sidama
region the incidence rate of girls FGM at the dominant age of cut was declined by 15 percentage point over the
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program intervention period in the program implementation kebeles while it has been reduced by 10 ppts in
the control kebeles during the phase four intervention period. In the Somalia region the incidence rate of FGM
among the girls at risk (i.e. at dominant age category) was declined by 21 pp both in the control and treatment
kebeles between the baseline and endline survey period.

The heterogeneity analysis of the impact of the joint program on the incidence rate of girls FGM amongst girls
at risk unveils that the decline in the incidence rate of girls FGM amongst girls at risk was relatively higher
among households in the program targeted treatment kebeles than their control kebeles in the Afar, Amhara
and Sidama regions. Still, the decline in the incidence rate of FGM among girls at risk between the endline and
baseline survey was not significantly different between the control and treatment kebeles in Somali region.
The relatively comparable reduction in in the incidence rate of FGM among girls at risk in control areas could
be attributed to the following.

First it could be attributed to the direct effect of the fourth phase of the joint NCA/SC program that are
implemented at the national, regional and Woreda level. Our qualitative study participants (key informants
and FGD participants) at the midline and endline survey period discloses that most of the joint NCA and SCI
key intervention activities were implemented at national, regional and woreda level even though they are
eventually cascaded to grass root level. Examples of such higher level interventions includes mass awareness
raising program, religious actors’ engagement, media programs, capacity building of service providing institutes,
engaging FBOs and CBOs to integrate FGM and CEFM in their structures and bylaws, the national and
regional levels consultation events organized in collaboration with partners and other ministry of women,
children and youth affairs, the continued regional level discussions in Afar and Somali regions aiming to
influence the adoption of family law, the commemoration of the ‘International Day of Zero Tolerance to FGM’,
the World Women’s Day and the “16 Days of Activism” at the national and regional levels, the establishment
and strengthening , multi-sectoral structures to work closely with the national alliance at the regional and zone
level and the contribution for the development of national costed road map to end FGM and CEFM in
Ethiopia. These interventions, are therefore, expected to impact the prevalence of FGM not only in the
treatment/intervention kebeles but also in the adjacent control kebeles. Because the sample control kebeles
were located either in the same intervention woredas or in adjacent non-intervention Woredas. Hence, the
observed declining trend in the incidence of the FGM in the control kebeles in Somali, Sidama and Oromia
region could be the result of the direct impact of the Joint NCA/SCI key activities that are at the woreda, region
and national level as the control kebeles in these three regions located in the adjacent kebeles within the
intervention woredas. On the other hand, the observed declining trend in the incidence rate of FGM in the
control kebeles in the Amhara and Afar region could be the result of the direct impact of the Joint NCA/SCI
key activities that are implemented at the region and national level as the control Kebeles in the two regions are
located in adjacent non-intervention woredas.

The second reason is spillover effect of the Joint NCA/SC program as people between the intervention
kebeles and the adjacent control kebeles can interact and exchange information about FGM and related issues.

The third reason is attributed to the fact that the baseline data is collected few months after some of the
main activities of the joint NCA and SCI program had been implemented in most of the program
intervention areas. The baseline survey was initially planned to be conducted at the beginning of 2020 but was
pushed to the first quarter of 2021 for three main reasons. First, following the global outbreak of COVID-19,
the government of Ethiopia declared a five-month state of emergency to curb the transmission and spread of
the Coronavirus and took a series of measures to stem the spread of the virus including movement restrictions.

Second, there was an intense political instability and public unrest in the study areas as of mid-2020 which
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would have put all the data collectors at risk. Third, NCA and SCI also applied and have waited a protracted
time to get approval of NORAD research grant to commission the baseline data collection.

The fourth reason is attributed to the potential existence of parallel programs that could have been
implemented in in the control areas as members of the national alliance to end FGM such as NCA. SCI,
UNICEF, UNFP, UN woman, etc. operates in different intervention areas to minimize duplication of efforts
and efficiently use resources.

The fifth reason is section bias due to non-random selection of intervention woredas as the two groups
were not balanced at the baseline. The two-sided t-test results reported in Table 3.3 and 3.4 uncovers that
households in the treatment and control kebeles were not balanced in terms of obsetvable cofounders such as
their engagement in farming, location and access to urban facilities and in terms of the initial prevalence rate of
FGM and related output indicators.

4.1.3. Determinants of FGM

The determinants of FGM are the social, cultural, economic, and structural factors that influence why the
practice continues in some communities. As discussed in the ToC subsection, the key determinants include
cultural and traditional beliefs, social norms and community pressure, gender inequality, misconceptions about
religion, wrong beliefs about sexuality and morality, low levels of education, economic factors, weak
enforcement of laws. Thus, FGM is sustained by a combination of tradition, social pressure, gender inequality,
misinformation, and weak systems, rather than medical or religious necessity. Accordingly, to combat all forms
of FGM in Ethiopia, the fourth phase of the joint program has implemented key program activities from 2020
to 2024 to transform social norms, empower women, provide comprehensive services for survivors and gitls
at risk and strength policies and laws and cascade them to the grassroots/kebele level. Through the four
transmission mechanisms, the joint program aims to eliminate all forms of FGM. In the previous subsection
we illustrate the impact of the joint program using the simple DID tables. In this section, we present the
econometric (regression) based DID estimates to improves causal credibility, allow statistical inference and
controls for other FGM covariates and confounders such as exogenous location and household socio-
demographic and economic factors. The Econometric analysis will also help us to identify the major
determinants of the prevalence of FGM in Ethiopia. The Estimated regression based DID estimates is reported
in Table 4.5.

As it can be inferred from the first row of Table 4.5 (coefficient of time dummy), after controlling the effect
of observable socio-demographic household characteristics, location factors and other cofounders, the BACI
estimation result indicates that the prevalence/incidence of FGM in the program targeted kebeles between the
baseline and endline survey period was reduced by 26 percent. The estimation result also unveils a proportional
decline in the prevalence/incidence rate of FGM among girls in the control areas as implied by the insignificant
coefficient of the group and time interactive dummy.

The estimation result also unveils that in addition to the fourth phase of the program, the prevalence of FGM
in the study areas is significantly affected by the age of the mother, the number of children in the household,
religion, literacy, access to health service (distance to the nearest hospital), engagement in non-farm IGA,
engagement in farming activity and household exposure to media (watch Television and listen radio) are the
key household level determinants of FGM practice in our study areas. Girls whose mothers are older, have less
education, or identify as Muslim are more likely to have undergone FGM. The key correlates of FGM in the
study area based on the data that we collected at the baseline and endline survey is summarized below.
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Age: The econometric estimation result unveils a statistically significant positive relationship between the age
of the mother and the probability of undertaking FGM, which implies that older mothers are more likely to
allow their daughter to undertake FGM than younger mothers. Older mothers may strongly adhere to
traditional beliefs and social pressutes to conform, increasing the likelihood that their daughters undergo FGM.
Older women are more likely to have undergone FGM than younger women, reflecting historical norms. In
contrast, younger mothers, having grown up during a period of declining FGM practices and stronger anti-
FGM campaigns, are less likely to have daughters who undergo FGM. This could be a manifestation of the
transformation of social norms across generations. Younger cohorts have lower prevalence than older ones.
This finding is qualitatively similar to the EDHS 2016 survey report finding

Residence: The econometric estimation result suggests that women living in rural areas have higher likelihood
of FGM than those in urban areas. This finding is qualitatively similar to the EDHS 2016 survey report finding

Table 4.5 Determinants of the Prevalence of FGM and program Impact Estimate

Aggregate FGM  Coef. S.E. t-value p-value [95% Confidence Sig
prevalence Interval]

Time dummy -28.378 2234 -1271 0 -32.757 -23.998 Hofk
(Post=1)

Group dummy .626 2.141 0.29 17 -3.572 4.824

(Treated =1)

Time*Group (DID -.339 2.973 0.11 .909 -5.491 6.169

estimate)

Number of children -.989 471 -2.10 .036 -1.911 -.066 ok
Religion ~ dummy 23.654 1.985 1192 0 19.762 27.546 Hohk
(Muslim =1)

Age .55 109 5.05 0 336 763 ok
Literacy -5.362 1.798 -2.98 .003 -8.888 -1.836 Hohk
Travel time to .076 .009 8.72 0 059 094 ok
hospital

Engaged in farming  2.265 1.235 1.84 .041 -746 4.275 ok
Listen radio 2.493 1.718 1.45 147 -.876 5.862

Watch Television 2.361 2.4 0.98 325 -2.344 7.067

Lives in  rural 2.808 1.353 2.43 .033 -1.805 7.421 ok
kebeles

Constant 3.972 5.785 0.69 492 -7.372 15.316

Mean dependent var 37.193 SD dependent var 44.812

R-squared 0.208 Number of obs 2928

F-test 101.893 Prob > F 0.000

Akaike crit. (AIC) 29918.825 Bayesian crit. (BIC) 29996.592

Rk H< 01, ¥ p<.05, * p<.1
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Education: Education appears to be linked to the prevalence of FGM in Ethiopia. Among the sampled girls,
those whose mothers are more educated are less likely to have undergone FGM. More educated mothers
possess better knowledge and awareness of the health risks associated with FGM, weakening their adherence
to the beliefs and norms that support the practice. Mothers with formal schooling are less likely to have their
daughters undergo FGM.

Religious affiliation: Econometric estimation result indicates Muslim women have significantly higher odds
than Orthodox Christian women. The estimation result indicates that the probability of gitls to undergo
circumcision is higher by 24 percentage point in a Muslim affiliated household compared to the Christian
affiliated households. Because religious affiliation affects the prevalence of FGM and the belief that it should
continue. Religious affiliation is strongly associated with Ethnicity and, therefore, the mistaken belief that FGM
is required by the major religions. Nationally, 23.6% of women aged 15—49 believe that FGM is a requirement
of their religion. This belief is most common among Muslim men and women especially among Afar, Somali
and Sidama women (FGM country profile 2025). This clearly entails to closely work with faith-based
organizations and religious leaders to end FGM.

Ethnicity /Region

Our sample is disaggregated by region, where each region serves as a proxy for ethnicity. Because, regions in
Ethiopia are named for the predominant ethnic group that lives there. For example, the Oromo population
lives primarily in the Oromia region, the Amhara live primarily in the Amhara region, Afar lives in Afar region,
Sidama lives in Sidama region and the Somali live in the Somali region. The analysis of the level and trends of
the FGM prevalence rate by region indicates that prevalence of girls FGM is highest among Somali and Afar
both at baseline and endline survey period. In these two regions, there is substantial transformation from the
more severe form of FGM to a less severe form of FGM. This result suggests that, ethnic identity is a key factor
in the extent to which FGM is practiced and the ways in which it is practiced in Ethiopia. Our key informant
and FGD participants from Somali, Afar, Oromia and Sidama also unveils that FGM is still linked to
marriageability and chastity. Many of these girls and women are motivated to undergo FGM to avoid the
negative cultural consequences of not practicing FGM. This cleatly entails to closely work with community-
based grass root organizations and ethnic and clan leaders to end FGM. This finding is qualitatively similar to
the EDHS 2016 survey report finding

Access to health facilities
The econometric estimation result that is reported in Table 4.5 indicates that the prevalence rate of gitls’ FGM
is higher in households who lives far away from public hospitals. This entails the need to closely work with

health extension workers and woreda health centers to end FGM. This finding is qualitatively similar to the
EDHS 2016 survey report finding

Economic status

We also find a statistically significant positive relationship between engagement in farming and the prevalence
of FGM. Households who engaged in farming livelihood are likely to be less wealthy than households who
engaged in non —farm activities such as trade, manufacturing etc. The less wealthy households ate less likely to
oppose or avoid the FGM practice. This finding is qualitatively similar to the EDHS 2016 survey report finding
Number of Current living children
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We find a statistically significant negative relationship between the number of children in the household and
the number of girls undertaking FGM in the household. Because larger families may show lower proportions
if norms are changing over time. In rural Muslim dominated areas (Somali, Afar), wealthier households have
more children than poor households and the Wealthier households tend to have lower FGM prevalence, likely
due to greater access to education and media. Households with larger number of current children means
households with more surviving children which in turn imply households with better access to health and
education. These households may have already rejected FGM for their daughters due to legal enforcement and
awareness campaigns

4.1.4. Impact on the change in forms of FGM
Female Genital Mutilation (FGM) is classified by WHO into four main types, based on the extent of the
procedure.

e Type I - Clitoridectomy (Nicked, not cut): This involves partial removal of the clitoris and/or the
clitoral hood. The significant segment of the local community in Somali and Afar region commonly
called this type of FGM as Sunna as they consider it as a recommended practice even though not
obligatory. However, many Islamic scholars state that type I FGM is not required in Islam and the
FBO, CBO that works with SC and NCA and the Muslim religious leaders have clarified that it is a
cultural practice, not a religious obligation.

e Type II — Excision (flesh removal/cut): This involves Partial or total removal of the clitoris and
the labia minora.

e Type III - Infibulation (Genital area sown closed): Narrowing of the vaginal opening by cutting
and repositioning the labia to form a seal. This is the most severe form.

e Type IV — Other Harmful Procedures; All other non-medical procedures to the female genitalia,
such as: Pricking, Piercing Scraping, Cauterization

In our survey, women who reported having they themselves or their daughter undergone FGM were also asked
about the type of circumcision they or their daughter experienced. Consistent with the EDHS (2016) study, our
survey did not use the WHO Type I-IV labels directly, but instead asked women how their or their
daughters cutting was performed and grouped responses into three practical categories namely Nicked (Type
D), flesh removed (Type II) and genital area sown closed (Type III) and I do not know. The type of FGM at
baseline and endline survey is reported in Table 4. 6. The estimation result indicated that the joint NCA and
SCI programme interventions have affected the type of Female Genital Mutilation (FGM) practiced in the
Somali and Afar regions of Ethiopia in addition to affecting the incidence and prevalence of FGM in all of the
five intervention regions. Type 111 (infibulation), the most severe form of FGM, historically predominates in
both regions.

Table 4.6 Changes in Type of girls FGM disaggregated by region, treatment status and survey round

Region Baseline Endline

Control Treated Control Treated
Afar
nicked ,no cut (type I 82.8 78.7 90.2 93.6
Genital area flesh removed(type II) 0.0 0 4.9 2.1
Genital area sown closed (type 11II) 17.2 21.3 4.9 4.3
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Ambhara

nicked ,no cut (type I) 0.0 0.0 0.0 0.0
Genital area flesh removed(type II) 100.0 100.0 100.0 100.0
Genital area sown closed (type 11I) 0.0 0.0 0.0 0.0
Sidama

nicked ,no cut (type I) 0.0 0.0 0.0 0.0
Genital area flesh removed(type II) 100.0 100.0 100.0 100.0
Genital area sown closed (type 11I) 0.0 0.0 0.0 0.0
Somali

nicked ,no cut (type I) 55.2 54.6 72.2 82.8
Genital area flesh removed(type II) 38.0 323 15.5 10.5
Genital area sown closed (type 11I) 6.8 13.1 12.3 6.7

The disaggregation of prevalence rate of FGM by the type of FGM across regions unveils that flesh removal
(Type 1I) has been the most common form of FGM in the Amhara, Sidama and Oromia region across all survey
rounds. On the other hand, the most severe form of FGM, in which the vaginal opening is sewn closed
(infibulation/Type 3) type of mothers FGM and nicked (type I) has been common in the Somali and Afar
regions nicked, but rare elsewhere. The analysis of the change in the type of FGM suggests a substantial change
in the type of FGM practiced in the Somali and Afar regions between the baseline and endline survey rounds.

In the Somali region, even if the incidence rate of FGM has been reduced modestly by 21 percentage points
both in the control and treatment kebeles, the form of FGM is substantially shifted from a more severe form
of FGM (type 1I &III) to a less severe form (Type I) of FGM. The proportion of girls that underwent Type 11
FGM (flesh remove) and type 1II FGM (genital area sown closed (type III) declined by 22 and 6 ppts
respectively while the proportion of girls that underwent the less severe type of FGM (Type 1, nicked without
removing any flesh) increased by 28 ppts in the intervention/treatment areas in the Somali region between the
baseline and endline period. In the control area the proportion of girls that undergo the less severe form (Type
1, nicked without cut) is also increased but only by 17 ppts. Hence, the proportion of this positive shift in the
type of FGM from a more severe to a less severe form is much more pronounced in the treatment kebeles
compared to control kebeles implying the positive and significant impact of the program in changing not only
the incidence and prevalence rate of FGM but also the shift in the type of FGM from a more severe to a less
severe form.

In the Afar region, the analysis of the type of FGM at the baseline and endline disaggregated by treatment
status again indicates that in the Afar region not only the prevalence rate of FGM is substantially declined , but
also the type of FGM is dominantly shifted from a more severe type of FGM practice (flesh removed from the
genital area and sewn) to a less severe type of FGM practice (nicked genital area without removing any flesh)
during the phase four joint program implementation period. The proportion of girls that underwent the most
severe form of Type III FGM, Infibulation (flesh removed and sewn) declined by 17 pp while the proportion
of girls that underwent the less severe form of FGM (Type I, nicked genital area without removing any flesh)
increased by 15 pp in the intervention/treatment areas over the phase four of the joint NCA and SCI program
implementation period. In the control areas the proportion of girls that underwent the most severe type of
FGM (flesh removed and sewn) declined by 12 pp while the proportion of girls that underwent the less severe
type of FGM (nicked genital area without removing any flesh) increased by 7 percentages over the phase four
period. This result again implies that the positive shift in the types of FGM is also observed in the Afar region.
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In Amhara and Sidama region, the dormant type of FGM both at baseline and endline period is Type 11
FGM (flesh removed in genital areas). Hence, even if the joint program causes a substantial decline in the
incidence rate of FGM in the two regions, it doesn’t shift the form of FGM.

The analysis of the qualitative data yields similar results. According to the FGD and KII participants, in Somali
and Afar region there is substantial change in the type of FGM from a more severe to a less severe form of
FGM instead of a total abonnement of all forms of FGM. Because many people in Somali and Afar
misperceived type I FGM as “Sunna” which is required by Islam. Our household Surveys also show a large
proportion of women and men in these regions hold this belief and commonly uses the misleading term “Sunna
“as a local equivalent name for nicked /type I FGM. The misconceptions and misinterpretation of “hadith”
to call type I FGM as “Sunna” normalize the practice, making efforts to end all forms of FGM/C more
difficult despite legal prohibitions and advocacy efforts by FBO, CBO, other NCA and SC joint program
implementers and collaborators. In the extreme case, the vast majority of the community especially in the
Somali region started to consider partial flesh removal/nicked as form of FGM only recently due to the recent
massive advocacy work against type I FGM by NCA and SC implementing partners and other actors in the
region.

4.2. Impact on the prevalence and incidence of Child Early and Forced
Marriage(CEFM)

The overall prevalence of CEFM (marriage before 18) has shown a decline over the last couple of decades,
partly due to legal changes and social and program interventions. Despite this progress, early marriage remains
widespread and a significant public health and human rights concern, especially in rural and lower-education
contexts

However, parents in Ethiopia underreport their daughters’ early marriage (child marriage) experience in
household surveys for a combination of legal, social and psychological reasons. Child marriage is prohibited
under the revised family code (2000) which sets the legal minimum age for marriage to be 18 in Ethiopia. The
Criminal Code (2004) criminalizes marriage below the age of 18 and can impose penalties on parents or
guardians, the adult spouse and anyone who facilitates or arranges the marriage. According to article 648 of the
panel code parents, marriage brokers, religious or traditional leaders, or anyone who arranges or participates in
unlawful child marriages can be prosecuted and can face up to seven years of rigorous imprisonment. However,
the practice continuous as lack of birth registration makes age verification difficult in rural areas and due to
concealment of informal traditional and religious marriages. The age misreporting often happens through age
manipulation, not direct denial. Daughter’s age is reported older than it is, Marriage date is reported later than
reality. The law enforcement is also relatively weak in the rural part of Ethiopia compared to urban part of the
country. This gap between law and practice contributes to continued early marriage especially in the rural parts
of the Somali, Afar, Amhara, Oromia and Sidama region. In a household survey, parents will have a strong
reason not to disclose their own daughter’s child marriage experience as they fear arrest, fines, or investigation
as child marriage is criminalized by law in Ethiopia. They worry about involvement from police, courts, or child
protection services. Despite the relative weak enforcement of laws in the rural area, the perception of risk also
induces parents to deny their own daughter child early experience.

Moreover, underreporting of Child, Early and Forced Marriage (CEFM) in program implementation areas is
often higher, not lower, for several structural and social reasons especially in regions where NGOs and
government interventions are active. . Because the anti-CEFM and FGM program and campaign will aware
them more about the legal, social and psychological consequence of CEFM. In program areas where
enforcement and awareness are stronger, families fear legal punishment, community leaders fear being reported
and religious leaders avoid formal registration of underage marriages. As a result, marriages may be conducted
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secretly without official registration and reported as occurring after the girl turns 18. When dominant norms
are transitioning due to the anti-CEFM program intervention, public attitudes shift faster than private practices
and hence families continue the practice but deny it publicly. Where anti-CEFM programs are active
communities know early marriage is considered “wrong” and respondents want to give answers that are socially
acceptable and as a result parents may deny eatly marriage during surveys. This creates intentional misreporting
during data collection. Programs often link CEFM to school dropout, gender-based violence and harmful
traditional practices. Consequently, parents may avoid reporting about their own daughter early marriage to
protect family honort, to avoid community judgment and to maintain social standing,

Even though both FGM and CEFM are criminal offenses, CEFM is generally much easier to be detected,
verified and prosecute than FGM. In addition, the stigma and reputation concerns, the legal enforcement and
the community surveillance is much stronger against CEFM compared to FGM in the joint NCA and SC
program intervention regions and woredas Consequently, even though the legal consequences, social
desirability effects, stigma and community surveillance and cultural norms creates intentional misreporting of
own daughters CEFM and FGM experience during houschold data collection, the underreporting is more
severe for own daughter early marriage experience especially in program intervention areas as child marriage
is often visible socially, usually involves ceremonies, bride price, relocation and can be registered while FGM
occur mostly in infancy or early childhood in private usually at home without public recording which
complicates anti-FGM law enforcements compared to anti-CEFM law enforcement.

That is why almost all of the survey participating mothers and fathers of the index daughter reported that none
of their own daughters were married before the age of 18 even if our field team secure privacy and guarantee
confidentiality for our respondents during the household survey data collection. Because they strongly believe
that admitting own daughter early marriage could bring legal punishment, social scrutiny, or problems with
authorities. As a result, only 24 of the households at baseline, 27 households at midline and 78 households at
endline unveils that their own daughter got married before the age of 18. All these theoretical and empirical
evidences unveil the major limitation of direct measures and justifies the appropriateness of applying the
indirect measures of CEFM incidence to estimate the impact of the joint program on the incidence rate of
CEFM in the NCA and SCI intervention areas.

Accordingly, to measure the impact of the joint program on the incidence rate of CEFM, we asked mothers
and fathers to estimate and report the early marriage experience of other girls in their village. Specifically,
mothers were asked a hypothetical question: “Imagine that 100 gitls are born in your village in a given year.
How many of these 100 girls will marry before they turn 18 years old?”. However, this measure is prone to
recall bias and the women’s ability to forecast the percentage of gitls in their village who will be marry before
the age of 18. Accordingly, instead of relying only on the response of household survey participants alone, we
also conducted 38 key informant interview with local regional and national program implementers and
government stakeholders and 24 focus group discussion with program beneficiaries in the program intervention
areas to better estimate the change in the incidence rate of CEFM during the joint NCA program
implementation period. Hence, we complemented the impact estimates based on the indirect household survey
based measures of CEFM with the qualitative survey impact estimates to verify the robustness of the

quantitative impact estimation finding.
The average value of the woman’s estimated percentage of gitls in their village who will marry before the age

of 18 disaggregated by treatment status and survey round is reported in Table 4.7. .In our study regions,
households both in the treated and control groups experienced a statistically significant declines in the incidence
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rate of CEFM during the fourth phase of the joint NCA and SCI program implementation period. The decline
in the incidence rate of CEFM is slightly higher in the program intervention areas compared to the control
areas implying the modest impact of the joint program in reducing the incidence of CEFM in the program
intervention areas. The disaggregation of the change in the incidence rate of FGM in the program
implementation kebeles over the joint program intervention period discloses a 21 ppts and 8 ppts decline in
the Afar and Somalia region which is a statistically significant change while a comparable change is also observed
in the control kebeles. The estimation result doesn’t suggest a statistically significant change in Amhara, Oromia
and Sidama region.

Table 4.7 The incidence of CEFM based on other girls FGM in the village, as reported by the mother

Baseline Midline Endline Difference P-value
Treated 68.55 51.03 47.63 -20.92 | 0.000***
Af Control 80.88 38.02 42.07 -38.81 | 0.000***
ar
Difference -12.33 13.02 5.56
P-value 0.000*** 0.000*** 0.000***
Treated 11.19 8.42 7.16 -4.04 0.213
Control 18.63 7.40 8.39 -10.24 | 0.000***
Amhara -
Difference -7.44 1.01 -1.24
P-value 0.002*** 0.52 0.52
Treated 31.86 27.81 25.33 -6.53 0.109*
. Control 26.21 22.20 24.17 -2.03 | 0.043**
Sidama -
Difference 5.66 5.62 1.16 -4.50
P-value 0.034** 0.002*** 0.002***
Treated 16.21 16.22 15.65 -0.56 0.870
] Control 21.44 16.39 17.59 -3.85 0.106
Oromia -
Difference -5.23 -0.17 -1.94 3.29
P-value 0.13 0.97 0.97
Treated 35.47 29.59 27.27 -8.20 | 0.000***
. Control 34.15 32.87 32.28 -1.88 0.215
Somali -
Difference 1.40 -2.61 -2.61 -4.01
P-value 0.34  0.052* 0.052*
Treated 38.41 31.00 28.57 -9.84 | 0.000%**
) Control 40.69 28.51 32.33 -8.35 | 0.003**
All regions : —
Difference -2.28 2.49 -3.76 -1.48
P-value 0.12 0.0289* 0.0003%** |

The analysis of the qualitative data that we collected from 38 key informants and experts and 24 FGDs from
all of the sampled program intervention woredas also indicated that the incidence and prevalence rate child
eatly marriage significantly declined over the phase four program period (over the last five years) in all the
treatment woredas. The vast majority of the qualitative survey respondents (98%) claimed that the incidence
child early marriage declined over the last five years due to the implementation of the joint NCA ad SCI program
and other parallel programs through community dialogues, engaging men and boys, collaborating with religious
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leaders, empowering women and girls, and conducting media awareness campaigns. Despite the declining
trends in the prevalence of CEFM in the program intervention areas, about two-fifth of the key informants and
FGD participant’s claims that the prevalence of CEFM at endline is modest (10%-40%) and about a fifth of
the respondents’ claims that the current prevalence of CEFM is high while about the remaining of the qualitative
survey participants argued that CEFM in their area is very low (rare)
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Figure 4.1. The Incidence of CEFM at the endline.

4.2.1. Determinants of CEFM

Despite legal frameworks setting the minimum marriage age at 18, gender and cultural norms, economic factors,
and educational disparities continue to drive child marriage, particularly in underserved rural communities.
Deep-rooted cultural and gender norms that value girls primarily as wives, combined with strong community
pressure and the social acceptance of arranged and forced marriages, play a central role. Poverty and economic
insecurity push families to view eatly marriage as a coping strategy, while limited access to quality education
and high rates of school dropout remove one of the strongest protections against early marriage. Weak
enforcement of laws setting the minimum age of marriage, incomplete birth registration, and the dominance of
customary practices further enable the practice. Thus to combating CEFM in selected regions in Ethiopia, the
fourth phase of the joint program devised four key strategies that addresses these CEFM derivers. The
combined impact of these strategies is estimated using appropriate econometric techniques to complement the
findings of the simple/tabular diff in difference estimates presented in Table 4.6. Since the prevalence of CEFM
can be also derived by household and location specific factors in addition to the aforementioned four pillar
outcomes that can be directly impacted by the joint NCA and SCI program, in our econometric model we also
control for the effect of location and the socio-demographic characteristics. The DID with covariate estimation
result of the determinants of the incidence of CEFM in the study regions based on the indirect measure is
reported in Table 4.8. Accounting for the effects of household socio-demographic characteristics and location
factors, the regression based estimation result indicates that the joint program impacts the CEFM by 3
percentage point although the result is only marginally significant. The percentage decrease in the prevalence
rate of CEFM is only slightly higher in the treated group compared to the control group but the difference is
statistically insignificant. This result is similar to the simple DID estimate result that we reported in Table 4.7.
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Table 4.8 Determinants of the incidence of CEFM based on other girls CEFM experience in the village

CEFM Coef. S.E. t-value  p-value  [95% Conf Sig
Interval]

Time dummy (Post=1) -2.412 1.436 -1.67 0.074 -5.282 0.71 *

Group dummy (Treated =1) -0.912 1.326 -0.69 0.492 -3.513 1.689

Time * Group (DID estimate)  -3.082 1.809 -1.70 0.089 -6.63 0.465 *

Number of children -0.585 297 -1.97 0.049 -1.168 -0.002 ok

Religion dummy (Muslim=1) 13.53 1.286 10.52 0.000 11.009 16.051 okok

Age -0.0211 0.069 -3.06 0.002 -0.347 -0.076 Hork

Literacy -2.487 1.096 -2.27 0.023 -4.636 -0.338 *k

Travel time to woreda town -0.045 0.012 -3.62 0.000 -0.069 -0.02 Fopok

Engaged in farming 2.018 1.25 1.61 0.107 -0.434 4.47 *

Listen radio -2.615 1.121 -2.33 0.020 -4.814 -0.416 *k

Watch Television -3.559 1.776 -2.00 0.045 -7.042 -0.077 *k

Other control Yes

Constant 35.712 3.667 9.74 0.000 28.522 42.901 Horok

Mean dependent var 36.735 SD dependent var 26.539

R-squared 0.158 Number of ob. 2927

F-test 48.205 Prob > F 0.000

Akaike crit. (AIC) 27023.862 Bayesian crit. (BIC) 27107.607

Rk < 0, % p<.05, * p<.1

According to the econometric estimation result reported in Table 4.8, the main determinants of CEFM in our
study area are the age of the mother, number of children, education of mother(literacy), religious affiliation,
ethnicity, access to town (distance to the woreda town) and information access (watch Television and/or listen
radio).

Education

Girls whose parents have low education are more likely to marry early, reflecting lower awareness and fewer
alternatives. The estimation results also suggest that the practice of CEFM is more common among girls whose
mothers are illiterate. This highlights the need to promote parental education and increase women's awareness
about CEFM and other harmful practices.

Age of Mother

The prevalence of CEFM decreases as mothers get older. Older mothers are more likely to have school-age
daughters during periods of expanded access to primary and secondary education, which can reduce the
prevalence of CEFM among their daughters.
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Lack of opportunities: distance from woreda town

The econometric estimation result shows a statistically significant but negative relationship between the
prevalence of CEFM and travel time to the woreda town. The transmission mechanism might be associated
with the fact that girls who are located far away from the Woreda town might have limited labor market
opportunities. As a result, girls and their families may see marriage as the only viable pathway in settings where
opportunities for labor force participation are limited. This clearly entails the need to create labor market
opportunities for girls and their families to end CEFM.

Media exposure (Listening radio/Watching TV)

Limited exposure to media and information reduces awareness of harms and rights, sustaining early marriage
norms. The estimation result indicates a statistically significant negative relationship between listening radio and
the prevalence of CEFM. Radio is the most effective means of reaching the Ethiopian population with
messaging about CEFM and related issues. Household (girls and women) who listens radio are more exposed
to important messaging to change their attitudes toward CEFM and oppose ideas about CEFM and other
harmful practices and to have better understandings of the risks and consequences associated with it. Not only
does listening to the radio reduce the prevalence of CEFM, but watching television also has a negative effect
on its prevalence. Thus, to end CEFM it is very important to increase mass media exposure and create a radio
listening group.

Religious affiliation

The econometric analysis also indicated that CEFM is mainly practiced among the Muslim communities than
their Christian counterpart. It specifically indicates that the probability of girls to marry before they turn to the
age of 18 is higher by 13 percentage point in a Muslim affiliated household than Christian affiliated households.
Hence, it is very important to engage and convince religious leaders to integrate CEFM in their main activities.
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5. Impact Path ways: Impact on the Four Outcome Domains

The econometric results that are reported in Table 4.5 and Table 4.9 of Chapter 4 and several other strand of
studies (example, Sah ram B 2024, Ptroni et al 2017, Chakravarty D 2018, Avogo WA, 2019, Kamilad Mr et al
2019, Gavrilovic et al, 2020) disclosed that poverty and economic factors, dominant social norms and attitudes
which is mainly linked to religion and ethnicity are the root causes of FGM and CEFM in Africa. The strand
of studies also identified a long list of immediate cause FGM and CEFM including lack of opportunity, fear of
girls sexuality and pregnancy, lack of agency of gitls, limited exposure to information/media and urban facilities
, limited access to legal and health services for girls at risk and for survivors of FGM and CEFM and household
socio-economic and demographic characteristics such as age, education, religion, ethnicity, mothers own
experience of CEFM and FGM, mothers and girls awareness of the negative consequence of FGM and CEFM
and limited skill. Eliminating FGM (Female Genital Mutilation) and CEFM (Child, Early and Forced Marriage)
in Ethiopia therefore requires addressing the deep-rooted structural and social drivers that sustain them not
only the practices themselves.

The following four-pillar strategies was used in the joint programme by NCA and SCI to FGM&CEFM
widely aligned with Ethiopia’s National Costed Roadmap to End FGM and Child Marriage (2020—2024): -

1. transforming dominant norms to protect gitls and women from FGM and CEFM

2. empowering girls and families to stand against all forms of FGM and CEFM and claim their rights

3. Strengthening systems, services and accountability to ensure that women and gitls at risk and survivors
of FGM and CEFM access comprehensive services

4. Creating an enabling environment through strengthening legal frameworks policy, law, and evidence and
ensuring that the national policies, strategies and commitments, and evidence supporting zero tolerance

are cascaded at all levels.

These four strategies are mutually reinforcing and operationalized through community mobilization, service
linkage, capacity development, targeted empowerment, legal advocacy, and continuous evidence and
coordination efforts. These combined activities aim to shift social practices, protect girls, and institutionalize
accountable systems to sustainably end FGM and CEFM in Ethiopia. Community engagement and norm
change builds local ownership, girl and family empowerment strengthens individual resilience, service and
system strengthening ensures responsive support, policy and enabling environments secure long-term structural
change. The programme’s Theory of Change hunches that transforming dominant norms, empowering gitls,
providing comprehensive empowerment services and strengthening legal frameworks and cascading policies,
laws and evidence to grassroots levels to eliminate FGM and CEFM sustainably requires interventions at
individual, community, institutional and policy levels, with gitls at the center and broader social systems
transformed around them. The evaluation result of the impact of the key program interventions that were
implemented during the fourth phase of the joint program (2020 -2024) on each of the aforementioned four

main outcomes domains of the joint program are discussed and presented below.
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5.1.  Dominant Norms Transformed to Protect Girls and Women from FGM & CEFM

Bicchieri defines a social norm as, “a collective practice sustained by empirical and normative expectations and
by preferences conditional on both these expectations. Social norms connected with CEFM and FGM cover a
range of domains, including the transition to adulthood, sexuality, age hierarchies, religious beliefs, gender
inequality, and women’s and men’s economic roles (Stiefvater ,2017). Both FGM and CEFM are deeply rooted
in social expectations and perceived community norms. The FGM and CEFM practices persist because
communities wrongly view them as socially approved rites of passage, ways to secure social status, and signals
of morality, marriageability, or honor. Aligned with theory on social norms, empirical evidence shows that
community norms in support of child marriage and FGM often reflect parents’ (and their daughters) normative
beliefs. Positive shifts in dominant norms tend to reduce the incidence of FGM and CEFM over time by
changing community expectations and perceived social rewards. Accordingly, the joint NCA and SC program
implemented several key interventions starting from the last quarter of 2020 to transform dominant norms in
the program intervention areas.

According to our key informants and FGD participants the key program activities implemented during the
fourth phase of the joint program to bring positive change in beliefs, attitudes and norms that sustain FGM
and CEFM includes

e engaging religious and traditional leaders as advocates for abandonment of all forms of FGM and
CEFM. Through the joint intervention of Norwegian Church Aid (NCA), Save the Children International
(SCI), FBO integrates FGM and CEFM in their religious thought. Islamic scholars and religious leaders
formally issued a fatwa in Afar region and in process of issuing Fatwa in Somali region declaring that
Female Genital Mutilation (FGM) and Child, Early and Forced Marriage (CEFM) have no basis in Islamic
teachings and contradict the fundamental principles of protecting life, dignity, and the wellbeing of
children. The issuance followed a series of theological dialogues, medical briefings, and consultative
workshops that brought together senior ulema, regional Islamic affairs councils, women religious leaders,
and government representatives. The fatwa clearly stated that harmful practices causing physical or
psychological damage are inconsistent with Islamic jurisprudence and emphasized that marriage in Islam
requires maturity and free consent.

e Community Conversations & Dialogues: Structured dialogue sessions with families, youth, elders, and
community members to discuss the harms of FGM and early marriage and explore alternative, organize
mass awareness raising campaign, organize community conversation groups

¢ Men and Boys Engagement: Targeted outreach to men and boys as agents of change, using manuals
and group activities that promote positive masculinity and challenge harmful norms

e Awareness Raising Campaigns: Mass media programme (radio, community theatre, postets) to
transmit anti-FGM/CEFM messages at scale. Promote media programs (radio, community theatre,
posters) and use radios, televisions and social media to shift social expectations and elevate community
discourse and extend, reach and reinforce key anti-FGM and anti-CEFM messages: Organize radio
listening groups

e Position Statements & Social Sanctions: Community commitments and public declarations to abandon
practices, reinforced with agreed social norms, train and engage community leaders and CBO to Integrate
FGM and CEFM in the Eddie bylaw

In this subsection, we present and discuss the results of these and other key program interventions on output-
level indicators that is used to measure shifts in dominant social norms related to FGM and CEFM in the five
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program intervention regions. The estimation results based on the quantitative household survey data are

summarized below.
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The percentage of mothers, fathers and gitls (i) who support total abandonment of all forms of FGM/C
and (ii) who disagree with the statement “A gitl in our village should be circumcised” and (iii) who
recognize all FGM as harmful to the girl and violation of human right significantly increased from
baseline to endline period except in the Somali region.

Even in the Somali region, the percentage of individuals (father, mother, boys and gitls) who (i) support
total abandonment of Type II & Type I1I forms of FGM and (ii) disagree with the statement “A girl in
our village should be circumcised (flesh removed or sewn close)” and (iii) recognize Type 11 & Type 111
forms of FGM as harmful to the gitl and violation of human right significantly increased from baseline
to endline period

According to the qualitative key informant interviews, FGD participants, enumerators and a subsample
of endline household verification phone survey participants, in the Somali and Afar region, households
and community members only recently started to consider nicked type of FGM (type I FGM), which
they used to commonly call it “Sunna”, as form of FGM. Only during the endline survey period following
the issuance of a fatwa and a massive awareness campaign against type I FGM, the houschold survey
participants and the other community members started to recognize and count nicked type of FGM
(Type I) FGM as form FGM and some of them even stopped calling it “Sunna”. As a result, even if a
significant percentage of survey participants in Somali and Afar region started to support the
abandonment of all forms of FGM including type I FGM, a much higher percentage of households still
continued to practice Type I FGM as they still believe that Type I FGM is a type of “Sunna” and hence
must be continues as it is not a harmful practice. Because shifts in dominant norms can take time and
may not immediately translate into behavior change without sustained, multi-sectoral support and
community ownership.

Accordingly, in the Somali and Afar region, measuring the impact of the joint program in shifting
dominant norms based on the agreed output level indicators namely (i) the change in the percentage of
households who support “all forms of FGM” or (i) based on the percentage of households who
considers all forms of FGM as harmful and violation of human right or (ii) based on the percentage of
households who agreed with a statement that a girl in our village should be circumcised is very misleading.
Because the perceived definition of “all forms FGM by the survey participants in Somali and Afar region
was not similar over the survey rounds. During the baseline and midline survey petiod, the sample
households didn’t consider the nicked type of FGM as a form of FGM as all of the respondents culturally
label it as “Sunna” and wrongly perceived it as a religiously acceptable alternative to Type II & III FGM.
However, during the endline survey all of our respondents considers nicked type of FGM (Type I FGM)
as a form of FGM even though more than half of the respondents didn’t still consider type I FGM as a
less harmful practice that should be continued. This clearly entails the need to adjust for the change in
the perceived definition of “all forms of FGM’ in the Somali and Afar region to measure the change in
dominant norms and attitude against FGM in the Somali and Afar region.

The estimation impact result even in the Somali and Afar region, therefore, discloses the positive impact
of the joint program in changing the dominant norms and attitudes against FGM. The result also entails
that in the years ahead the joint NCA and SCI program implementers, local partners and government
stakeholders in the Somali and Afar region need to focus on the elimination of type I form of FGM to
end all forms of FGM as a substantial number of households prefers to shift from a severe type II and
Type 111 forms of FGM to a less severe forms of type I FGM instead of totally abandoning all forms of
FGM.



In addition, our review of annual evaluation and the performance indicator reference sheet (PIRS) for the
achieved output indicators discloses that a total of 20,792 of individuals enrolled in community conversation,
14,160,986 community members were reached with FGM and CEFM messages and 103 FBOs and CBOs in
the intervention areas integrated FGM and CEFM in their structures and bylaws during the fourth phase of
the joint program implementation period (2020 -2024) to shift dominant norms against FGM and CEFM(see
Annex 2).

5.1.1. Total abandonment of all forms FGM

To measure the percentage, change of individuals who support total abandonment of all forms of FGM, we
asked our household survey participants (the adolescent girls and their parents) whether they think all forms of
FGM should be stopped or continued. The fathers’ perceptions regarding the abandonment of all forms of
FGM are summarized and presented in Tables 5.1, disaggregated by region, treatment status, and survey round.
The estimation result indicates that the percentage of fathers supporting the total abandonment of all forms of
FGM significantly increased in the program intervention regions except in Somali regions. After we apply a
corrective method to adjust for the change in the perceived definition of FGM by the survey respondents in
Somali and Afar region, our estimation result indicates a statistically significant positive change in the dominant
norms over the phase four program implementation period in both regions. At the endline in Somali and Afar
region, about 42% and 34% of the survey respondents respectively supported total abandonment of all forms
of FGM while 92% and 96% of the survey respondents respectively supported total abandonment of Type 11
& Type 111 forms of FGM. Hence, even if the simple comparison of the baseline and endline values for Somali
and Afar region yields a misleading result due to the change in perceived definition of “all forms” of FGM by
survey participants in Somali and afar region during the endline survey period, the estimation result reported at
the bottom of Table 5.1 ,after we corrected for the change in the perceived definition of FGM ,in Somali and
Afar region(considering only type 11 &III as forms of FGM thought out the three survey waves) , we also find
a statistically significant positive shift in dominant norms in the program intervention kebeles of the Afar and
Somali region too.

Table 5.1 Percentage of fathers who support total abandonment of all forms of FGM

Regions Group Baseline Midline Endline Difference P-value
1] 2 3] [3-1]
Afar Treated 16.667 95.833 33.553 16.886 0.0004*
*
Control 8.125 94.479 8.054 -0.071 0.9817
Difference 8.542 1.355 25.499 16.957
P-value 0.0193** 0.5670 0.0000**
Amhara Treated 97.674 100 100.000 2.326 0.3920
Control 38.462 100 91.667 53.205 0.0000**
*
Difference 59.213 0 8.333 -50.879
P-value 0.0000%** - 0.0997*
Sidama Treated 90.991 99.057 95.833 4.842 0.1681
Control 97.143 100 100.000 2.857 0.1132
Difference 6.152 0.943 6.152 1.985
P-value 0.0578 0.3302 0.0546
Oromia Treated 97.015 100 100.000 2.985 0.1838
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Control 95.652 98.246 98.276 2.624 0.4031

Difference 1.363 1.754 1.724 0.361
P-value 0.6756 0.3195 0.3153
Somalia Treated 63.860 79.392 42164 -21.695 0.00007%*
*
Control 58.054 75.563 34.812 -23.241 0.00007%*
%
Difference 5.806 3.829 7.352 1.546
P-value 0.1515 0.2600 0.0738*
Somali Adjusted  Treated 63.860 79.392 91.791 27.931 0.000%**
(only Type 11 Control 58.054 75.563 86.348 28.294 0.000%**
&III) Difference 5.806 3.829 5.443 -0.363
P-value 0.1515 0.2600 0.0401%*
Afar Adjusted Treated 16.667 95.833 96.412 79.745 0.000#%
(Only Type Control 8.125 94.479 95.523 87.398 0.000%*
H&III) Difference 8.542 1.355 0.889 7.653
P-value 0.0193%  0.5670 0.087

The disaggregation of the analysis by treatment status also discloses a positive shift in the attitude of
individuals against all forms of FGM in the adjacent non control kebeles. The observed positive shift in the
attitude of individuals in the control kebeles is attributed to the direct impact of the national, regional, (and
Woreda) level intetventions of the joint NCA/SCI program or the strong spillover effect of the grass root
/kebele intetventions of the joint program. It could be also due to selection bias or asymmetric shocks
and/or parallel program interventions (example UNFPA and UNICEF joint program, government general
program to end FGM).

The shift in attitude analysis based on the sample of adolescent gitls’ response is reported in Table 5.2. The
estimation result indicates that the percentage of girls who has a positive attitude towards the total
abandonment of all forms of FGM has also significantly increased over the phase four program
implementation period in all the program intervention woredas except in Somali region and the estimated
percentage point difference between the baseline and endline values is higher than their parents across the
program intervention regions indicating a dominant norm shift against FGM across generations. Even in
Somali regions, once we corrected for the inconsistency in the perceived definition of FGM across survey
rounds, we also find a positive attitude change of girls in Somali region. That is the percentage of girls who
supports the total abonnement of Type II and Type 111 forms of FGM significantly increased over the phase
four intervention period. Like their parents more than half of the endline survey participating girls considers
type FGM as a form of FGM that should be continued. This implies the need to emphasize on changing the
attitude of both the parents and girls to stand against type I form of FGM in the years ahead in Somali and
Afar region.
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Table 5.2. Percentage of girls who support total abandonment of all forms of FGM

Regions Group
Afar Treated
Control
Difference
P-value
Ambhara Treated
Control
Difference
P-value
Sidama Treated
Control
Difference
P-value
Oromia Treated
Control
Difference
P-value
Somali Treated
Control
Difference
P-value
Somali adjusted ~Treated
(type II &III) Control
Difference
P-value
Afar adjusted ~ Treated
(type II &III) Control
Difference

P-value

5.1.2. Attitudes about girls’ circumcision

Baseline
78.523
59.677
18.846
0.0007 ***
100
84.615
15.385
0.0209%*
90.909
91.667
-0.758
0.8477
81.818
87.273
-5.455
0.4158
91.532
88.235
3.297
0.2215
91.532
88.235
3.297
0.2215
78.523
59.677
18.846
0.0007 ***

Endline
94.406
82.308
12.098
0.0016%**
100

100

0.0
97.674
96.739
0.935
0.7078
92.453
94.643
-2.190
0.6448
48.529
40.550
7.980
0.0570*
95.319
90.321
4.998
0.0612*
96.312
84.308
12.004
0.0046%**

Difference
15.882
22.630
-6.748

0.0
-15.385
15.385

-6.765
-5.072
-1.693

10.635
7.370
3.265

-43.003
-47.685
4.682

3.787
2.086
1.701

17.789
24.631
-6.842

P-value
0.0007 %
0.0007

0.0820%*

0.0527*
0.1335

0.0925%*
0.1782

0.0000#**
0.0000##*

0.071%*
0.064*

0.0327#+*
0.0143#+*

To assess the impact of the joint program on the shift in dominant norms, we also use parents’ attitude about
p ] prog > p

the circumcision of girls in their village as an alternative output level indicator. Accordingly, fathers were also

directly asked whether they agreed with a statement ““. A gir/ in our village should be circumcised”. The summary of

the fathers’ responses is reported in Table 5.3, disaggregated by treatment status, survey period and region.

As demonstrated in Table 5.3, the estimation result again indicated a positive shift in dominant norms in Afar,

Ambhara, Oromia and Sidama region. After applying the adjusted estimation method to correct for the perceived

change in the definition of all forms of FGM in Somali and Afar region, the estimation result (see the bottom

of table 5.3) again indicates a positive shift in the individual’s attitude against FGM.
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Table 5.3. Percentage of father respondents who agree with the statement “A girl in our village should be circumcised”

Region Group Baseline [1] Midline = Endline Difference [3-  P-value
21 1

Afar Treated 83.432 11.905  73.026 -10.406 0.0234**
Control 91.875 5.521 95302 3.427 0.2225
Difference -8.443 0.383 | -22.276 -13.833
P-value 0.0204** 0.0401%F  0.0000%**

Ambhara Treated 2.326 0.00 0.000 -2.326 0.392
Control 61.538 0.00 8.333 -53.205 0.0000#**
Difference -59.213 0.00 -8.333 50.879
P-value 0.000%** - 0.0997*

Sidama Treated 9.009 0.943  4.167 -4.842 0.1681
Control 3.774 0.00 0.000 -3.774 0.0661*
Difference 5.235 0.943  4.167 -1.068
P-value 0.1177 0.3302  0.0533*

Oromia Treated 2.985 0.00 0.000 -2.985 0.1838
Control 4.348 1754 0.000 -4.348 0.1097
Difference -1.363 -1.754  0.000 1.363
P-value 0.6756 0.3195 -

Somali Treated 36.458 20.608  63.704 27.245 0.0000#**
Control 43.322 26.198  73.379 30.056 0.0000
Difference -6.864 -5.590 | -9.675 -2.811
P-Value 0.0879%* 0.1042  0.0133**

Somali Treated 36.458 20.608  14.444 -22.014 0.000%**

Adjusted Control 43.322 26.198  20.137 -23.186 0.000 *#*

(Type IL &III)  Difference -6.864 -5.590  -5.692 1.172
P-Value 0.0879* 0.1042  0.0754*

Afar Adjusted ~ Treated 83.432 11.905  4.076 -79.356 0.000%**

(type I &III) Control 91.875 5.521 13.034 -78.841 0.000##*
Difference -8.443 6.383  -8.958 -0.515
P-value 0.0204** 0.0401%%  0.034**

5.1.3. Percentage of individuals who recognize FGM as harmful and violation of human

rights

To estimate the impact of the joint program on shifting dominant norms and attitudes against all forms of

FGM, we also apply a third alternative output level indicator called “the percentage of individuals

who

recognizes FGM as harmful and a violation of human rights. The estimated baseline and endline value based

on the father of the index daughter is reported in Table 5.5 disaggregated by treatment status, survey round and

study region. As shown in Table 5.4, the percentage of fathers who recognize FGM as harmful and a violation

of human rights significantly increased during the fourth phase of the joint NCA and SCI program

implementation period in Afar, Oromia, Amhara and Sidama region. As indicated at the bottom of the table,

after we corrected the change in perceived definition of all forms of FGM, the percentage of fathers who
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recognize Type Il and Type I1I of FGM as harmful to the girl and violation of human right is also significantly
increased between the baseline and endline survey period. These results again indicate a positive and significant
shift in dominant norms over the fourth phase s of the joint program implementation period in all regions.

Moreover, the DID estimate reported in Annex 11 indicates a statistically significant 9 percentage point increase
in the percentage of fathers recognizing FGM as harmful and a violation of human rights in the treatment
group post-intervention, relative to the control group.

Table 5.4 Percentage of fathers who recognize all forms of FGM as harmful to the girl and violation of human right

Region Group Baseline Endline Difference P-value

Afar Treated 19.527 33.803 14.276 0.0042++*
Control 8.805 12.950 4.145 0.2504
Difference 10.722 20.853 10.131
P-value 0.0055%** 0.0000%**

Ambhara Treated 90.698 96.875 6.177 0.2952
Control 38.462 95.455 56.993 0.0000%**
Difference 52.236 -1.420 -50.816
P-value 0.0000%** 0.7908

Sidama Treated 85.455 89.474 4.019 0.391
Control 94.286 90.805 -3.481 0.3583
Difference -8.831 1.331 7.5
P-value 0.0328** 0.7654

Oromia Treated 88.060 94.915 6.856 0.1765
Control 91.304 91.071 0.233 0.9639
Difference -3.245 -3.844 6.623
P-value 0.5371 0.4225

Somali Treated 84.099 30.370 -53.729 0.00007#¢*
Control 80.268 20.819 -59.448 0.0000%**
Difference 3.831 -9.551 5.719
P-value 0.2286 0.0092

Somali Adjusted Treated 84.099 89.333 5.234 0.8078

(Type II&III) Control 80.268 76.792 -3.476 0.3038
Difference 3.831 12.541 8.71
P-value 0.2286 0.053*

Afar Adjusted Treated 19.527 91.146 71.619 0.0000%**
Control 8.805 90.183 81.378 0.0000%**
Difference 10.722 0.963 -9.759
P-value 0.0055%**
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5.1.4. Attitude about Child Early and Forced Marriage (CEFM)
To assess the impact of the joint program on the change in the individual’s attitude towards CEFM, mothers
and fathers were asked about their attitude towards CEFM in their village. The summary of the mother’s
responses is presented in Table 5.5 disaggregated by treatment status, survey period and region. The simple
DID impact estimate and the econometric impact estimation results that are reported in Annex 3 and 4 suggests
that the attitude of the individuals (mothers and fathers) against CEFM is significantly improved over the fourth
phase joint program implementation period. Controlling for the effect of location, socio-economic and
demographic factors, the econometric estimation result indicates that the percentage of mothers and fathers
who agreed with girl’s early marriage in their village declined by 12 and 7 percentage point respectively in the
treatment Kebeles. This suggests a substantial improvement of individuals’ attitude towards CEFM. The
estimation results also indicated that the attitude of individuals against CEFM in the control area also improved
over the review petiod, which could be attributed to the direct effect of the of the joint NCA/SCI program
interventions that were implemented at national, regional, (and Woreda) level or due to the strong grassroots
level spillover effect of the joint program. The disaggregation of the impact by study region suggests a
substantial improvement in the attitude of individuals against CEFM across all regions even though the degree

of improvement varies across regions.

Table 5.5 Percentage of mother respondents who agree with the statement “A girl in our village should marry before she turns 18
years old”

Region Baseline [1] Midline [2] Endline [3] Difference [3-1] = P-value

Afar Treated 44.382 9.551 14.607 -29.775 0.0000%**
Control 61.176 1.765 31.176 -30.000 0.0000%**
Difference -16.794 7.786 -16.570
P-value 0.0016%** 0.0017**x  0.0002%+*

Ambhara Treated 0.000 0.00 0.000 0.000 -
Control 0.000 0.00 0.000 0.000 -
Difference 0.000 0.00 0.000
P-value - - -

Sidama Treated 22.034 0.00 0.847 -21.186 0.0000%**
Control 5.983 0.00 0.855 -5.128 0.0309**
Difference 16.051 0.00 -0.007
P-value 0.0004#* - 0.9952

Oromia Treated 13.433 4.478 0.000 -13.433 0.0017#%*
Control 8.696 15.942 1.449 -7.246 0.0530*
Difference 4.737 -11.464 -1.449
P-value 0.3817 0.0279%* 0.3263

Somali Treated 30.514 6.344 13.595 -16.918 0.0000%**
Control 23.768 8.696 18.841 -4.928 0.1143
Difference 6.745 _2.351 -5.245
P-value 0.0486** 0.2479 0.0649%*

All regions | Treated 29.172 5.563 9.769 -19.403 0.0000***
Conttrol 27.373 6.052 16.506 -10.867 0.0000%**
Difference 1.800 -0.489 -6.737
P-value 0.4450 0.6893 0.0007%%*
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5.1.5. Percentage of individuals who recognize CEFM as harmful and a violation of human
rights

In this sub-section we will assess whether the joint program increases the percentage individuals who recognize
carly child marriage as a harmful practice and a violation of human rights. The percentage of mothers who
recognizes Child early marriage (CEFM) as harmful and a violation of human rights are reported disaggregated
by treatment status, survey round and study region in Table 5.6. The DID estimate reported in Annex 5
indicates that the percentage of mothers who recognizing CEFM as harmful and a violation of human rights
increased by 9 percentage point in the joint program intervention areas between the baseline and endline survey
period. The econometric estimation result also indicates a comparable statistically significant improvement in
the attitude of individuals against FGM over the phase four intervention period. This change could be attributed
to the direct positive effect of the joint program key program activities implemented at national, regional (and
woreda) level as well as the strong spill over effect of the grass root level intervention so the joint program. It
could be also attributed to the effect of any asymmetrical macro level trends or parallel programs that are
implemented in the control areas.

The disaggregation of the data by regions indicates that the percentage of mothers who recognizes CEFM as
harmful and a violation of human rights is significantly increased only in the Afar, Somali and Amhara region
during the fourth phase of joint NCA/SCI program implementation period. In the Oromia and Sidama regions,
the percentage change of individuals who recognizes CEFM as harmful practice and violation of human right
during the review period is insignificant.

Table 5.6. Percentage of mothers who recognize CEFM as harmful and violation of human right

Region Group Baseline Endline Difference P-value

Afar Treated 37.640 63.636 25.996 0.0000+**
Control 28.235 55.952 27.717 0.0000%+*
Difference 9.405 7.684 -1.721
P-value 0.0625* 0.1469

Ambhara Treated 86.047 97.674 11.628 0.0494**
Control 92.308 96.154 3.846 0.561
Difference -6.261 1.521 7.782
P-value 0.4386 0.7201

Sidama Treated 88.983 89.831 0.847 0.8334
Control 94.017 93.162 -0.855 0.7906
Difference -5.034 -3.332 1.702
P-value 0.1681 0.3622

Oromia Treated 83.582 86.567 2.985 0.6309
Control 79.710 89.855 10.145 0.0985*
Difference 3.872 -3.288 -7.16
P-value 0.5634 0.5553

Somali Treated 74.018 87.623 13.605 0.0000+**
Control 77.971 81.114 3.143 0.0000*+**
Difference -3.953 6.509 10.462
P-value 0.2294 0.0023** 0.0018**
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5.2.  Empowered Adolescent Girls and Families Who Stand Against FGM and CEFM
and Claim Their Rights

According to our key informants and FGD participants the key program activities implemented during the
fourth phase of the joint program to empower (increase agency, knowledge, skills, and decision-making power)
of girls and families to stand against FGM and CEFM and claim their rights includes provision of life skill and
leadership training to women and girls on their rights, reproductive health, negotiation skills, and self-
protection, advocacy, leadership and life skills, engaging parents and caregivers in positive parenting, value of
girls’ education, and economic planning to reduce pressure for early marriage, organizing safe
families/parenting without violence(PWV) sessions for adolescent gitls and care providers, provision of
economic support to vulnerable families/girls such as provision of scholastic material and sanitary pads for
girls at school and tutorial support for girls with low school performance, strengthen functional in and out
school structures and community-based peer groups that provide supportive networks and spaces to discuss
harmful practices, engage them in small-scale income generating activities or savings groups to reduce the
perceived economic incentives for child marriage,..

In this section, we will present and discuss the impact of these key program intervention activities on the output
level indicators of girls and their families” empowerment to stand against FGM and CEFM and claim their right.

5.2.1. Girls’ empowerment and stand against all forms of FGM and CEFM
In this subsection, we present the impact of the joint program on the output level indicators that are used to
measure girls’ empowerment to stand against FGM and CEFM and claims their right. These indicators includes
(i) the change in the percentage of girls who could refuse to get marry before the age of 18 and to be circumcised
if their parents want too,(ii) percentage of gitls in the program intervention areas who received structured life
skill training (iii ) percentage of girls in the program intervention areas who are better equipped to challenge
harmful practices after they received the life skill training and (iv) the percentage of girls who received scholastic
material and sanitary pads over the implementation period of the fourth phase of the joint program(2020-2024)

Change in Percentage of Gitls Peers who could refuse FGM

As it can be inferred from Table 5.7, the percentage of gitls’ that could have refused if their parents wanted
them to be circumcise decreased by 7 percentage point during the program implementation period, which is
statistically significant. On the other hand, our estimation result indicates that percentage girls’ that couldn’t
have refused FGM if their parents wanted them to be circumcised didn’t significantly increased in the control
kebeles. This discloses the positive impact of the joint program on empowering women to stand against FGM.

Table 5.7. Percentage girls’ that couldn’t have refused FGM if their parents wanted them to be circumcised

Baseline [1] | Midline[2] Endline|3] Difference [3-1] = P-value

All regions = Treated 25.777 23.9 18.325 -7.452 0.0026%+*
Control 23.529 20.3 19.686 -3.843 0.1214
Difference 2.248 3.6 1.362
P-value 0.3935 0.128 0.5571
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Change in Percentage of Girls who could refuse CEFM

As it can be inferred from Table 5.8, the percentage of gitls’ peer that could have refused if their parents wanted
them to marry before they turn 18 years’ old increased by 3 percentage point during the program
implementation period, which is statistically significant. On the other hand, our estimation result indicates that
percentage girls’ that couldn’t have refused CEFM if their parents wanted them to marry before they turn 18
years’ old didn’t significantly increase over the review period in the control kebeles. This discloses the positive
impact of the joint program on empowering women to stand against CEFM.

Table 5.8. Percentage of girls who are willing to marry before they turn 18 years’ old

Baseline Endline Difference P-value
All regions Treated 9.532 6.207 -3.325 0.0371%*
Control 10.618 8.522 -2.096 0.2387
Difference -1.085 -2.315
P-value 0.5549 0.1322

Percentage of girls in the program intervention areas who received structured life skill training

To increase agency, knowledge, skills, and decision-making power of gitls, 2,889 adolescent girls (age 10-24) in
the program intervention kebeles were enrolled in structured life skills programs during the fourth phase of the
joint NCA &SCI program implementation period (2020 to 2024). In our survey, a sample of adolescent gitls
were asked in all of the three survey rounds if they had ever taken part in any formal life skill training, and if
so, if they believe that their knowledge had improved as a result of the life skill training. Table 5.9 reports the
percentage of sampled gitls in the treatment kebeles who reported that they have ever participated in structured
life skills training programs during the baseline, midline and endline survey period. The estimated result unveils
that about 44 % of the sampled gitls had ever received life skill training before the endline survey interview
date while only 9% of them were received such a training before we conducted the baseline survey. The regional
disaggregation of the data also indicates that the percentage of girls who received a structural life skill training
between the baseline and endline survey period increased significantly.

Table 5.9. Percentage of girls in the treatment areas who had ever participated in training/structured life skills programs

Baseline Midline Endline Difference
Afar 6.71 52.1 53.5 46.8
Ambhara 21.21 215 48.5 27.3
Sidama 18.18 275 47.3 29.1
Oromia 4.55 19.6 23.4 18.8
Somali 6.45 29.9 42.8 36.3
All regions 9.08 33.3 44.5 35.4
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Percentage of girls in the program intervention areas who better equipped to challenge harmful
practices after they received the life skill training

Table 5.10 reports whether the life skill training that the gitl received during the implementation period of the
fourth phase of the joint program has increased their knowledge to stand against harmful practices (FGM and
CEFM). Among the girls in the program intervention kebeles and who received life skills training during the
implementation period of fourth phase of the joint program (2020 -2024), the vast majority of them thought
that their knowledge and skill to stand against FGM and CEFM has significantly increased after they received
the life skill training. The regional disaggregation of the result also confirms that the vast majority of trained
girls” knowledge and skill to stand against harmful practices significantly increased in all the regions over the
fourth phase implementation period (2020-2025). Only less than a quarter of the trained gitls in Sidama
region thought that their knowledge has not increased after they received the life skill training. These result
again indicates the positive impact of the fourth phase of the joint program on increasing girl’s knowledge,
skill and power to stand against FGM and CEFM.

Table 5.10. Percentage of girls in the treatment areas who think their knowledge has increased after they received the training

Region Baseline Midline Endline
Afar 100 100 100
Ambhara 100 100 90
Sidama 83 100 76
Oromia 100 89 100
Somali 69 97 94

All regions 85 98 89

Percentage of girls who received scholastic material and sanitary pads

Figure 5.1 depicts the percentage of girls who have received both scholastic material and sanitary pads. While
only 6% of gitls received both types of support at baseline, about 23% of the sampled gitls receive both
scholastic material support and sanitary pads at endline. The regional disaggregation of the data indicates that
the percentage of girls who had received both scholastic material and sanitary pads had substantially increased
across all of the five study regions during the program impanation period. Regardless of the overall inclined
trend in all regions, the increase in percentage of girls who received scholastic material support and sanitary
pads during the project implementation plan also varies across regions (see figure 5.1). These results again entail
the positive impact of the program on empowering girls.
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5.2.2. Parents’ empowerment and stand against all forms of FGM and CEFM

In this subsection, we present the impact of the joint program on the output level indicators that are used to
measure parental empowerment to stand against FGM within program intervention areas. These indicators
include (i) the percentage of parents in the program intervention areas who received structured parental training
(i) percentage of parents in the program intervention areas who stated that they feel better equipped to
challenge harmful practices after they received structured parental training and (iv) the change in the
percentage of parents who don’t want their future or currently uncut or unmarried daughters to undergo FGM
and CEFM between the endline and baseline survey round

Percentage of parents who received structured parental training

Accotding to our review of annual repotts, a total of 3,430 parent’s/care providers enrolled in structured
parenting programs in the joint program intervention woredas. As indicated in Table 5.12 , about 68% of the
sampled mothers and 42% of the sampled fathers reported that they had ever participated in structured
parenting training at the endline survey period while only 28% of the mothers and 26% of the fathers had ever
participated in structured parenting training at the baseline . The disaggregation of the result by study regions
also unveils a substantial increase in the percentage of parents who received structured parenting training in all

of the five intervention regions during the joint program intervention period (2020-2024).

Table 5.11. Percentage of parents who have ever participated in structured parenting training/sessions programs

Region Mother Father
Baseline | Midline | Endline | Difference | Baseline | Midline | Endline | Difference
[1] [2] [3] [3-1] (1] [2] [3] [3-1]

Afar 17 55 65 48 19 37 41 22

Ambhara | 49 52 81 33 37 39 94 57

Sidama | 37 45 64 26 31 39 83 53

Oromia | 30 51 61 31 54 66 86 33

Somali 27 61 70 43 20 33 43 23

All 28 56 68 40 26 38 47 21

regions

Table 5.13 reports percentage of parents in the program intervention areas who thought that they have better
equipped to challenge harmful practices after they received structured parental training. Out of the total of
parents (fathers and mothers of target gitls) in the program intervention areas and who received parenting life
skills training during the implementation period of fourth phase of the joint program (2020 -2024), the vast
majority of them thought that their knowledge and skill to stand against FGM and CEFM has significantly
increased after they received the parenting life skill training program. The regional disaggregation of the result
also confirms that the vast majority of trained parents’ knowledge and skill to stand against harmful practices
significantly increased in all the regions over the fourth phase implementation period (2020-2025). These result
again indicates the positive impact of the fourth phase of the joint program on increasing the mothers’ and
fathers’ knowledge, skill and power to stand against FGM and CEFM.
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Table 5.12. Percentage of parents who state that they feel better equipped to challenge harmful practices after they received
structured parental training

Region Mothers Fathers
Baseline midline Endline Baseline Midline Endline

Afar 100 100 98 94 95 100
Ambhara 100 100 100 100 100 100
Sidama 98 97 100 97 100 100
Oromia 100 96 100 100 100 95
Somali 97 98 99 96 98 98

All regions | 98 99 99 97 98 99

Intention to cut currently uncut daughters

Mothers were also asked if they have an intention to cut their currently uncut and any future daughter to
undergo FGM. Table 5.13 present the percentage of parents who want their current uncut daughter to undergo
FGM. The result uncovers that the intention/desire of households to cut their cutrently uncircumcised
daughter significantly declined during the implementation period of the fourth phase of the joint program. This
again indicates the positive impact of the program to empower parents to stand against FGM. The comparable
decrease in percentage of mothers who want their currently uncut daughters undergo FGM in the control areas
during the review period could be attributed to the direct effect of the joint program activities that are
implemented at national, regional (and woreda) level or the spillover effect of the joint program activities that

were implemented at the grass root level as the control kebeles are located adjacent to program intervention
kebeles.

Table 5.13 Percentage of mothers who want their currently uncut daughters undergo FGM

Baseline Endline Difference P-value
All regions Treated 37.385 27.666 -9.720 0.004***
Control 43.902 34,154 -9.749 0.0072%**
Difference -6.517 -6.488 0.029
P-value 0.0538* 0.0689

Intention to engage currently unmarried daughters in CEFM

Mothers were also asked if they have an intention to engage their currently unmarried daughter to undergo
CEFM. The summary of their response is reported in Table 5.14. The estimated results suggests that the
percentage of parents who do not want their currently unmarried daughters to marry before they turn to 18
significantly increased during the program implementation period in both treated and control Kebeles. The
increase in the percentage of parents who do not want their current daughters to marry before they return to
18 could be also attributed to the strong spillover effect of the joint program and/or the implementation of
similar programs (example UNGP and UNICEF joint program to end CEFM in the control kebeles during the
intervention period.
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Table 5.14 Percentage of mothers who do not want their currently unmarried daughters to marry before they turn 18

Baseline Endline Difference P-value
All regions Treated 84.261 96.717 12.456 0.0000%+*
Control 84.182 91.551 7.370 0.0000***
Difference 0.079 5.166 5.086
P-value 0.967 0.0000%**

All these results indicate that the fourth phase of the joint program significantly empowers girls and their
parents in the program intervention areas to stand against FGM & CEFM and claim their rights. In addition,
our review of annual evaluation and the performance indicator reference sheet (PIRS) for the achieved output
indicators discloses that a total of 3,430 parent’s/care providers enrolled in structured parenting programs,
2,889 adolescent girls (age 10-24) enrolled in structured life skills programs and 1,558 adolescent girls (age 10-
24) or families’ /care providers received economic support/opportunities to prevent FGM/CEFM during the
fourth phase of the joint program implementation period (2020 to 2024) to empower girls and their families
to stand against FGM &CEFM (see Annex 0).

5.3. Women and Girls at Risk and/or Survivors of FGM and CEFM Access to
Comprehensive Services

According to our key informants, FGD participants and our review relevant documents, the key program

activities implemented during the fourth phase of the joint program to bring positive change in beliefs, attitudes
and norms that sustain FGM and CEFM includes

e Strengthening Referral Pathways: Linking community actors to health, psychosocial, legal, and
protection services.

e Medical & Psychosocial Support: Facilitating access to medical care following FGM/CEFM
incidents, including counselling and clinical services.

e One-Stop Centers (OSCs): Integrated medical, legal, and psychosocial support.
e  Legal Support: Age verification, case prosecution, and survivor-centered justice.

e Service Provider Training: Building capacity of health workers, social workers, and protection actors
to deliver sensitive and appropriate services

As indicated in Table 5.15, our review of annual evaluation and the performance indicator reference sheet
(PIRS) for the achieved output indicators discloses that a total of 97 service provider institutions were received
technical and material support, 2015 individual service providers with increased knowledge on the prevention,
monitoring and response to FGM and CEFM were strengthened, 66 of functional referral pathways were
established and 720 FGM and CEFM cases identified and responded to the court. during the fourth phase of
the joint program implementation period (2020 to 2024) to ensure protection, support, and recovery services
for survivors and girls at risk. The comparison of the planned activities with the actually achieved outcome also
discloses that the actual number of service provider institutions that received technical and material support,
the number of individual service providers with increased knowledge on the prevention, monitoring and
response to FGM and CEFM, the number of functional referral pathways established and the number of FGM
and CEFM cases identified and responded to during the entire program implementation period much higher
than what NCA and SCI initially planned to achieve (see Table 5.15)
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Table 5.15 Girls Access to Comprehensive services

2021 | 2022 2023 2024 Cumulative

# of service provider institutions that | 56 20 5 16
received technical and material support

97
# of individual service providers with | 625 449 223 718
increased knowledge on the prevention,
monitoring and response to FGM and
CEFM 2015
# of functional referral pathways | 15 8 11 32
established 66
# of FGM and CEFM cases identified and | 156 255 117 192
responded to!5 720

54.

National policies, strategies and commitments and evidences supporting zero
tolerance are cascaded at all levels

According to our key informants at national, regional and woreda level and our document review of the annual

activity reports, the key activities/ interventions that are implemented during the phase four program evaluation
ports, y p gtthep progt

period (2021 to 2025) to strengthen the legal environment and enforcement mechanisms so harmful practices

are prevented and sanctioned includes

Legal Awareness Campaigns: Informing communities about national laws prohibiting FGM and
child marriage and consequences of violations.

Capacity Building for Legal Actors: Training law enforcement, judiciary, and social workers to
respond appropriately and protect gitls.

Coordination with Government Bodies: Working with federal and regional bureaus, ministries, and
national alliances to align actions with policy frameworks and ensure accountability.

National Advocacy: Supporting advocacy for budget allocations, monitoring implementation of
laws, and participation in inter-agency platform

Cascading policies, laws and evidence to grass root levels

Specifically, the following key activities and outputs were achieved during the fourth phase of the joint program

implementation period to create an enabling environment through strengthening legal frameworks policy, law,

1515 However, the analysis of the household survey data indicates that only less than 10 FGM and CEFM cases
were identified and less than have of the cases get verdict.
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and evidence and to ensuring that the national policies, strategies and commitments, and evidence supporting
zero tolerance are cascaded at all levels.
In 2021
e National and regional levels consultation events organized in collaboration with partners and the
MoWSA.
e Integration Guideline on FGM and CEFM developed in collaboration with MoWSA.
e 22 multi-sectoral structures were established/strengthened to work closely with the national alliance
(at the regional and district level)
e The ‘International Day of Zero Tolerance to FGM’, the World Women’s Day and the “16 Days of
Activism” were colorfully commemorated at the national and regional levels
In 2022
e Various coordination mechanisms were supported to cascade the commitments made by the federal
government and FBOs at higher levels.
e 8 multi-sectoral structures at regional and zonal level were established/strengthened in Afar, Sidama
and Somali regions.
e Joint monitoring visit conducted with government Ministry offices from Women and Youth Affairs,
Health, and Justice.
e 18 FBOs reconfirmed and publicized their commitment to end FGM and CEFM.
e Regional level discussions continued in Afar and Somali regions aiming to influence the adoption of
family law
e  Capacity building training on FGM and CEFM was provided to IRCE members from SNNP (Southern
Nations, Nationalities, and People) regional task force, SNNPR zonal task force members, board
members, faith women, and the newly established Sidama region board members.
e The ‘International Day of Zero Tolerance to FGM’, the World Women’s Day and the “16 Days of
Activism” were colorfully commemorated at the national and regional levels
In 2024

e 19 multi-sectoral structures established/strengthened to closely work with the national alliance (at
regional and district level)

e 21 FBOs cascaded the FBO commitment to end FGM and CEFM by 2025

e 1discussion platforms organized for the revision of family law in Afar and Somali

e 7 research and learning documents produced and disseminated
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6. Conclusion and Recommendation

The fourth phase of the joint NCA and SCI joint program to end all forms of FGM and CEFM has been
implemented in 20 intervention woredas in Somali, Afar, Amhara, Sidama and Oromia regional states of
Ethiopia from 2020 to 2024. Econlnsight-Center for Development research and Chris Michelson Insatiate has
accompanied NCA and SCI to document the key program intervention activities and achievements and to
measure the combined impact of these key program intervention activities on the prevalence and incidence of
FGM in the program intervention areas and the various output level indicators that are used to measure(i) the

four main outcome domains of the program

6.1. Conclusion

After controlling the effect of socio-demographic characteristics of the households such as religion, number of
children, mothers age, economic status, education, information exposure (radio and Television) and location
specific factors such as the degree of urbanization and access to urban centers, hospitals and related cofounders
of FGM, the econometric estimation result suggests that the FGM prevalence rate declined by 28 percentage
point in the treatment Kebeles between the baseline and endline survey period. The regression based DID
estimate also suggest that The prevalence of girl’s FGM is higher among mothers who are older, affiliated with
the Muslim religion, illiterate, and whose residences are far from health facilities.

The descriptive quantitative and qualitative data analysis based on the three wave houschold surveys, Key
Informant Interviews (Klls), and Focus Group Discussions (FGDs) also indicated that the fourth phase of the
joint NCA-SCI programme demonstrates measurable and statistically significant reductions in FGM and
CEFM in all the intervention areas except in Dodola woreda of the Oromia region. However, the impact on
the incidence rate FGM and CEFM is not uniform across the five intervention woredas. While some regions
demonstrate marked declines in both prevalence of FGM and new incidences of FGM and CEFM, others show
more modest reductions, indicating that context-specific socio-cultural norms, enforcement environments, and
service access levels influence programme effectiveness varies across regions.

In the Afar, Amhara, Somali and Sidama regions, the incidence rate of girls FGM at the dominant age of cut
category was declined by 51, 50 ,21 and 15 percentage point (ppts), which all are statistically significant changes
in the treatment kebeles between the baseline and endline survey period while it was declined only by 34 ,40,10
and 21 ppts respectively in their counter control kebeles. The joint program also statistically significantly
impacted the composition of the types of FGM between the baseline and endline survey period in the Afar and
Somali region. The form of FGM is substantially shifted from a more severe form of FGM (type 1I &III) to a
less severe form (Type I) of FGM in both regions. The decline in the incidence rate of CEFM between the
baseline and endline survey period was statistically significant only in Afar, Amhara and Sidama region and not
in Oromia and Ambhara region.

Furthermore, analysis of output-level indicators across the four main outcome domains shows consistent
positive change.

Shifting Dominant Social Norms:

Evidence from quantitative and qualitative data indicates growing rejection of FGM and CEFM within
communities. Increased public dialogue, stronger engagement of religious and traditional leaders, and
community-level commitments signal a meaningful shift in previously entrenched norms and have contributed

60



to changing perceptions of FGM and CEFM. However, the pace of normative change differs by region, with
stronger transformation observed in areas where community leadership engagement was more sustained. The
analysis of the household survey data indicates that the percentage of mothers, fathers and girls who (i) support
total abandonment of all forms of FGM/C and (i) disagree with the statement “A gitl in our village should be
circumcised” and (iii) recognize FGM as harmful to the girl and violation of human right significantly increased
from baseline to endline period across all regions even though the percentage points decline varies across
regions. In the Somali and Afar region even the perceived definition of “all” forms of FGM was upgraded at
the endline survey. Because the households and community members in the two regions only recently started
to consider nicked type of FGM (type I FGM), which they used to commonly call it “Sunna”, as form of FGM
following the recent massive campaign against type I FGM and the issuance of a fatwa in both regions declaring
that FGM including nicked type of FGM have no basis in Islamic teachings and contradict the fundamental
principles of protecting life, dignity, and the wellbeing of children.

Empowerment of girls and families to stand against a FGM and CEFM and claim their right

Women and gitls reported greater awareness of their rights and improved confidence to resist harmful practices.

In regions where safe spaces and empowerment platforms were more active, stronger behavioral outcomes

were observed. The Analysis our household survey data indicated that between the baseline and endline survey

period the percentage of

e girls’ that could have refused CEFM and FGM if their parents wanted them to marry before they turn to
the age of 18 or be circumcise statistically significantly increased

e girls whose knowledge about FGM and CEFM increased because of their participation in the life skill
training program significantly increased across all study regions,

e girls who have received both scholastic material and sanitary pads modestly increased

e parents who better equipped to challenge harmful practices after they received structured parental
training statistically significantly increased

e the percentage of parents who want their currently uncut or future daughter to undergo FGM.
statistically significantly decreased

e the percentage of parents who want their currently unmarried or future to marry before they turn 18
years’ age. statistically significantly decreased

In addition, our desk review of annual evaluation and the performance indicator reference sheet (PIRS) for the

achieved output indicators discloses that a total of 3,430 patent’s/care providers enrolled in structured

parenting programs, 2,889 adolescent girls (age 10-24) enrolled in structured life skills programs and 1,558

adolescent gitls (age 10-24) or families” /care providers received economic support/opportunities to prevent

FGM/CEFM during the fourth phase of the joint program implementation period (2020 to 2024). All these

results indicate that the fourth phase of the joint program significantly empowers gitls and their parents in the

program intervention areas to stand against FGM & CEFM and claim their rights.

Provision of Comprehensive Services to women and girls at risk and survivors

The programme strengthened access to legal, medical, psychosocial, and referral linkage services for women
and gitls at risk and survivors. Improved coordination among service providers enhanced responsiveness and
contributed to a more survivor-centered approach. Regions with stronger inter-sectoral coordination and
functional referral systems showed better protective outcomes and survivor support. Our review of annual
evaluation and the performance indicator reference sheet (PIRS) for the achieved output indicators discloses
that a total of 97 service provider institutions were received technical and material support, 2015 individual
service providers with increased knowledge on the prevention, monitoring and response to FGM and CEFM
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were strengthened, 66 of functional referral pathways were established and 720 FGM and CEFM cases
identified and responded to the court during the fourth phase of the joint program implementation period
(2020 to 2024) to ensure protection, support, and recovery services for survivors and girls at risk.

Broader Policy enforcement and cascading Policies, law and commitment to grass root level

Our desk review of annual reports uncovers that during the fourth phase of the joint program (2020 to 2024)

e national and regional consultation events organized in collaboration with partners and the MoWSA,

e integration guideline on FGM and CEFM developed in collaboration with MoWSA,

e the ‘International Day of Zero Tolerance to FGM’, the World Women’s Day and the “16 Days of
Activism” were colorfully commemorated at the national and regional levels,

e about 49 multi-sectoral structures were established/strengthened to work closely with the national
alliance (at national, regional, zonal and woreda level),

e various coordination mechanisms were supported to cascade the commitments made by the federal
government and FBOs at higher levels,

e regional level discussions continued in Afar and Somali regions to influence the adoption of family law,

e Capacity building training on FGM and CEFM was provided to IRCE members in Sidama

e about 21 FBOs cascaded the FBO commitment to end FGM and CEFM by 2025 and

e about 7 research and learning documents produced and disseminated

All these results indicate that the joint program substantially strengthening the enforcement of national policies,
strategies and commitments, legal provisions against FGM and as it supports Ethiopia’s national frameworks,
especially the National Costed Roadmap to End FGM & CEFM. During the fourth phase of the joint program
implementation petriod progress was also made in cascading laws, policies, and commitments to grassroots
levels. Local authorities and community structures showed improved awareness and ownership of legal
frameworks addressing FGM and CEFM, reinforcing accountability mechanisms during the program
implementation petiod.

6.2.  Recommendation

As indicated above the fourth phase of the joint NCA-SCI programme demonstrates measurable and
statistically significant overall reductions in the prevalence and new incidence of FGM and CEFM, alongside
meaningful shifts in social norms, empowerment, service provision, and policy enforcement. However, the
variation in the impact of the program across intervention regions underscore the need for adaptive, context-
sensitive implementation to sustain and accelerate progress.
More importantly, despite measurable progress, deeply entrenched cultural norms in some of the joint program
intervention areas continue to sustain the practice of FGM and CEFM. Achieving Ethiopia’s 2030 elimination
targets, therefore, requires sustained and scaled-up efforts to anchor culturally informed, community-led
transformation. This in turn implies the need to extend the joint program implementation period and multi-
generational, and system-wide approaches that go beyond the fourth phase of the joint program implementation
period.
Under these two general recommendations we would like to suggest the following specific recommendations
1. Extend the joint program for one more phase to eliminate all forms of FGM and CEFM by 2030
2. Adopt adaptive, context-sensitive programming: given regional variations in impact, use disaggregated
data from household surveys and qualitative findings to refine targeting.
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10.

11.

12.

13.
14.

15.

Use disaggregated data from household surveys and qualitative findings to refine targeting.

Intensify context-specific interventions in the Somali and Afar region, where the prevalence rate of
FGM and changes in the dominant norms remain modest.

prioritize and allocate additional resources to eliminate Type I (nicked) FGM in the Afar and Somali
regions. Because in the Afar and Somali region, a considerable proportion of households appear to be
shifting from more severe forms (Type 11 & I1I) to Type I rather than fully abandoning the practice.
If the substation effect is not addressed strategically, Type I FGM may become socially legitimized as
a “compromise solution,” potentially entrenching the practice in a modified form and slowing progress
toward total elimination by 2030. For example, support continued dissemination and reinforcement of
religious declarations (fatwas) rejecting all forms of FGM, including Type 1.

Sustain and consolidate gains in Afar and Amhara region to prevent regression.

Modify the age target of girls FGM in Dodola woreda of the Oromia region or in the selected woredas
of the Sidama region or alternatively in the years ahead don’t implemented the anti-FGM program in
such woredas where girls (below the age of 18) FGM is already minimal

Extend the programme into adjacent high-prevalence non-intervention woredas in to prevent spillover
risks and ensure broader geographic equity

Accelerate normative change through sustained community engagement: Strengthen long-term
engagement with religious, clan, and traditional leaders to address deep-rooted socio-cultural norms
and justifications, expand structured community dialogues and public declarations to reinforce
collective abandonment, increase mass media outreach, particularly through rural radio programming
and listening groups, to amplify positive norms and counter misinformation

Strengthen Parental and Family-Level Interventions: Scale up structured parenting education
programmes, particularly in rural and pastoralist communities, promote intergenerational dialogue
platforms to address resistance rooted in tradition, engage men and boys systematically to reduce social
exclusion risks for uncut girls and women

Enhance girls’ empowerment and economic opportunities to reduce financial incentives for CEFM.
To this end, expand life-skills training and safe spaces for adolescent girls, increase access to scholastic
materials and menstrual hygiene support to improve school retention, strengthen economic support
mechanisms for vulnerable families to reduce financial incentives for CEFM., improve rural girls’
access to education, health services, and labor market opportunities to enhance long-term agency and
resilience

Deepen collaboration with Faith-Based Organizations (FBOs) and Community-Based Organizations
(CBOs): For example, equip religious leaders (e.g., imams, sheikhs, priests, confession fathers) with
contextually appropriate theological and legal messaging against FGM and CEFM, Support FBOs to
mainstream anti-FGM/CEFM messaging into sermons, premarital counselling, and religious
education.

Consolidate Survivor-Centered Service Systems

Strengthen law and policy enforcement and grassroots accountability: In this regards continue
cascading national commitments to regional and woreda levels, strengthen multi-sectoral coordination
platforms and accountability mechanisms, promote community-level monitoring systems to report and
prevent violations and support regional policy dialogue (particularly in Afar and Somali) to strengthen
family law enforcement.

Scale up evidence-based models from high-performing regions (e.g., Afar and Amhara) and adapt them
to regions with slower progress, such as the Somali region and Sidama region.
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Annexes

Annex1: List of Sample Treatment and Control Kebeles and Woredas

Region | Intervention Sample Treatment | Control Kebele | Remark
Ambhara | Tarmaber Tarmaber Adokae Wedera Control Kebeles
Ankober Debre Amashana located in Mojona
Debrebirhan Kosober Baso Dingera and Basi Woredas
Oromia | Dodola Dodola Korodoya Fitota The Control and
Arsi Negele Deneba Garie Serfita treatment kebeles
Brisa Keta Bareda located in the same
Sidama | Wondo Genet Wondo Genet | Gike Atoye | Wosha Program Intervention
Hawassa town Aruma Abaye Woredas
Baja Fabrika | Wondo Ketema
Hawassa Zuria Hawassa Zuria | Gamatto Hawella Wondo 2
Fara Chafasine
Tulla Geter | Finchawa
Somali | Berano Berano Hoswayne Dudum
Gode Raranle Birtadher
Haarbariis Qoraxda
Jigjiga Zuria Jigjiga Zuria Hodleyq Diniti
Jigjiga town Karamara Ceelbaxay
Faraholdey | Woordheere
Keberi Beyh Keberi Beyh Garbi Bariisle
Tuli-Guled Guyow Eegato
Gillo Garbiile
Degahaboure Degahaboure | Hodale Bulale
Birkod Garawo Falfal
Higlaley Dhabile
Shegosh Shegosh Waji-waji Isdoh
Biyoley Karin-dabayl
Kururuhle | Karin-agag
Errer Erer Aydora Magalo ad Both groups in the
Aysha , intervention Woreda
Asbuli Ordala
Dembele
Afar Elidar Elidar Suloa Kumaberi Control kebeles are in
Ealider 01 Asgefen Samurabi Woreda
Wuhalimat | Dalati
Bidu Bidu Tio Enaito Control Kebeles
Berhale Agum Lelida Hadaelela Woreda
Sodomta Aftoha
Golina Golina Fokisa Bolak-amo Control Kebele is in
Yallo Botoni Rakden Ewa Woreda
Awra Muli Kofo Budud
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Annex 2:

Performance indicator reference sheet: Transformed dominant norms

Outcome #1 2020 2022 2023 2024

# of individuals enrolled in community conversation 10,678 4,079 2,381 3,654

# of community members who were reached with FGM | 9,196,375 | 2,334,929 | 1,099350 | 1,530,332
and CEFM messages

# of FBOs and CBOs in the intervention areas that | 44 18 32
integrated FGM and CEFM in their structures and bylaws

Annex 3. Percentage of mother respondents’ agreement with the statement “A girl in our village should matry before she turns 18 years

old”

dn4 S.E t-value p-value [95% Conf Interval] Sig
Coef.

Time dummy (Post=1) =121 .023 -5.20 0.00 -.166 -.075 kK
Group dummy .029 .023 1.28 202 -.016 .073

DID estimate -.091  .029 -3.16 .002 -.147 -.034 Horck
Number of children 0.00 .005 -0.08 933 -.01 .009

Religion dummy .147 .018 8.32 0.00 112 181 kK
(Muslim=1)
Age -.002 .001 -1.93 .054 -.004 0.00 *
Literacy .027 .018 1.54 124 -.007 .062

Engage in non-farm IGA =072 .022 -3.31 .001 -.115 -.029 ok
Travel time to hospital .001 0.00 4.77 0.00 0.00 .001 Horck
Travel time to woreda 0.00 0.00 -2.71 .007 -.001 0.00 rorok
town

Engaged in farming -.039 .019 -2.07 .038 -.077 -.002 ok
Listen radio -.044 018 -2.52 .012 -.079 -.01 *ok
Watch Television -.008 .017 -0.48 .631 -.042 .025
Live in rural Kebele .005 .024 0.23 -.041 .052

Constant 251 .058 4.35 0.00 138 364 rork
Mean dependent var 0.207 SD dependent var 0.405
R-squared 0.100 Number of obs. 2928
F-test 40.173 Prob > F 0.000
Akaike crit. (AIC) 2739.920 Bayesian crit. (BIC) 2829.652

w6k < 0, %% p<.05, * p<.1
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Annex 4. Percentage of father respondents’ agreement with the statement “A gitl in our village should marry before she turns 18 years

old”
mdn_4 S.E. t-value p-value [95% Conf Interval] Sig
Coef.

Time dummy (Post=1) -.07 .024 -2.95 .003 -116 -.023 Hok
Group dummy .003 .022 0.15 .882 -.04 .047

DID estimate -.054  .029 -1.87 .061 =11 .003 *
Number of children -.006  .005 -1.29 .198 -.015 .003

Religion dummy .131 .013 9.97 0.00 105 157 ok
(Muslim=1)

Age -.001  .001 -1.64 1 -.003 0.00

Literacy -.033  .015 -2.15 .031 -.063 -.003 ok
Engage in non-farm IGA -.015 .023 -0.64 .52 -.06 .03
Travel time to hospital .001 0.00 6.10 0.00 0.00 .001 ok
Travel time to woreda town  0.00 0.00 -1.07 283 -.001 0.00

Engaged in farming .05 .02 2.50 .013 .011 .089 ok
Listen radio -.051  .017 -2.97 .003 -.084 -.017 Horck
Watch Television 0.00 .018 -0.01 991 -.036 .036

Live in rural Kebele -.059 .03 -1.97 .049 -.118 0.00 ok
Constant 207 .059 3.50 0.00 .091 323 ok
Mean dependent var 0.174 SD dependent var 0.379

R-squared 0.116 Number of obs 2448

F-test 31.976 Prob > F 0.000
Akaike crit. (AIC) 1921.422 Bayesian crit. (BIC) 2008.468

X p<.01, ** p<.05, * p<.1

Annex 5. Percentage of mothers who recognize CEFM as harmful and a violation of human rights
kn10_kn11 S.E. t-value p-value [95% Conf Interval] Sig
Coef.

Time dummy (Post=1) -.085 .027 -3.14 .002 -139 -.032 rorok
Group dummy -.03 .023 -1.31 189 -076 015
DID estimate .09 .033 2.70 .007 .025 155 rorok
Number of children .009 .005 1.79 .073 -.001 .02 *
Religion dummy -.21 .02 -10.31  0.00 -.251 -17 HoHK
(Muslim=1)
Age 0.00 .001 -0.32 748 -.003 .002
Literacy .073 .02 3.72 0.00 .034 A11 HoHK
Engage in non-farm IGA .035 .027 1.31 .189 -.017 .088
Travel time to hospital -.001  0.00 -5.20 0.00 -.001 0.00 Hork
Travel time to woreda 0.00 0.00 0.45 .654 0.00 0.00
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town

Engaged in farming -001  .023 -0.05 .96 -.047 .045
Listen radio .04 .02 2.02 .044 .001 078 ok
Watch Television 055 .031 1.80 073 -.005 115 *
Live in rural Kebele -026  .026 -0.99 321 -.078 025
Constant 896 .067 13.45 0.00 765 1.027 ok
Mean dependent var 0.672 SD dependent var 0.469
R-squared 0.105 Number of obs 2923
F-test 37.625 Prob > F 0.000
Akaike crit. (AIC) 3578.920 Bayesian crit. (BIC) 3668.626
R p<.01, ** p<.05, * p<.1
Annex 6. Performance indicator reference sheet: Empowering Girls and Parents
2020 2021 2022 2024
Outcome 2
# of Parents/care providers who enrolled in structured parenting | 1305 568 229 1328
programs
# adolescent girls (age 10-24) enrolled in structured life skills | 942 725 260 962
programs
# adolescent gitls (age 10-24) or families/cate providers who | 657 330 155 416
teceive  economic  support/oppottunities  to  prevent
FGM/CEFM
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