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1 Introduction 

Chapter 1 Introduction 

 

Female Genital Mutilation/Cutting (FGM/C) is a phenomenon that has existed 

in Indonesia since ancient times. As described by Feillard and Marcoes (1998) 

various writings of Dutch scientists show that FGM/C can be found in 

Indonesia since the late 17th century. Gervaise, for example, wrote in 1670 

about FGM/C practice among Muslims in Makassar, Sulawesi. While Winter, a 

Dutch scientist, wrote in 1843 about partial clipping of the clitoris of 6-to7-

year-old girls in Solo. Riedel’s writing, made in 1870, revealed a similar 

practice among girls aged 9 to 15 in Gorontalo, Sulawesi. The practice of 

FGM/C among Buginese girls aged 3 to 7 years is also described in the writing 

of B.F. Matthes made in 1875. AL Van Hasselt stated in 1882 that FGM/C was 

performed at a younger age compared to boys' circumcision in Minangkabau 

Hurgronye's paper written in 1924 confirmed earlier findings of FGM/C 

practice. Hurgronye conducted a study among Sundanese, Javanese and 

Acehnese. Unlike previous researches, Hurgronye points out that FGM/C 

practice is cloaked in a shroud of secrecy. The practice of FGM/C among the 

Sundanese people is done in private. In Aceh it is carried out more secretly. 

The mystery of FGM/C was not found by Hurgronye among the Javanese 

nobles who perform FGM/C openly. 

Although FGM/C has long been performed in Indonesia, this practice tends to 

be ignored by many parties. Many argue that FGM/C is an "African 

phenomenon" (Patel and Roy, 2016). Further research indicates that FGM/C is 

not only practiced in Africa. Rather, it is a global issue affecting the lives of girls 

in Indonesia, Malaysia, Iraq, Oman and other countries in the Middle East. The 

practice of FGM/C is passed down from through generations because of 

tradition, culture, religion and social pressure (Patel and Roy, 2016). In 

Indonesia, FGM/C remains a complex issue. The practice of FGM/C in many 
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parts of Indonesia has become part of the social norms rooted in people's lives. 

This practice is referred euphemistically as female circumcision (FC) rather 

than genital cutting or female genital mutilation to reduce its significance. 

At the international level, FC is referred to as Female Genital 

Mutilation/Cutting. The World Health Organization defines FGM/C as partial 

or total removal of the external female genitalia or other injury to the female 

genital organs for non-medical reasons (WHO, 2012). Furthermore, WHO 

(2012) classifies FGM/C into 4 types as follows: 

1. Type I: Partial or removal of all clitoris and/or the prepuce 

(clitoridectomy). Type I is divided further into two subdivisions: 

a) Type Ia, removal of the clitoral ho odor prepuce only 

b) Type Ib, removal of the clitoris with the prepuce 

2. Type II: Partialor total removal of the clitoris and the labia minora, with 

or without excision of the labia majora. Type II is divided into three 

subdivisions: 

a) Type IIa, removal of the labia minora only; 

b) Type IIb, partialor total removal of the clitori sand the labia minora; 

c) Type IIc, partial or total removal of the clitoris, the labia minora and 

the labia majora 

3. Type III: Narrowing of the vaginal or if ice with creation of a covering 

seal by cutting and appositioning the labia minora and/or the labia 

majora, with or without excision of the clitoris (infibulation). Type III is 

divided into two subdivisions: 

a) Type IIIa, removal and apposition of the labia minora; 

b) Type IIIb, removal and apposition of the labia majora. 

4. Type IV: All other harmful procedures to the female genitalia for non-

medical purposes, for example: pricking, piercing, incising, scraping and 

cauterization. 
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The FGM/C issues do not get much attention largely due to the limited data on 

where and how women's circumcision is performed. The most data on FGM/C, 

in fact, was found from the practice adopted in the past as described 

preveiously. The FGM/C practice began to receive attention from Indonesian 

intellectuals in the 1990s (Putranti, 2008). Feillard and Marcoes (1998) found 

that although FGM/C is considered a symbolic gesture that is shrouded in 

secrecy, it has turned into a practice equated with male circumcision. FGM/C 

spread to various parts of Indonesia through the Islamization (Feillard and 

Marcos, 1998). In addition to Feillard and Marcos (1998) research, there are 

several studies conducted in various areas focusing on variations in practice, 

motivation that is based on religion or tradition and FGM/C implications on 

women's health (Budiharsana et al 2003 in Padang, Padang Pariaman, Serang, 

Sumenep, Kutai Kartanegara, Gorontalo, Makassar, and Bone; Ida 2005 in 

Madura; Musyarofah et al. 2003 in Lampung, Newland 2006 in West 

Java;Putranti et al. 2003 in Yogyakarta and Madura; Rahman 1999 in West 

Java; Suryandaru2004 in South Java; and Sumarni et al. 2005 in Yogyakarta). 

All of these studies demonstrate that the same FGM/C procedure is adopted 

many areas in Indonesia. In addition, partial removal of the clitoral were found 

in all locations of the study. The existing studies, however, show that in many 

locations the practice of FGM/C has changed, with the removal of the clitoris 

becoming a symbolicactonly. 

Clarence-Smith (2008) reported that FGM/C has shown a worrying 

development. As the Islamic revival expanded in the 1970s, FGM/C spread 

more widely in Indonesia. The higher incidence of FGM/C is mostly found in 

the East and Central Java Provinces. Muslims who did not carry out FGM/C on 

their daughters were then encouraged to adopt the practice. In addition, 

FGM/C is widely performed on newborns. FGM/C is often marketed as part of 

birth delivery package along with ear piercing for female babies. This situation 

can be found mainly in urban areas through medicalization and 

commercialization of FGM/C (Budiharsana et al., 2003; Feillard and Marcoes 

1998; Newland 2006; Putranti et al., 2003). 
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1.1 Background Information 

In terms of policy, regulations concerning FGM/C have gone through some 

changes. In 2006, the Ministry of Health issued a regulation prohibiting all 

forms of female genital cutting to be performed by medical professionals. This 

regulation was opposed by the Indonesian Ulema Council which in 2008 issued 

a fatwa stating that the prohibition of FGM/C was against the Islamic law. The 

Indonesian Ulema Council viewed circumcision as fitra, syiar Islam and 

makrumah (Fatwa of the Indonesian Ulema Council, 2009). In 2010, the 

Ministry of Health issued a regulation stipulating guidelineson how to perform 

FGM/C based on the fatwa of the Indonesian Ulema Council (State Gazette of 

the Republic of Indonesia, 2010 no 672). This regulation allows medical 

professionals to perform FGM/C, which lead to debates and discussions about 

FGM/C practice in Indonesia. This ministerial regulation of 2010 replaced 

other regulation issued by the Mininter of Health in 2006 prohibiting medical 

professionals to perform FGM/C. This regulation is a compromise: while the 

Government agreed to lift the regulation prohibing FGM/C to be carried out by 

medical professionals, they issued a regulation stipulating that FGM/C can 

only be under medical supervision and only in accordance with specific 

guideline (Patel and Roy, 2016). 

The Ministry of Health perceived the FM/C regulation issued in 2010 

asaharmreduction effort as it only allows for a slight cutting or sraping of the 

genital skin undertaken only by medical professionals. This FC regulation, 

however, was opposed by many medical experts and groups fighting for 

human rights. They were afraid that medicalization of the FGM/C procedure 

does not take into account the potentially traumatic effects among girls 

undergoing FGM/C. The issuance of regulation of the Minister of Health in 

2010 may be interpreted as a permission for health professionals to perform 

FGM/C (www.huffingtonpost.com/julialallamaharajh/indonesianew 

guidelines b_1030330.html). 

In 2010, the Ministry of Health was regarded to have played an important role 

that sustain the FGM/C practice. Since 2010 FGM/C has been practiced in 

many parts of Indonesia as part of the birth delivery package. It can be said 

that the regulation of the Minister of Health issued in 2010 actually promotes 

FGM/C, increases the number of women undergoing FGM/C and, therefore, 

http://www.huffingtonpost.com/julialallamaharajh/indonesianewguidelines b_1030330.html
http://www.huffingtonpost.com/julialallamaharajh/indonesianewguidelines b_1030330.html
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adds to the number of women who will bear the consequences of FGM/C (Patel 

and Roy, 2006). The study conducted by Patel and Roy (2016) in Padang, 

Lombok and Jakarta showed that although the ministerial regulation in 2010 

only allows medical professionals to carry out FGM/C under specific 

guidelines, FGM/C is still perfromed by traditional birth attendants and public 

figures using equipment that is not sterile or even endanger the patient. The 

instrument used to perform the procedure includes razor blades, penknives, 

kitchen knives, nil. Interviews with medical professionals indicated that there 

is no special training for medical profesionals, personnel, traditional birth 

attendants and circumcisers to perform FGM/C. On the other hand, training in 

male circumcision is done regularly based on clear and uniform procedures 

(Patel and Roy, 2016) 

In early 2014, the Government of Indonesia revoked regulation of the Minister 

of Health that was issued in 2010 by stating that since FGM/C does not offer 

any medical benefits and even is potentially harmful to women's health, the 

government will not support FGM/C practice. The new government regulation 

concerning this subjetcan be seen in the Ministerial Regulation issued in 2014 

as follows: 

a. Article 1 

Regulation of the Minister of Health No. 1636/Menkes/Per/XII/2010 

concerning FGM/C was revoked and declared null and void. 

b. Article 2 

Giving mandate to the Health Consultative Assemby to issue guidelines 

on the practice of FGM/C that ensure the safety and health of women who 

are circumcised. 

Critics have argued that this 2014 regulation is a step backward rather than 

forward, because it still allows for the practice of FGM/C to be continued 

without any state intervention and facilitation (Orchid, 2014). When it comes 

to FGM/C in Indonesia, the mandate for action lies with the Health 

Consultative Assembly who is yet to set legal framework for the practice of 

FGM/C practice in Indonesia (Patel and Roy, 2016). 
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Government’s policy on female circumcision is ideally formulated based on 

comprehensive data. So far, the available data on FGM/C is limited to 

qualitative data from a wide range of studies with limited coverage. The only 

quantitative data that has wide coverage is the data collected by the Ministry 

of Health through Basic Health Research or Riskesdas (2013). Data on FGM/C 

in Riskesdas (2013) indicates that FGM/C is practiced in all provinces in 

Indonesia with highly varying percentage. 

 

Figure 1.1 Percentage of girls aged 0-11 yeas undergoing FGM/C by 
province, Indonesia, 2013 

Source: Riskesdas, the Ministry of Health of the Republic of Indonesia, 2013 

The prevalence of FGM/C in Indonesia is very high. Fifty-one percent of women 

in Indonesia have been circumcised. Most FGM/C is done when they are 1 to 5 

month sold. 

Under the related regulation of the Minister of Health issued in 2010, FGM/C 

may only be per formed by medical professionals. Riskesdas (2013), however, 

shows that the percentage of FGM/C performed by non-medical professionals 

is still relatively high. It is probably related to the request made for non-

medical professionals (traditional circumciser or traditional birth attendant) 

to perform FGM/C, which is still high. In many areas, FGM/C is seen as a 

tradition. The medicalization of FGM/C has not only changed the practice of 

FGM/C, but also the cultural significance attached to it (Putranti, 2008). 

Therefore, many women feel more secured to have their children or grand 
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children under going FGM/C performed by a traditional birth attendant or a 

traditional circumciser who they think have better understanding about the 

meaning of FGM/C from the point of view of tradition. The study conducted by 

Budiharsana et. al. (2003) shows that in general the Moslem community 

supports the continuity of FGM/C for they see it as both tradition and religious 

obligation. In other words, FGM/C is not merely viewed as a medical procedure 

that has nothing to do with tradition or religion. 

 
 

Figure1.2 FGM/C Prevalencein Indonesia 

Source: Riskesdas, the Ministry of Health of the Republic of Indonesia, 2013 

 

 

Figure1.3 Provider of FGM/C in service in Indonesia 

Source: Riskesdas, the Ministry of Health of the Republic of Indonesia, 2013 
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FGM/C is a complex issue, which requires historical, anthropological and 

sociological explanations. The data obtained from Riskesdas (2013) is very 

limited and unable to describe the background of the family practicing FGM/C 

on their family members, how and where FGM/C is done, why it is done, what 

type of FGM/C is commonly practiced in Indonesia, and so on. Patel and Roy 

(2016) mentioned that most of community members practicing FGM/C in 

Indonesia do not support the most severe types of FGM/C (type II and type III) 

although the existing data shows that these types of FGM/C are still practiced 

in Madura and in some rural areas in Indonesia. In addition, lack of knowledge 

about how to carry out FGM/C procedure opens up the possibility for 

perpetrators of FGM/C to unintentionally perform FGM/C type II and type III. 

Likewise, girl who is undergoing FGM/C and her parents are unaware what 

kind of FGM/C procedure undertaken by FGM/C perpetrators. As there are so 

many questions relating to FGM/C while the answers cannot not be fully 

drawn from the Riskesdas data (2013), the need to conduct a more 

comprehensive study of FGM/C, which is particularly related to the 

medicalization of FGM/C, is greater. 

1.2 Objective 

This study was carried out to collect data on the medicalization of FGM/C in 

Indonesia, particularly in certain parts with high prevalence of FGM/C. The 

data collected through this study is expected to be used as evidence to 

formulate a strategy to discontinue medicalization of FGM/C, to hold a policy 

dialogue and to advocate the abolition of FGM/C practice. 

The objective of this study can be elaborated in more detail as follows. 

1. Describe the users of FGM/C service. What are their characteristics? 

Whereis FGM/C conducted? What are their criteria for selecting provider 

of FGM/C service? 

2. illustrate the distribution of FGM/C cases according to the type of FGM/C 

service providers and the place where FGM/C is performed (hospitals, 

health care clinics and other public health care facilities) 
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3. explain the variations in the type of FGM/C according to the service 

provider as well as the medical procedures performed 

4. supportthe Government of Indonesia toachieve its goal, i.e. to end the 

practice of FGM/C through regulations that are based on valid and 

current evidence 

1.3 Metodology 

1.3.1 Approach 

Survey on Female Genitalia Mutilation/Cutting (FGM/C) conducted in 

Indonesia in2017 used a quantitative approach and structured interviews for 

data collection. The survey instrument or questionnaire was prepared and 

developed by PSKK UGM with input from UNFPA and the National Commission 

on Violence against Women. Prior to its use, discussions on the development 

of the questionnaire were held between UNFPA and PSKK. 

1.3.2 SamplingMethod 

1.3.2.1 Selection of Province and District/City 

The method used in the FGM/C Survey was Multistage Area Sampling with 

purposive method for selection of study location on the ground that: 

1. Based on the results of the 2013 Basic Health Research (Riskesdas), there 

are seven provinces with the highest prevalence of FGM/C: Gorontalo, 

Bangka Belitung, Banten, West Java, Riau, South Kalimantan, and West 

Sulawesi 

2. There are three provinces that have a regulation concerning FGM/C: East 

Kalimantan, Jambi and West Nusa Tenggara. 

Below is the list of provinces and districts/cities selected as the location of 

FGM/C survey conducted in 2017 in Indonesia. 
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Table 1.1 List of Select Districts 

Province District/City 

Criteria 

Having High 
FGM/C 

Prevalence 
(Basic Health 

Research, 
2013) 

Having a 
regulation 
concerning 

FGM/C 

1 Province 2 Districts/ 
Municipalities 

   

Gorontalo Bone Bolango 93,1  

 North Gorontalo  86,9  

Bangka Belitung East Belitung  93,1  

 South Bangka  90,6  

Banten Pandeglang District  90,7  

 Lebak District  87,6  

Riau DumaiCity 85,8  

 Meranti Island 83,5  

South Kalimantan  Barito Kuala 85,7  

 Banjar 84,6  

West Java Bogor 93,6  

 Bogor District 92,8  

West Sulawesi  Majene 92,5  

 Polewali Mandar 90,7  

1 Province 1 
District/City 

   

East Kalimantan  Samarinda 80,5 Yes 

Jambi Jambi 74,6 Yes 

West Nusa Tenggara  West Lombok  58,1 Yes 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

1.3.2.2 Selection of Sub-Districts and Urban/Rural Villages 

The next step was to determine the sub-district using the Probability 

Proportion to Size (PPS) method. The Probability Proportion to Size (PPS) is a 

sampling procedure where the probability of the selectunitis proportional to 

the size of the main unit, giving the larger group a greater probability of being 

selected than the smaller group. 
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Some requirements to comply with when using the PPS method include: 

1. The population of each district/city was identified. For survey on 

medicalization of female circumcision, the population was female aged 

0-14 in each sub-district. This particular group was selected because the 

available data from BPS divides the age group by five yearly intervals, not 

single age. 

2. Determine the number of sample of locations. For this survey, the 

number of sample sub-districts is five. 

3. Determine the number of households per sub-district to become 

respondents. For this survey, 50 households were recruited from each 

sub-district. 

The selection of locations and respondents is presented below in more detail. 

 

Figure 1.4 Survey Location and Respondent Selection Stage 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

The village selection procedure was also carried out in the sameway as the 

sub-district selection, i.e using the Probability Proportionto Size (PPS) 

method, where in each select sub-district 5 villages were selected, and in each 

village 10 households were recruited. 
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1.3.2.3 Selection of Household 

Selection of households was done by listing the households that have female 

members aged 0-11 years who have been circumcised. The steps taken to 

select a household are as follows. 

a) Select dusun/RW in a village based on the highest number of girls aged 0-

11 years undergoing FGM/C. 

b) This selection was made by taking into account the information obtained 

from by village apparatus. 

c) list the households that have girls aged 0-11 years who have undergone 

FGM/C. Information and data could be obtained from various sources, 

including: 

• midwife/nurse who performs female circumcision 

• religious figure 

• public figure 

• traditional circumciser 

• cadre of posyandu/family planning field officer 

The next step after the household listing was done was selecting the 

respondents. The selection procedure is as follows. 

• Count up how many households that have girls aged 0-11 years who have 

undergone FGM/C 

• Next, the number of households in one dusun/RW was divided into 10 to 

obtain the target households to be interviewed. The result of the division 

was an interval to randomize the data. 

• Identify 

thefirstrandomnumbertodeterminethehouseholdbyrandomizingthenu

mberofallhouseholdseligibleforinterview, i.e households that have girls 

aged 0-11 years who have been circumcised. 



 

13 

1.3.2.4 Number of Respondents 

After all the selection stages were completed, the number of respondents in 

each location could be obtained. The number of sub-districts selected in each 

district/city was five, and in each sub-district five villages were chosen. The 

total number of households being selected as sample of respondents from each 

district/city was 250, so the number of households to be interviewed from 

each sub-district was five. Recapitulation of the number of respondents by 

location can be seen in the following Table . 

Table 1.2 Research Location and Number of Respondents 

Province District/City 

No. of Respondents 

Household 
Health 
worker 

Gorontalo Bone Bolango 250 5 

 North Gorontalo  250 5 

Bangka Belitung  East Belitung  250 5 

 South Bangka  250 5 

Banten Pandeglang District 250 5 

 Lebak District 250 5 

Riau DumaiCity 250 5 

 Meranti Island District 250 5 

South Kalimantan  Barito Kuala District 250 5 

 BanjarCity 250 5 

West Java BogorCity 250 5 

 Bogor District 250 5 

West Sulawesi  Majene District 250 5 

 Polewali Mandar District 250 5 

East Kalimantan  SamarindaCity 250 5 

Jambi Jambi City 250 5 

West Nusa Tenggara  West Lombok District 250 5 

TOTAL  4.250 50 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
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1.3.3 Development of Survey Instrument 

The instrument used in this FGM/C survey consisted of three types of 

questionnaire: the questionnaire for respondent of wife, husband, and health 

worker. The questionnaire for respondent of wife was aimedat 

collectingdemographic data of household members, their knowledge and 

attitudes towards FGM/C, history and practice of FGM/C, access to 

information, and decision making in the household. The questionnaire for 

respondent of husband was targeted to obtain information about their insight 

and attitudes towards FGM/C, access to information, and decision making in 

the household. While the questionnaire for health workerswas used to gain 

information about their knowledge and attitudes towards FGM/C and FGM/C 

they performed. 

These three types of questionnaires were prepared by PSKK taking into 

account the inputs from UNFPA and the National Commission on Violence 

against Women. The instrumentswere revised through several stages of 

activity as shown in Figure 1.2. 

 

Figure 1.5 FGM/C Survey Instrument Development Stage 2017 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

The original instrument used to collect data in this survey was developed by 

PSKK. Discussion about the questioner began with a preliminary workshop 

that involved PSKK and UNFPA team. The main agenda was to discuss 

variables which may provide the answer to the questions given in the survey. 
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The next stage was development ofquestionnaire based on the input obtained 

from a preliminary workshop. The first revision of the questionnaire was 

reviewed in Training of Trainers (ToT) conducted in Yogyakarta. The results 

were incorporated into the questionnaire that would be tested in the field. The 

results of field trials in ToT would identify variable of questions that are 

difficult to ask and the time needed to complete an interview using each type 

of questionnaire. 

Based on the input obtained from the field trial, the questionnaire underwent 

further revision to be discussed during the Training of Enumerators (ToE). At 

this stage it was still possible to improve the questionnaire with input received 

from discussion with prospective field officers. After ToE, a final revision was 

made to the questionnaire to be used for data collection. When the field team 

was mobilized to each study site, the final questionnaire was ready to use. 

1.3.4 Survey Management 

The 2017 FGM/C Survey has three main components: management team, field 

team and admisnitration.The management team is comprised of a team leader, 

a survey and training manager, a data quality assurance specialist, a data 

manager, a PIP coordinator and a programmer. 

The Team Leader has the following tasks: 

a. Prepare and develop the survey instruments 

b. Prepare the survey strategy and implementation of the work plan 

c. Ensure the overall implementation of the survey and be responsible for 

reporting the progress of the survey and the problems encountered 

during the survey. 

d. Coordinate, supervise, and train all field teams 

e. Write an analysis report based on findings of the survey 

The Survey and Training Manager is responsible for: 

a. preparing training strategies (Training of Trainers and Training of 

Enumerators) and implementation of the work plan 
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b. preparing data collection strategy and implementation of the work plan 

c. coordinate all stages of the survey implementation 

d. provide substantive input to the development of the survey instruments 

e. coordinate, supervise, and train all field teams 

f. report the progress and the problems encountered during the survey to 

the team leader 

g. write an analysis report based on the results of the survey 

The Data Quality Assurance Specialist has the following tasks: 

a. ensure the data entry program developed by the programmer run well 

b. provide substantive input to the development of the survey instruments 

c. coordinate, supervise, and train all member of the Data Management 

team and the programmer 

d. report progress and problems during data collection and data 

management to the team leader 

e. write an analysis report based on the results of the survey 

The Data Manager is assigned to undertake the following tasks: 

a. ensure the data entry program developed by the programmer run well, 

and prepare a work plan on management and field data strategy 

b. coordinate all stages of data management 

c. provide substantive input for the development of the survey instruments 

d. work with the programmer to solve problems related to the data entry 

program, if any 

e. report the progress and the problems encouuntered during the data 

management process to the team leader 

f. write an analysis report based on the results of the survey 
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During the field data collection process, the survey manager 

developscoordinated work with the quality assurance specialist, the data 

manager and the programmer to manage and organize preparation of data 

entry process before and after the field work has been done.The Data Manager 

is in charge of distributing assignments to the field team to do a specific work 

for the Center of Research Information (PIP). The Data Manager’s tasks include 

monitoring the field team during data collection process, managing the 

electronic data resulted from interviews, and preparing the data used for 

writing the final report. The programmeris responsible for designing a data 

entry program using CS-Pro and monitoring its implementation. He/she is also 

responsible for the development and application of this program in the field 

under the supervision of the training and survey manager, the quality 

assurance specialist as well as the data manager. 

The size of the field team was defined according to estimation the maximum 

workload of each team member that allows them to work timely and 

accurately. Therefore, each team should be comprise of one supervisor, four 

enumerators, and one data editor. The field team is responsible for data 

collection process using questionnaires. The survey and training 

managerisresponsible for overseeing the data collection process, including 

ensuring the accuracy and completeness of respondents' data. The field team 

members areresponsible forensuring the completeness and accuracy of data 

during data collection. If corrections and confirmation arenecessary to ensure 

quality of the data, the field team should re-interview or re-visit the household. 

Job descriptions of each field team member in details are as follows. 

1. Field Supervisor 

a. report on the field team progress and report the problems encountered 

in the field to the management team 

b. responsible for the administrative affairs of the team 

c. send EDF (Elektronic Data File) or secondary data and other supporting 

documents to the management team and PIP 

d. cross-check at least 10 percent of the questionnairedistributed in each 

sub-district to ensure the quality of the data collected 
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e. make daily work plans based on field conditions and hold daily briefing 

for the field team 

f. arrange permits at the kecamatan and village level 

g. establish basecamp for the field team 

h. supervise the enumerator during interview 

i. verify suspicious or unclear data by checking it with the enumerator 

2. Enumerator 

a. Conduct an interview 

b. check completeness of the data, including secondary data and other 

supporting documents 

c. ensure that all data or other supporting documents have been 

collected 

d. assist with the assignments given by the field supervisor (licensing, 

finding basecamps, interviews) 

3. Data Editor 

a. Manually editing questionnaires that have been completed by the 

enumerator 

b. Enter the data obtained from field after manual editing is completed 

c. check the completeness of the data, including secondary data and 

other supporting documents. 

The field supervisor, enumerator, and data editor areresponsible for collecting 

data. They arealso responsible for ensuring quality of the collected data. All of 

these activities aresupported by an administrative team that also 

providessupport for all stages of the survey activities, from preparation to 

reporting ( see Figure 1.3). 
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Figure 1.6 FGM/C Survey Management Team 2017 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

1.3.5 Data Management 

Data management is aimed at monitoring field activities through reports from 

the field team. Record of the field team movement and address of the 

basecamp are important information for supervision and monitoring of the 

survey. It is useful information to estimate the target of completion of data 

collection in the field. The problems encountered and their solutions are 

recorded and itemized every day for reference if similar cases occur in other 

locations. 

Data management in the FGM/C Survey of 2017 comprised data entry and data 

cleaning. Data that had been collected was processed in the form of electronic 

data using a program specifically designed for data entry anda data cleaning. 

This program can also perform data analysis.The data entry was conducted 

mostly by the data editor. The four-box mechanism (A, B, C, and D) was used 
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during data collection for examination of questionnaires undertaken by the 

data editor and supervisor. Box A was filled with questionnaires that had been 

manually edited by the interviewer. Box B was used for the questionnaires 

from box A that had been manually checkedand marked by the data editor and 

the supervisor for revision by the enumerator. The revised questionnaires 

from box B were placed in box C to be rechecked by the data editor and the 

supervisor. After all checks and edits were completed, the clean 

questionnaireswent to box D. Next, the questionnaires in box D would be 

entered by the data editor. If no error was found during the manual editing 

process, all questionnaires in box A would go directly to box D for data entry 

process. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1.7 Four-Bos procedure in the FGM/CSurvey2017 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

The supervisoris responsible for editing the questionnaires manually prior to 

data entry. He/she also enters important data entry and looks over siginificant 

things such as, completeness of answers, unclear enumerators’ handwriting, 
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and inconsistentand/or confusing /unclear answers, and communicates the 

results of this examination to enumerators, so they can verifty them with the 

respondent or make further actions to solve the problem. After the 

questionnaires have been checked and entered, the supervisor submits 

electronic data trough e-mail 

PIP has a special section that records receipt and check the completion of 

questionnaires sent by the field team. This information is sent regularly to the 

data cleaning manager so he/she can distribute tasks in data cleaning 

activities. Any problems occuring with regard to the completeness of the 

questionnaires should be communicated with the field coordinator. 

1.3.5.1 Data Cleaning 

To ensure the quality of the data, there were several stages of data cleaning 

conducted in the field as follows. (i) manual edit by interviewers, (ii) data 

checking by the data editor using the data entry program, and (iii) data 

checking by the supervisor. After these activities were completed, each team 

submittedthe questionnaires and files containing data to PIP at PSKK UGM. PIP 

carried out four data management activities as follows: 

1. Scan of the questionnaires. It was aimed at facilitating the examination 

of the questionnaires under going some procedures in the field. The file 

was coded based on the questionnaire’s ID to help the cross-check 

activities between questionnaires and electronic data. If at the last stage 

it was found that some questionnaires were not entered, this should be 

rechecked with the field team for data cleaning. On the other hand, if 

there was file that was in consistent with the questionnaire, the field 

team should be informed immediately to allow all relevant parties to give 

it a check. 

2. Inspection of respondents and sampling list. This activity was 

aimedatensuring that the select met the requirements to be interviewed 

in the FGM Survey. This activity also ensured that all the respondents 

who had been interviewed using an agreed procedure had gone through 

a check. 
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3. Data verification. The data cleaning procedure in the field required that 

all data editors recorded all the confirmations, questions, and revisions 

made in the field in a separate form. 

4. Inspection of filecontaining the data that had been entered for data 

verification. 

The data cleaning activities in PIP are shown in Figure 1.5. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1.8 Data Management Process in PIP 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

Field Data 

Questionnaire Electronic Data File (EDF) 

Send out 

questionnaires 
Via Internet 

Check PQx 

CENTER OF RESEARCH INFORMATION (PIP) 

PQxcomplet

e 

PQxincomplete 

Check with 

Field Team 

Check 

EDF 

EDF incomplete 

Check with 

Field Team 

Scan 

PSKK-UNFPA 

EDF 

PIP-PSKK 
(EDF versi 1) 

 Check 
respondentsand 
sampling form 

 Data Verification 

FINAL 



 

23 

1.3.5.2 Data Quality Assurance 

In order to maintain the quality of the data, PIP undertook several activities, 

such as coding, checking missing data, and checking data consistency. 

a. Coding was aimed at giving a mark on open questions or reclassifying 

other answers. The coding was based on the following information: 

• consistency of code given to each variable on the questionnaire 

(family and business) 

• grouping in larger units 

• distribution of answer, if reclassification of the answers was not 

possible, the answer remainedun changed. 

b. Check for missing andoutofrangedata 

This activity was undertaken to detect missing or out of range data. Both 

may occur due to errors in data entry or findings in the field. If there is a 

missing value in EDF, then PQX is consuted to see if there are any errors 

in the data entry or the numberis actually out of range. If the electronic 

data files (EDF) and the physical questionnaires (PQX) indicate that there 

is out of range data, PIP made a margin note. But if the EDF is not 

consistent with the PQX, it is more logical to accept the data withdrawn 

from the questionnaire (PQX) given the relationship between variables 

or margin notes. 

c. Check for data inconsistency 

This activity was done by comparing the data from PQX and EDF based 

on inter relations between variables and between sections. When 

inconsistent data between variables is found, PIP tracks it by looking at 

notes made by the interviewer and supervisor in the field. If there are 

any supporting notes from the field, then appropriate changes can be 

made. If not, the data should remain unchanged and PIP will give a note. 
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1.3.6 DataAnalysis 

A descriptive statistical anaylisis was used in the FGM survey to describe 

demographic conditions of the household members, their knowledge and 

attitudes towards FGM/C, history and practice of FG/C, access to information 

on FGM/C, and decision making relating to FGM/C in the household. It is also 

used to analyze the health worker’s knowledge and attitude towards FGM/C 

and how they practice it. 
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2 Literature Review 

Chapter 2 Literature Review 

 

2.1 FGM/C in Indonesia 

Whether FGM/C benefits women who have been circumcised remains open to 

debate. In some countries FGM/C is mandatory for women, such as in African 

countries, on the ground that it is part of a binding culture and teaching 

(Marnell, 2014). Indonesia is one of the countries that have a tradition 

adopting FGM/C practice. It is true that FGM/C is not adopted in all parts of 

Indonesia, but women undergoing FGM/C can be found almost throughout 

Indonesia. FGM/C in Indonesia is usually performed on newborn girls or girls 

entering adulthood. 

2.1.1 Factors Promoting FGM/C Practice 

In general. FGM/C is strongly influenced by religion and culture. Almost in all 

countries FGM/C is driven by religion and culture followed by their people. 

Compared with culture, religion is more dominant with Islam being the most 

influential religion in practicing FGM/C. In Islam, FGM/C aims to stabilized a 

female’s sexual libido and a means to clean female’s genitals (Patel, et., al, 

2016). Women underdoing FGM/C will have their genitals modified to lower 

their overwhelming sexual desires. In addition, FGM/C will remove dirts from 

a female’s genitals and therefore make them cleaner. The ICC Service (2015), 

mentioned that religious influence regarding FGM/C will keep the 

virginity/purity and cleanliness of women. In addition, the honor of the family 

will be preserved, because they have practiced part of religious duties. Women 

undergoing FGM/C will be socially accepted, because they have followed the 

order of the religion and culture adopted in the region where they live, while 

increasing their fertility. 
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FGM/C is part of the Islam sunnah and obligations that has been rationalized 

(Zamroni, 2011). Zamroni writing (2011) about a research in Madura 

mentioned that FGM/C is a custom and tradition of the society and part of 

Islamization, making FGM/C one of the Islam obligations that must be adopted. 

Male circumcision is an obligation, and there ore female circumcision is also 

mandatory. There is a presumptionamong the Madurese people that FGM/C 

performed on women will lower their frequency of having sex and reduce 

sexual drive. 

FGM/C is performed to legitimize the gender identity and femininity based on 

a esthetic values, safeguard the virginity, maintain the honor of the family and 

girl’s morale, as an initiation into female adult, as well as the long-term 

economic and social security (Gruenbaum, 2005). Women undergoing FGM/C 

will be recognized in their society. Besides, the aesthetic-based femininity of 

women under going FGM/C will increase because they have complied with the 

aesthetic values adopted among their society. It has commonly understood 

among society that something or someone complying with religion and 

tradition will make everything better so do women undergoing FGM/C who 

will raise the honor and economic security of her family. 

In addition to religion, tradition and culture are strong factors promoting 

FGM/C practice. Tradition and culture become the benchmark of human 

acceptance in society. People with greater compliance with traditions and 

culture will be more likely to be accepted in society and safe from social 

sanctions. Female circumcision is one of the traditional practices or traditions 

with in a country or region (Budiharsana, et.al, 2003). The inclusion of FGM/C 

in a tradition/culture makes it very important to door even required among 

the society. 

Education is another factor that can not be separated from FGM/C practice. 

According to Jalali (2007), religion and low level of education of women are 

some factors inducing the practice of FGM/C. Low level of education makes 

women less knowledge able and have low bargaining power in society, so they 

simply obey the order to undergo FGM/C. 
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2.1.2 Demographic Perspective on FGM/C 

FGM/C practice is carried out in African and Asian countries. In Africa female 

circumcision is practiced in the western regions such as Senegal, Gambia, 

Burkina Faso, Mali, Sierra Leone, Guinea, and in the eastern regions, such as 

Djibouti, Somalia, Sudan, Ethiopia, Eriteria, as well as in the northeastern 

regions such as Egypt. In Asian countries FGM/C occurs in Pakistan, Malaysia, 

Indonesia and in the Middle East this practice is found in including Oman, 

Yemen, Iraq, Kurdistan. Female circumcision is considered a violation of 

international human rights and discrimination against women and girls that 

lead to health problems (Marnell, 2014) 

UNFPA (2015) focused on 29 countries located in Africa and Central Asia 

where the issue of FGM/C is prevalent, and in some Asian including India, 

Indonesia, Iraq, and Pakistan as well. Most of the countries practicing 

FGM/Care middle-income countries with the low economic level whose 

majority of its population is Muslim. 

2.1.2.1 Background Information about Countries with High FGM/C 

Prevalence 

Several factors related to FGM/C that can be drawn from the countries with 

high FGM/C prevalence are as follows: 

1. High proportion of youth population 

Data from UNFPA shows that most of the countries having high 

prevalence of FGM/C has a large number of youth population. The 

average percentage of women under 15 years is over 40 percent. 

2. High mortality 

Data from UNFPA also shows that in general the mortality rate in 

countries where FGM/C is commonly practice disrelatively high. 

According to the UN, in 2013 maternal mortality is 210 per 1100,000 live 

births with a ratio of 27-30. In countries with high prevalence of FGM/C 

the ratio of maternal mortality is higher than 27-30. 



 

28 

3. High fertility 

According to UNFPA, high fertility is one of the factor leading to a high 

prevalence of FGM/C. This is understood as the high birth rate of baby 

girls will boost FGM/C practice due to the increasing number of females 

who will undergo FGM/C. This is directly proportional to the high 

proportion of youth population described previously. 

4. Low urbanization 

Data from UNFPA indicates that countries with high prevalence of 

FGM/C have low urbanization rate, suggesting that knowledge and com 

for Table life in villages along with various cultures and traditions 

contribute to the high prevalence of FGM/C. It also shows that FGM/C 

practice is rampant in rural areas that have limited access to information. 

Countries with high level of urbanization end to have lower prevalence 

of FGM/C. 

5. Migration 

Countries that have a high prevalence of FGM/C indicate migration of 

their population, especially in African countries where migration occurs 

to avoid FGM/C. On the other hand, people migrate to bring in the 

tradition of FGM/C to the destination countries, including countries in 

the North America, Australia and New Zealand (UNFPA, 2015) 

6. Women's Opinion on Violence Against Women 

FGM/C and child marriage are some forms of violence against women 

and girls that violate the human rights (UNFPA, 2015). Data from UNFPA 

shows that there is a positive correlation between FGM/C and child 

marriage in the countries having high prevalence of FGM/C. This means 

that in those countries violence against women has become common and 

legitimized. UNFPA data (2015) also suggests that people who practice 

child marriage tend to follow what their parents do by performing 

FGM/C on their future children. 
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2.1.2.2 Background Information about Parents whose Daughters Have 

Undergone FGM/C 

Women who have undergone FGM/C will be likely to perform the same 

practice on their children they will give birth to (UNFPA, 2015). This common 

sign can be seen in the countries where the woman population perform 

FGM/CC, that the practice of FGM/C will be passed down from generation to 

generation. A UNFPA’s demographic perspective report shows some 

background information about women who have children undergoing FGM/C: 

1. Women’s age at their first marriage 

Women married before reaching 18 years have children undergoing 

FGM/C due to their traumatic experience with violence against women 

2. Experience with circumcision 

Most of the women who have children undergoing FGM/C have the same 

practice performed on themselves. It happens because a mother will pass 

down what she experienced to her child she gave birth to. 

3. Support violence against women because of at least one reason 

FGM/C practices part of violence against women because it injures 

female genitals. Supporting the FGM/C practice means supporting 

violence against women 

4. Beliefs 

As explained earlier, religion (Islam) is a major factor driving the practice 

of FGM/C because it is considered part of the religious obligations that 

must be complied with. Women who have daughters will perform this 

religious order on their daughers 

5. Low Education 

Educational factors strongly influence the FGM/C practice. Women who 

have higher education will get more information on FGM/C and the 

effects it brings. Women who have children undergoing FGM/C have 
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relatively low education, so they are less in formed and simply comply 

with religious orders or tradition passed down through generations. 

6. Low education of the husband/spouse 

Husbands or spouses with low education are unable to show the dangers 

posed by FGM/C and simply practice FGM/C according to their religious 

teaching or culture 

7. Ethinicity 

According to data from UNFPA women who have children undergoing 

FGM/Care found among particular ethnicities or ethnic groups that pass 

down this practice from generation to generation. 

8. Type of job 

Women working for family or housewives tend to have children 

undergoing FGM/C due to lack of information and limited social life 

9. Opinion about FGM/C 

Women who have children under going FGM/C will argue that FGM/C 

practice should not bed is continued, as they do so consciously and 

without pressure. 

The UNFPA research conducted in nine countries shows that mothers who are 

married at early age and women who tolerate violence against women are 

likely to perform FGM/C at least on one of their daughters (UNFPA, 2015) 

According to Mozafarian (2017), based on these information, there is a 

positive correlation between FGM/C with the following variables a) type of 

work; b) education; c) Experience with FGM/C in the household; d) the use of 

media by women; e) control of sexuality against women; f) women's attitudes; 

and g) women’s age and the age when their age at their first marriage. 

Study of knowledge about attitude and behavior of mothers to wards FGM/C 

used a population of mothers having daughters aged 0-18 years in Jakarta with 

subjects of research being mothers living in the neighborhood of Kampung 

Melayu Posyandu in June 2007. The results shows that of 106 respondents 
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interviewed almost all of them (92.2 percent) have daughters underdoing 

FGM/C. All children underwent FGM/Cat an earlier age than 5 years (Milasari, 

etal, 2008). The same study also indicates that reasons why women perform 

FGM/Con their daughers are religious obligation (61.2 percent), health (33 

percent), and cultureor custom (5.8 percent ). Religion became the most 

reason given by women to have their daughters undergone FGM/C. 

The Government of Indonesia agrees that FGM/Cis a form of harmful practice 

that has a long term impact on the health and reproductive rights of women 

and girls. In 2014, the Government of Indonesia showed its commitment to 

prohibit FGM/C practice by issuing agovernment regulation. The study of 

attitude and behavior of mothers to wards FGM/C generated a result showing 

that majority of the respondents (83 percent of 109) did not know about the 

circular issued by the Ministry of Health that prohibits a medical professional 

toper form FGM/C. Only 17 percent of mothers were aware of the existence of 

the circular. 

The mother's knowledge about FGM/C was obtained from the following 

sources. 

Table 2.1 Source of Information on FGM/C Practice 

Source Percentage (%) 

Non Medical  

Parents 34,0 

Religious Leaders 20,8 

Customary Leaders 1,9 

Medical  

Nurses or Midwives 21,7 

Doctors at Puskesmas 17,0 

Private Practice Doctors 4,7 

Source: Milasari, et. al. (2008) 

The above Table shows that the most information on FGM/C was obtained 

from parents (34 percent), suggesting that the FGM/C practice is passed down 

from generation to generation, from parents to children. Data from Milasari, 
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et. al (2008) also indicates that health professionals, especially midwives, are 

the group that most frequently perform FGM/C (96.4 percent). 

The FGM/C practice cannot be separated from the role of primary decision 

makers, who decide whether a female household member will undergo FGM/C 

or not. The decision maker in this case is usually the parents as the party that 

is directly responsible for the girl, her family, and religious leaders (Rohmah, 

2015). According to Rohmah, until a girl undergoes FGM/C social pressure 

from the surrounding community will be exerted through insinuation and 

reminder that a person does not deserve to be called as a Muslim before 

he/she has been circumcised, and resipatoris culture. 

2.2 Medicalization of FGM/C in Indonesia 

FGM/C in Indonesia has been practiced from generation to generation, passing 

down from parents to children, from one society to other society. The FGM/C 

procedure is carried out both traditionally and medically, but unfortunately it 

has not been standardized. In 2010 the Government of Indonesia through the 

Ministry of Health issued a government regulation number: 

1636/MENKES/PER-/XI/2010 on circumcision/FGM/C. Article 1, Paragraph 

1 says "female circumcision is the act of scratching the skin covering the front 

of the clitoris, without injuring the clitoris" 

Further development showed that FGM/C was considered violence against 

women because it is harmful and has a long term impact on the health and 

reproductive rights of women and girls (Perempuan Bergerak, 2013, vol 3: 

11). Other impact is the presence of trauma and physical injury on female 

genitals. Bearing in mind that FGM/C is a harmful practice, in 2014 the 

Government of Indonesia issued a government regulation to revoke the 

regulation governing this practice issued in 2010. Until now, however, the of 

FGM/C practice still continues both in the community and in healthcare 

facilities. 

The role of a midwife is very important to communicate the danger of FGM/C, 

and thus placing midwife in the forefront to influence the decision making on 

the continuation of FGM/C practice. Midwives are in a very dilemmatic 

position: on the one hand they are supposed to disseminate the dangers of 
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FGM/C, on the other hand many people still want them to perform FGM/Con 

their newborn girls while FGM/C is not included the curriculum of midwifery 

schools (Perempuan Bergerak, 2013 , vol 3: 15). 

Medicalization of FGM/C in Indonesia is still officially ongoing despite the 

Ministry of Health's regulations prohibiting the practice of FGM/C. Specifically, 

medicalization of FGM/C has been established in Padang (91.7 percent of 394 

observed cases) and Padang Pariaman (68.7 percent of 323 observed cases). 

While there is an increasing tendency towards medicalization of FGM/C in 

KutaiKertanegara (21 percent of 215 observed cases), Sumenep in Madura 

(18.2 percent of 275 observed cases), and Serang (14.5 percent of 344 

observed cases). Additional observations made in Bandung found an 

indication of increased medicalization of FGM/C (Budiharsana, et.al, 2003). 

2.2.1 FGM/C Practice in Indonesia 

Until today, FGM/C in Indonesia has been mostly performed done by midwives 

right after the baby is born. Sofar, there is no official standard on how to 

perfom FGM/C, and the curriculum of midwife eryschool does not include the 

subject about FGM/C (Zakiah, 2012). 

The FGM/C procedure undertaken by midwives is based on their experience 

or information gained from senior health personnel who are familiar with 

FGM/C procedure. In performing FGM/C procedure, midwives tend to make it 

more invasive, such as performing more incision and excision (68-88 percent 

of observed cases) if compared with traditional circumcisers (43-67 percent 

of observed cases) (Budiharsana, et.al, 2003). 

According to Budiharsana, et.al (2003), besides midwives, FGM/Cis usually 

performed by traditional birth attendants, traditional circumcisers, and other 

types of circumciser. In general, the difference between FGM/C procedure 

undertaken by traditional healers and medical professionals is as follows: 

• rubbing and scrapping are performed by traditional healers 

• scretching is performed by traditional birth attendants 

• pricking and piercing are performed by doctors and nurses 
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• incision and excision are carried out by midwives and doctors/nurses 

The instruments used to perform FGM/C procedure are folding knives for 

incising or excising, scissors for incising and excising, bamboo knives for 

rubbing and scraping and incision. Needles are mostly used for pricking and 

piercing (Budiharsana, et.al, 2003). 

2.2.2 Men’s Perspective on FGM/C 

A man who becomes the partner of a woman undergoing FGM/C actually has 

a critical role in prohibiting FGM/C. So far, men have never played a significant 

role in eliminating FGM/C, due to the influence of the culture of silence as a 

sign of adherence to religion and local tradition passed down from generation 

to generation (Varol, et.al, 2015). In addition, being a person responsible for 

his family a man feels that the also holds social responsibility, so they are not 

willing to abolish FGM/C. Beliefs, tradition and lack of understanding of the 

negative impacts of FGM/C, make menunaw are of the dangers posed by 

FGM/C. Men even support the FGM/C practice solely because of their 

adherence to beliefs and traditions (Ibid). The assumption that FGM/C is 

performed to reduce women's sexuality and increase the pleasure of sex has 

increasingly reduce men’s role in preventing FGM/C (Zamroni, 2011). 

The role of communication and education greatly affects men's understanding 

about FGM/C. Dialogue or communication between men as women’s guardian 

and women who undergo FGM/C is crucial and has a positive correlation with 

instilling information to men that FGM/C hurts women, make women uncom 

for Table , and part of violence against women. The level of educational so has 

a strong and positive influence on men's understanding of the negative impact 

of FGM/C (Varol, et.al, 2003). Varol said that the higher the level of education 

men is, the greater are their understanding and information they have about 

FGM/C and its negative impacts. Thus, men can serve as a bridge to facilitate 

the prohibition of FGM/C. 

2.3 Cultural Reproduction 

FGM/Chas been practiced in Indonesia since a very long ago, and this practice 

is rooted in a tradition preserved by society. The research conducted by 
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Budiharsana, et.al. (2003) suggested that parents of female children 

undergoing FGM/C and religious leaders do not have significant knowledge on 

the formal links between FGM/C and Islam. The study concluded that the 

practice of FGM/C in Indonesia is essentially a tradition which has 

beenpassedfromonegenerationtothenextwithlittlequestioningaboutitsmeani

ngorits basis in Islamic history or law (Budiharsana, et. al. 2013). Many parents 

practice and pass on this tradition simply because they want to preserve it for 

the younger generation. The more recent study shows that in general Muslim 

community members support the preservation of FGM/C practices because 

they perceive FGM/C not only as a tradition but also a religious duty (Patel and 

Roy, 2016). Approximately 92 percent of families surveyed said they wanted 

their daughters, and future grandchildren to undergo the FGM/C procedure 

(Patel and Roy, 2016). 

An individual learns societal norms, what are deemed reasonable or 

unreasonable, accep Table or unaccep Table , through a learning process called 

socialization. The social values adopted by an individual are acquired from 

those who are referred to as agents of socialization, which include parents, 

schools, peers, community leaders, religious leaders, etc. The values are then 

passed down from one generation to the next. This process is called cultural 

reproduction (Patterson, 2010). Not all societal norms survive for a long 

period of time. A society is constantly changing, and therefore the norms 

change too according to the shifts in society. Some norms remain unchanged 

and sustainable. How can a norm remain sTable ? A norm can persist if it is 

believed and embraced by those in power. When this norm is shared by 

common people, then a cultural hegemony emerges (Stinchcombe, 1968). 

In relation to FGM/C, community members learn about FGM/C from 

community leaders, religious leaders, senior community members, peer 

groups, etc. In general those who support FGM/C are people who are quite 

influential in their area. Therefore, most people also support FGM/C and pass 

down their norms to the next generation through socialization. Socialization 

of FGM/C works well in some regions, which are marked with high prevalence 

of FGM/C resulted from social pressure to practice FGM/C. 
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Figure 2.1 Socialiation of the norms associated with FGM/C 

Source: FGM/C Medicalization Survey, conducted by PSKK-UGM, 2017 
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3 Profile of Households 
and Respondents 

Chapter 3 Profile of Households and Respondents 

 

3.1 Introduction 

Sample in this study was households who have girls aged 0-11 years who had 

undergone FGM/C. Wives and husbands from the select households were 

interviewed to obtain their knowledge and perception of FGM/C and how it is 

practiced. The total number of respondents who were interviewed was 7,032, 

consisting of 4,250wives and 2,782 husbands. 

Table 3.1 Number of respondents of the 2017 FGM/C survey 

Province 

Household Respondent 

Mother Husband 
Children aged 

0-11 year 
Total 

Bangka Belitung 500 387 594 1.481 

Banten 500 353 604 1.457 

Gorontalo 500 366 621 1.487 

Jambi 250 76 316 642 

West Java 500 170 628 1.298 

South Kalimantan  500 366 586 1.452 

East Kalimantan  250 131 301 682 

West Nusa Tenggara 250 183 304 737 

Riau 500 391 623 1.514 

West Sulawesi 500 359 674 1.533 

Total 4.250 2.782 5.251 12.283 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
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The difference in number between wife and husband is due to several reasons, 

including the marital status of the wife (either widow or divorce), the absence 

of the husband at home because he worked in other city, and the husband’s 

unwillingness to be interviewed (either refused to be interviewed or was 

busy). Of the total surveyed area, the highest total number of respondents was 

found in Riau Province (891) and the lowest in Jambi Province (326). 

3.2 Demography 

3.2.1 Composition of Household Members Undergoing 

FGM/C by Ethnic Group 

Among all socio-economic variables, ethnicity seems to have the most 

significant influence on the distribution of FGM/Cwithin a country. As stated 

by Dara Carr (1997: 27) in an analysis of DHS data (2001: 102). "This finding 

is not surprising, because many researchers have noted FGC prevalence varies 

with ethnicity or that FGM/C serves as an ethnic marker." Furthermore, in the 

discussions about the role of ethnicity in FGM/C, Ellen Gruenbaum (2001: 102) 

wrote that FGM/C practice is closely related to ethnic identity, wherever 

FGM/C is found.An understanding of the importance of ethnicity should 

provide important insights about the sustainability of this practice and the 

resistance of people against the effort to eradicate FGM/C. In addition, 

ethnicity may help explain why the FGM/C practice can spread in certain 

situations.The results of a study conducted by UNICEF (2005) also reinforce 

the earlier findings, in which the majority of women in many African countries 

supporting the practice of FGM/Creported that this practice need to be 

preserved because FGM/C is related to custom or tradition, or more 

specifically to the "good tradition". 

FGM/C practice that still exists in Indonesia cannot be separated from religion 

and tradition or culture. The link between religion and culture is so close as 

mentioned by Umar (1999: 304) that not a few scriptural interpretations 

justify the construction of a living culture in society. But on the contrary, not a 

few cultural constructions are built on the foundation of biblical 

understanding. FGM/C culture is still strongly rooted in society because it is 

always practiced for generations and even believed to be a necessity. In 
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addition, society has no alternative but to follow the existing tradition. FGM/C 

is practiced for women to be accepted by theirneighborhood or surrounding 

communities. This condition has put the pressure on women and their families 

to perform FGM/C, which makes parents worriedthat their daughter will not 

be accepted in society or feel alienated (Endraswara, 2003). 

Table 3.2 Composition of householdmemberswho have undergone FGM/C 
by ethnic group 

Ethnic Group 

Urban Area Rural Area Total 

Total  Percen-
tage 

Total  Percen-
tage 

Total  Percen-
tage 

Javanese 1.039 16,7 677 5,2 1.716 8,9 

Madurese 57 0,9 36 0,3 93 0,5 

Sundanese 1.530 24,7 2.756 21,2 4.286 22,3 

Malay 1.429 23,0 2.282 17,6 3.711 19,3 

Sasak 41 0,7 932 7,2 973 5,1 

Buginese 217 3,5 220 1,7 437 2,3 

Mandarese 540 8,7 1.700 13,1 2.240 11,7 

Banjarese 582 9,4 1.824 14,0 2.406 12,5 

Batak 105 1,7 19 0,2 124 0,7 

Gorontaloan 8 0,1 2.275 17,5 2.283 11,9 

Minang 286 4,6 8 0,1 294 1,5 

Pattae (Polewali Mandar) 21 0,3 174 1,3 195 1,0 

Kutai 87 1,4 0 0,0 87 0,5 

Others 263 4,3 96 0,7 359 1,9 

Total 6.205 100,0 12.999 100,0 19.204 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

One of the demographic variables in the 2017 FGM/C Survey that needs to be 

identified is ethnic group to which each member of the sample household 

belong. Based on ethnicity of each member of the household, the survey found 

that most respondents belong to Sundanese ethnic group (22.3 percent). 

Malay made up 19.3 percent of the total respondents, followed by Banjar (12.5 

percent) and Gorontalo (11.9 percent). If distinguished by place of residence, 

there is no difference between Sundanese and Malay ethnic groups that made 
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up the biggest proportion of respondents. The number of of households living 

in rural and urban areas from Sundanese ethnic group practicing FGM/C is 

almost the same as the number of those from Malay ethnic group. This 

situation suggests that FGM/C is practiced by households regardless where 

they live. 

3.2.2 Composition of Household MembersUndergoing 

FGM/C by Religion 

FGM/C is often associated with Islam. In fact, FGM/C is also found among those 

who follow other religions than Islam. In six countries where data on religion 

are available (Benin, Côte d'Ivoire, Ethiopia, Ghana, Kenya and Senegal) 

Muslims are more likely to practice FGM/C than Christians. Meanwhile in 

Niger, Nigeria and Tanzania the prevalence of FGM/C is higher among 

Christians. Religion alone cannot be seen as a drivingforce behind the practice 

ofFGM/C in Benin, Ivory Coast, Ghana and Senegal. In Ivory Coast, for example, 

79 percent of Muslim women have undergone FGM/C, compared with 16 

percent of Christian women. In four other countries, Muslim women are more 

likely to practice FGM/C on their children than women of other faiths. In 

Ethiopia, Kenya, Niger and Tanzania, the prevalence of FGM/C is higher among 

Christian girls than Muslim girls. This, however, can be attributed to other 

factors, such as ethnicity and distribution of various religious groups in these 

countries (UNICEF, 2005) 

Based on UNICEF study in 2005, it can be seen that FGM/C is not only 

recognized in Indonesia, but also in many other countries. According to Jawad 

(2002: 182) FGM/C is practiced in almost 28 countries, mostly in the most 

parts of Africa, particularly in Saharan, some Middle East countries, and a few 

countries in Asia, the Pacific, South America, North America, and Europe. In 

Asia, this practice is familiar among Muslim countries, such as Malaysia and 

Indonesia. 

In general the practice of FGM/C in Indonesia is largely based on religious 

teahings and societal customs. For some societies, religion is perceived as the 

foundation for practicing FGM/C and a vey powerful motivation for them to 

continue performing FGM/C. According to Geertz (1992), the enormous power 

of religion to motivate a person to perform an action cannot be separated from 
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the definition of religion itself: a system of symbols that serves to instill a 

strong, in-depth, and enduring spirit and motivation in humans by creating 

general conceptions of existence. The power of religion as a driving force in 

the practice of FGM/Cis also suggested by UNICEF study (2005). The study 

showsthat most women in Africa, particularly in the countries where the 

prevalence of FGM/Cis high, assumed that FGM/C is an obligation under their 

religion. Seventy percent of women in Mali, 57 percent in Mauritania, 33 

percent in Yemen and 31 percent in Egypt believe that FGM/Cisa religious 

duty. 

The 2017 FGM/C Survey shows that the majority of the members of the sample 

household belong to Islam religion. Based on the results of the survey, 19,202 

household members out of the total of 4,250 households interviewed were 

Muslims, and only two household members wereChristians, i.e. the 

grandmother of a circumcised girl. This finding further reinforces various 

opinions that FGM/Cis widely practiced by Muslims in Indonesia, who mostly 

believe that FGM/C to be an Islamic duty, although historically FGM/Cwas not 

introduced by Islam since it ha been practiced long before the coming of Islam. 

The society perceives male or female circumcision as a symbol of Islam, and 

performing FGM/C is considered as the process of Islamization. Therefore, 

women who have not undergone FGM/C is not allowed to read Al-Quran and 

perform the five time prayer (Mulia, 2014; Gani, 2007). 

Table 3.3 Composition of householdmembers undergoing FGM/C by 
religion 

Religion Total Percentage 

Islam 19.202 99,99 

Christian 2 0,01 

Total 19.204 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

3.2.3 Recent Migration of Household Members 

Humans are regarded as social beings who are constantly moving, crossing the 

social and regional boundaries to improve their ability and capacity to achieve 

prosperity (Tirtosudarmo, 2009). Referring to the opinion of Siegel and 

Swanson (2004), in terms of demographic concepts, mobility refers to the 
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movement of population regionally, physically and geographically. With 

regard to population mobility, Mantra (1983) classified mobility into 2 (two) 

types: permanent and non-permanent mobility. The difference between 

permanent and non-permanent mobility is based on the presence or absence 

of intention of settling in the new location. Permanent mobility is the 

movement of population across the boundary of the location of origin to the 

new location with the intention of settling in the location of destination. 

Conversely, non-permanent population mobility is the movement of 

population from one location to another location without any intention of 

settling in the location of destination (Mantra, 2000). 

Table 3.4 Procedure of FGM/C undertaken by several ethnic groups in 
Samarinda City, East Kalimantan 

Ethnic 
Group 

FGM/C Methods 

Javanese The clitoral membrane is scratched with a cutter, which releases a little 
amount of blood. Next, the clitoris is swabbed with dry cotton. 
Circumcision is performed by a traditional birth attendant/traditional 
midwife. There are no prayer readings and festivities 

Buginese The clitoris is eroded slightly using a small, non-sterile small knife, and 
performed by a traditional birth attendant/traditional midwife. There 
is a customary procession that includes prayer reading in Arabic and 
preparation of sesaji(consisting of sticky rice and bananas) followed 
with a celebration. The child who has been circumcised is dressed like 
a bride wearing a wedding dress. 

Kutai Part of the clitoris is scratched with a small knife, then swabbed with a 
cotton soaked in betadine (antiseptic liquid). FGM/C is performed by a 
traditional birth attendant/traditional midwife 

Banjarese The clitoral membrane is scratched with a sore and then swabbed with 
dry cotton.FGM/C is performed by a traditional birth 
attendant/traditional midwife, because modern midwife does not want 
to do it anymore. A customary event is held, which includes recitation 
of the shahadah continued with festivities. 

Madurese The clitoral skin is scrapped using a small knife until bleeding, then 
touched with turmeric that has been peeled. The injured part of the 
clitorie is swabbed with a cotton soaked in betadine. A customary 
event is held which includes prayer readings conducted by a 
traditional midwife followed by festivities that serve white porridge. 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

Place of residence(rural areas or urban areas) is a variable that can be used to 

explain the prevalence of FGM/C. Variations in FGM/C prevalence between 
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rural and urban areas can be explained, among others, through urbanization. 

The difference in the prevalence of FGM/C also relates to composition of ethnic 

group in certain areas, affiliation with certain dominant religions, and so forth 

(Carr, 1997). In other words, the prevalence of FGM/C in a particular location 

may be high, because it is dominated by an ethnic group or people who belong 

to a particular religionpracticing FGM/C. On the other hand, in other location, 

the prevalence of FGM/C is low, since most people living in this location belong 

to an ethnic group, or religion, which does not practice FGM/C. 

In addition, some researchers pointed out that the difference in the prevalence 

of FGM/C between rural and urban areas in many countries may no longer be 

noticeable due to urbanization. The slight difference in the prevalence of 

FGM/C between rural and urban areas is caused by the migration of girls from 

rural areas where the prevalence of FGM/Cis high, to urban areas, which have 

low prevalence of FGM/C. This migration balances the inequality of prevalence 

between rural and urban areas, and thus the difference between the 

prevalence of FGM/C in rural and urban areas becomes less significant(Macro 

International, 1997). In some countries (e.g., Kenya, Niger and the Republic of 

Tanzania), women living in urban areas tend to abandon FGM/C performed on 

their daughters (Macro International, 1997). 

In relation with the practice of FGM/C, mobility of population also leads to 

cultural mobility. Distribution of cultural elements including female 

circumcision from the place of origin to the destination is caused by mobility 

of population. The culture practiced in the current place of residenceis a 

tradition that comes from the place of origin where FGM/Cprocedure is 

undertaken. Based on the findings, for example some types of 

FGM/Cprocedures carried out by citizens of Samarinda City who come from 

various ethnic group can be identified. 

Table 3.4. shows that the tradition of FGM/C practiced in the location of origin 

of the migrants who are currently residing in Samarinda City is still strongly 

upheld. Therefore, it is important to know about the mobility of population in 

the FGM/C Survey to describe the dynamics of female circumcision according 

to the location of origin of the respondents. Findings of the FGM/C Survey 

show that the number of respondents who are recent migrantsis 1,082 or 6.7 

percent of the total number of household members. Recent migrant is defined 
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as a personwho in five years earlier resided in other location different from 

his/her cuurent place of residence(Mantra, 1983). Most of the household 

members are natives, because when the survey was carried out, the largest 

proportion of respondents (93.3 percent) still resided in the same village that 

they inhabited five years earlier. 

Table 3.5 Recent migration of household members 

Location of Domicile 5 years ago Total Percentage 

In the same village 15.009 78,2 

In othervillage located in the same sub-district 276 1,4 

In other sub-district located in the same district 332 1,7 

In other district located in the same province 246 1,3 

In other province 210 1,1 

In other country 18 0,1 

Not applicable (household members are under five years) 3.113 16,2 

Total 19.204 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

3.3 Education of Household Members 

The level of education will directly or indirectly affect the mindset, which 

influences any decision made by every individual concerning their choice of 

life, such as choosing and utilizing the source of their livelihood, including 

decision to perform FGM/C on girls. The results of FGM/C Survey reveal that 

in terms of education, 81.8 percent or 15,707 out of 19,204 respondents have 

completed education below the level of senior secondary school (SMA/MA). 

There are 22.6 percent (4,341) of them who have never attended school. 

The number of household members who are currently attending school is only 

26.9 percent or 5,162 out of 19,204 household member respondents. Most of 

them (66.7 percent or 3,442) of them are enrolled in primary school (SD/MI) 

and 19.1 percent or 988 in junior secondary school (SMP/MTs). Two 

household members are currently pursuing education through package B and 

C programs, and 2.7 percent or 139 respondent are studying to receive 

associate degree or bachelor’s degree. 
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Table 3.6 Level of education completed and current school enrolment 
status of all household members 

Level of Education Completed Number 
Percen-

tage 

Currently Enrolled 

Level of 
Education 

Total 
Percen-

tage 

Did not/Never attend school  4.342 22,6    

Did not/have not completed primary school 4.130 21,5    

Primary school (SD)/Islamic school equivalent to 
primary school (MI) 

4.553 23,7 SD/MI 3.442 66,68 

Junior secondary school (SMP)/Islamic school 
equivalent to junior secondary school (MTs) 

2.682 14,0 SMP/MTs 988 19,14 

Senior secondary school (SMA)/Islamic school 
equivalent to senior secondary school (MA) 

2.871 15,0 SMA/MA 593 11,49 

Associate Degree (D1/D2/D3) 187 1,0 D1/D2/D3 137 2,65 

Bachelor’s Degree (D4/S1) 418 2,2 D4/S1 2 0,04 

Master’s Degree (S2)/Doctoral Degree (S3) 11 0,1 S2/S3 0 0,00 

Do not know 10 0,1    

Total 19.204 100,0 Total 5.162 100,00 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

3.4 Profile of Respondents 

This section will show the profile of the respondents being targeted in the 

FGM/C Survey that was conducted in 2017 in Indonesia. The profile of the 

respondents will describe the distribution of information that was obtained 

from respondents of wife, husband and health worker. The number of wife 

respondents is 4,250, which also representsthe number of households 

interviewed in this study,while the number of husband respondents is 2,782. 

The number of husbands should have been equal to the number of households, 

but there are several reasons why it is not. A number of households have 

female as the head of the household, while the husbands are working in other 

cities, or in irregular hours that make it less possible to interview them.The 

number of respondents from health workers is 86, which is a representation 

of the number of sub-districts being the sample in this FGM/C Survey. 

3.4.1 Profile of Respondents by Ethnic Group 

Based on the distribution of ethnic group, most of the wife respondents belong 

to the Sundanese (22.4 percent) followed by the Malay (19.4 percent). While 
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for husband respondents 19.7 percent represent the Malay ethnic group and 

17.9 percent are the Sundanese. As for the health worker respondents, the 

percentage of the Sundanese and the Malay is the same (18.6 percent). The 

Malay ethnic group was quite representative in this study, because the 

population in Sumatra region selected to be the sample in this survey (i.e. the 

Provinces of Riau Islands, Jambi and Bangka Belitung) are dominated by the 

Malay, while the citizens in some parts of East Kalimantan Province belong to 

the Malay as well. 

Table 3.7 Profile of respondents by ethnic group 

Ethnic Group 

Wife Husband Health worker 

Total  Percen-
tage 

Total Percen-
tage 

Total  Percen-
tage 

Javanese 402 9,5 303 10,9 8 9,3 

Madurese 28 0,7 16 0,6 1 1,2 

Sundanese 951 22,4 498 17,9 16 18,6 

Malays 823 19,4 547 19,7 21 24,4 

Dayak 19 0,5 14 0,5 0 0,0 

Sasak 249 5,9 180 6,5 4 4,7 

Buginese 97 2,3 77 2,8 3 3,5 

Mandarese 424 10,0 298 10,7 8 9,3 

Makassar 3 0,1 3 0,1 0 0,0 

Banjarese 557 13,1 369 13,3 10 11,6 

Batak 21 0,5 17 0,6 2 2,3 

Gorontaloan 481 11,3 355 12,8 10 11,6 

Minang 70 1,7 36 1,3 0 0,0 

Palembang 7 0,2 5 0,2 0 0,0 

Jambi 5 0,1 2 0,1 0 0,0 

Tapanuli 3 0,1 1 0,0 0 0,0 

Betawi 10 0,2 2 0,1 0 0,0 

Pattae (Polewali Mandar) 43 1,0 26 0,9 1 1,2 

Bima 6 0,1 5 0,2 0 0,0 

Kutai 22 0,5 7 0,3 1 1,2 

Others 29 0,7 21 0,8 1 1,2 

Total 4.250 100,0 2.782 100,0 86 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
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Meanwhile, the Buginese is the least represented in this survey (2.3 percent 

for wife respondents, 2.8 percent for husband respondents, and 3.5 percent for 

health workers). This is quite logical given that South Sulawesi Province from 

which the Buginese is originated was not chosen to be the sample of the study 

of female circumcision. Parts of Sulawesi selected to engage in this survey is 

the province of West Sulawesi and Gorontalo, because these two provinces 

have higher FGM/C cases than other provinces in Sulawesi. Therefore, in this 

survey the Mandarese from West Sulawesi Provnice and the Gorontalo from 

Gorontalo Province are more dominant ethnic groups representing Sulawesi 

region. The Banjaresemakes up the third largest ethic group who participated 

in this study. The Banjarese is a dominant ethnic group in South Kalimantan 

Province. This ethnic group is also widely spread in East Kalimantan, because 

theBanjarese is one of the ethnic groups that has high mobility. Meanwhile, 

although the study was not conducted in East Java and Central Java, the 

number of respondents from the Javanese ethnic group is quite high due to 

high mobility that makes them widely spread in many parts of Indonesia. 

3.4.2 Profile of Respondents by Religion 

Meanwhile, in terms of religion of respondents, 100 percent of respondents, 

both wife and husband, embraced Islam. None of the household respondents 

belong to other religion than Islam, since people mostly associate FGM/C with 

the Islamic tradition. This situation is in line with UNFPA findings (2015) 

showing that most of the countries where FGM/Cis widely practicedare the 

countries that has a majority of Muslim population with middle income and 

low economic level. Meanwhile, for health workers, 97.7 percent of them are 

Muslims and 2.3 percent are Christian. Despite being a non-Muslim, health 

workers, such as midwives, can perfrom FGM/Cat the request of society. 

Table 3.8 Profile of respondents by religion 

Religion 

Islam Christian Total 

Total  Percen-
tage 

Total  Percen-
tage 

Total  Percen-
tage 

Wife 4.250 100,0 0 0,0 4.250 100,0 

Husband 2.782 100,0 0 0,0 2.782 100,0 

Health worker 84 97,7 2 2,3 86 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
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3.4.3 Profile of Respondents by Level of Education 

Completed 

Based on the level of education of the wife respondents whose daughters 

undergoing FGM/C, it can be seen that most of them have low education. 

Findings of the FGM/C survey show that most of the wives completed their 

educationbelow the level of senior secondary school (68.2 percent) and 8 

percent of them did not finish primary school and never attend school. The 

wife completed senior secondary school is 25.2 percent and the rest (6.7 

percent) have education above the level of senior secondary school 

(diplome/S1/S2/S3). 

If distinguished based on location of domicile the number of wives who have 

education level below senior secondary school and live in rural areas (74.7 

percent) is greater than those living in urban areas(53.7 percent). The greater 

number of wife (37.8 percent) who have completed senior secondary school 

was found in urban areas, while in rural areas the number is only 19.6 percent. 

This findingis in line with the results of UNICEF research which suggests that 

education of mothers significantly influences the practice of FGM/C. In general, 

women who finished the higher level of education are more likely to abandon 

FGM/C compared with those who have low level of education (UNICEF, 2005). 

Table 3.9 Profile of wiferespondents by level of education completed 

Level of Education 

Urban Areas Rural Areas Total 

Total  Percen-
tage 

Total Percen-
tage 

Total  Percen-
tage 

Never attend school 9 0,7 71 2,4 80 1,9 

Did not complete SD 34 2,6 225 7,7 259 6,1 

SD/MI 315 24,1 1.208 41,1 1.523 35,8 

SMP/MTs 344 26,3 691 23,5 1035 24,4 

SMA/MA 495 37,8 576 19,6 1071 25,2 

D1/D2/D3 42 3,2 47 1,6 89 2,1 

D4/S1 68 5,2 123 4,2 191 4,5 

S2/S3 2 0,2 0 0,0 2 0,1 

Total 1.309 100,0 2.941 100,0 4.250 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 



 

49 

3.4.4 Religion-Based Organization Referred by Respondents 

Figure 3.1 shows that the majority of respondents practicing FGM/C are 

affiliated withor refer to the religion-based organization Nahdhatul Ulama 

(NU). More than 92 percent of respondents, both wife and husband, are 

affiliated with NU. Likewise, more than 80 percent of health workers also refer 

to NU. Meanwhile, the wife and the husband respondents referring to 

Muhammadiyah are very few (2.8 percentof wives and 2.9 percent of 

husbands), but quite a few of health workers refer to Muhammadiyah (more 

than 11 percent). 

FGM/C is widely practiced by NU-affiliated communities. This cannot be 

separated from the fatwa(official statement or order from an Islamic religious 

leader) of NU ulemas who perceive FGM/C as makrumah (honorable thing) for 

women, although men are more advisable to be circumcised than women 

(http: //www.nu.or.id/post/read/42174/hukum-khitan-perempuan). 

 

Figure3.1 Religion-based organizations referred by respondents 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

3.4.5 Religious Informal Program Attended by Respondents 

Most of the respondents, both husband and wife respondents, did not attend 

an informal religious program, such as pesantren,to improve their knowledge 
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of religion. It means that respondents did not gain religious knowledge 

through special learning, but through informal meetings such as recitation. 

Table 3.10 Religious informal program attended by respondents 

Attending Religious Informal Program 

Wife Husband 

Total  Percen-
tage 

Total Percen-
tage 

Yes 1.253 29,5 717 25,8 

No 2.997 70,5 2.065 74,2 

Total 4.250 100,0 2.782 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

If distinguished based on the level of education and place of residence, the 

results can be seen in Table 3.10. The number of wife attending informal 

religious program who live in rural areas is greater than those living in urban 

areas. In terms of the level of education, the wife who has educational 

background of primary school up to senior secondary school and attend 

informal religiousprogram is greater in number than the rest of respondents 

with other level of education. This is in line the level of education of 

respondents in general. 

Table 3.11 Wife attending religious informal program by level of education 
and location of domicile 

Level of Education 
Urban 
Areas 

Rural 
Areas 

Total 

Total 
Percen-

tage 

Never attend school 1 10 11 0,9 

Did not complete SD 3 43 46 3,7 

SD/MI 55 315 370 29,5 

SMP/MTs 98 254 352 28,1 

SMA/MA 145 226 371 29,6 

D1/D2/D3 13 15 28 2,2 

D4/S 19 56 75 6,0 

S2/S3 0 0 0 0,0 

Total 334 919 1.253 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
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According to place of residence, in urban areas the highest level of education 

completed by the most wife respondents is senior secondary school (43.4 

percent), while in rural areas the highest level of education finished by the 

most wife respondents is primary school (34.3 percent) The data suggests that 

access to education in urban society is better than access to education in rural 

society due to several constraints. 

Informal religious program respondents partipate in are quite diverse. The 

informal religious program attended by the most respondents, both wife and 

husband, is pesantren (Islamic boarding school) (29.3 percent and 30.73 

percent for the wife and the husband respectively), followed by regular Al 

Qur’an recitation, and Al Qur’an learning center (TPA). 

There is no significant difference between rural and urban areas in terms of 

the number of wife respondents who participate in pesantren, as the 

percentage is almost the same. A substantial difference is seen in routine 

recitation, where number of respondents in urban areas in urban areas who 

attend this program is only 6.3 percent, while in rural areas it is quite a lot 

(35.6 percent). 

Table 3.12 Type of informal religious prgram 

Informal Religious Activity 

Wife Husband 

Total  Percen-
tage 

Total Percen-
tage 

Pesantren (Islamic boarding school) 366 29,3 220 30,73 

Madrasah Diniyah (Islamic shool equivalent 
with primary school) 

242 19,3 103 14,39 

Al-Quran learning center (TPA) 241 19,3 177 24,72 

Al Qur’an learning program 54 4,3 33 4,61 

Routine recitation 348 27,8 183 25,56 

Total 1.251 100,0 716 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

3.4.6 Recent Migration 

The recent migration reflects the interregional spatial dynamics of population. 

According to the definition provided by BPS, a person is a recent migrant if five 
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years earlier he/she did not live in the same province where he/she is 

currently residing lives currently (at the time when a census is conducted).The 

higher is the recent migration rate, the higher is the number of population who 

currently resides in other location different from the location where they 

livedfive years earlier. (https: 

//sirusa.bps.go.id/index.php?r=indikator/view&id=93). 

Based on the data drawn from the FGM/C Survey the respondents are not so 

spatially dynamic, as more than 90 percent of households have not moved 

since five years earlier. More than 90 percent of respondents, both the wife 

and the husband, lived in the same village in the past five years until today. 

This happens due to several factors. There are pull factors and driving force 

affecting the migration process, as each region has many factors that attract 

people to stay or to move out (Junaidi, 2004) 

Table 3.13 Location of domicile of respondents 5 years earlier 

Location of Domicile 

Wife Husband Health worker 

Total  Percen-
tage 

Total Percen-
tage 

Total  Percen-
tage 

In the same village 3.861 90,9 2.568 92,3 70 81,4 

In other village located in the 
same sub-district 

92 2,2 55 2,0 7 8,1 

In other sub-district located in 
the same district 

122 2,9 66 2,4 5 5,8 

In other district located in the 
same province 

93 2,2 45 1,6 2 2,3 

In other province 77 1,8 41 1,5 2 2,3 

In other country 5 0,1 7 0,3 0 0,0 

Total 4.250 100,0 2.782 100,0 86 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

Meanwhile, the health workers seemed to be more spatially dynamic, because 

there were quite a few population dynamics occurring horizontally. The health 

workerswho had lived in the same village since five years earlier 

comprised81.4 percent of the total health worker respondents, while 8.1 

percent of them came from other villages in the same sub-district. The most 

health workers participatingin this survey weremidwives who weremostly 
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non-native villagers. Therefore, there were some health workers who resideed 

in sub-districts, districts, as well as provinces that were not theirplace of 

origin. 

3.4.7 Lifetime Migration 

A person is said to be a lifetime migrant if he/she was born in a province or 

district that is not the province or district where he/she resides currently (at 

the time when a census is conducted). The higher is the lifetime migration rate, 

the greater is the population whose current place of resident is different from 

their place of birth (https: //sirusa.bps.go.id). 

Table 3.14 Respondent’s place of birth 

Respondent’s place of birth 

Wife Husband Health Worker 

Total  Percen-
tage 

Total Percen-
tage 

Total  Percen-
tage 

In the same village 2.485 58,5 1.519 54,6 32 37,2 

In other village located in the 
same sub-district 

374 8,8 232 8,3 9 10,5 

In other sub-district located in 
the same district 

506 11,9 347 12,5 12 14,0 

In other district located in the 
same province 

374 8,8 271 9,7 19 22,1 

In other province 506 11,9 412 14,8 14 16,3 

In other country 5 0,1 1 0,0 0 0,0 

Total 4.250 100,0 2.782 100,0 86 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

Based on the data drawn from the FGM/C Survey, the number of respondents 

whose place of birth is not their current place of residencewasquite large, 

although not larger than the number of those (both wife and husband 

respondents) who were born and remainedin the same village. Wife made up 

58.5 percent of the total wife respondents who were born and remainedin the 

same village, while 54.6 percent of husband respondents were born in a village 

that was also their current place of residence. Meanwhile, there were about 12 

percent of the household respondents who were born in other sub-districts 

but within one district, while respondents, both wives and husbands, who 
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were born in other provinces werequite large (11.9 percent of the total 

number of wife respondents and 14.8 percent of husband population). 

The lifetime migration of health workerswas much greater than that of 

household respondents. More than 60 percent of health workers were born in 

a place that was not their current place of residence, because most health 

workers in this survey werevillage midwives who were assigned by the local 

health agency, so there werequite a lot of health workers who were migrants. 

3.4.8 Access to Information 

Television was the most favorite source of information for all respondents 

(wife, husband, and health professional). More than 90 percent of all types of 

respondents, both living in rural and urban areas, accessedthe information 

through television. In urban and rural areas, televeion is a media that is widely 

accessed by society. The variety of information and entertainment delivered 

through television makes it a favorite media of society, because almost every 

home has a television. 

Table 3.15 Access to Informationabout FGM/C 

Access to Information 

Wife Husband HealthWorker 

Urban 
Areas 

Rural 
Areas 

Total 
Urban 
Areas 

Rural 
Areas 

Total 
Urban 
Areas 

Rural 
Areas 

Total 

Newspaper/magazine 167 318 485 158 293 451 11 10 21 

% 12,8 10,8 11,4 22,0 14,2 16,2 40,7 17,0 24,4  

Radio 242 573 815 178 466 644 5 7 12 

% 18,5 19,5 19,2 24,8 22,6 23,2 18,5 12,0 14,0 

Television 1.266 2.755 4.201 697 2 2,674 26 55 81 

% 96,7 93,7 94,6 97,1 95,6 96,1 96,3 93,2 94,2 

Internet 456 581 1.037 247 395 642 16 31 47 

% 34,8 19,8 24,4 34,4 19,1 23,1 59,3 52,5 54,7 

Social Media 457 598 1.055 219 380 599 17 33 50 

% 34,9 20,3 24,8 30,5 18,4 21,5 63,0 55,9 58,1 

Religious lecture/sermon 988 2 2.978 584 2 2,175 24 49 73 

% 75,5 67,7 70,1 81,3 77,1 78,2 88,9 83,1 84,9 

Total N 1.309 2.941 4.250 718 2.064 2.782 27 59 86 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
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Meanwhile, the secondsource of information most accessed by respondents 

was religious lecture/sermon (70.1 percent of wives, 78.2 percent of 

husbands, and 84.9 percent of health workers). Religious lecture/sermon was 

also the second medium of information most accessed by respondents, both in 

urban and rural areas. One of the reason why society persistsin practicing 

FGM/C is the fatwa of ulemas delivered through lectures/sermons. 

Dissemination of particular information to society will be effective with the 

use of these types of media. 

Meanwhile, access to information through social media and internet is more 

popular among health workers than among households. More than 50 percent 

of health workers, both living in rural and urban areas, accessedthe 

information through social media and internet. If distinguished by area, 

however, internet and social media weremost accessed by all groups of 

respondents living in urban areas. It suggests that internet and social media 

were more popular in urban areas than in rural areas, particularly among 

household respondents, and the difference was quite significant. For example, 

the wife in urban areas accessing the internet was34.8 percent, while in rural 

areas only 19.8 percent. Similarly, there were more husbandsliving in urban 

areas who accessed the internet (34.4 percent) than those residing in rural 

areas (19.1 percent). While the radio and newspaper did not seem to be much 

accessed by respondents, both households and health workers. 
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4 
Knowledge and Practice of 
FGM/Cfrom the Perspective 
of Wife and Husband 

Chapter 4 Knowledge and Practice of FGM/Cfrom the Perspective of Wife and Husband 

 

4.1 Knowledge about FGM/C 

This chapter will compare the knowledge of wives and husbands about of 

FGM/C. This study used three questionnaires designed for respondents of 

wife, husband and health worker. The number of respondents in this study is 

summarized in the Table 4.1. 

Table 4.1 Respondent’s knowledge about FGM/C 

Knowledge about FGM/C 

Type of Respondent 

Wife Husband 
Health 

Professional 

Total Percen-
tage 

Total Percen-
tage 

Total Percen-
tage 

Know about FGM/C 4.250 100,0 2.782 100,0 86 100,0 

Do not know about FGM/C 0 0,0 0 0,0 0 0,0 

Total 4.250 100,0 2.782 100,0 86 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

FGM/C is widely practiced in the site of the study. Therefore, all respondents 

were not only aware of FGM/C, but also had some knowledge about FGM/C, 

such as how FGM/C is done and by who FGM/C is performed. 
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4.2 Source of Information about FGM/C 

FGM/C is a practice passed down from generation to generation. Although 

many people know about FGM/C, including influential people in society, such 

as community leaders or religious leaders, the main source of information 

about FGM/C for the respondents was parents, followed by other members of 

the family. This shows that parents and families played a significant role in 

preserving the practice of FGM/C. In other words, parents and families were 

the key to the cultural reproduction of FGM/C 

Table 4.2 The most important source of information about 
FGM/Caccording to wife and husband 

Source of Information 

Wife Husband 

Urban 
Areas 

Rural 
Areas 

Total 
Urban 
Areas 

Rural 
Areas 

Total 

Parents 82,1 89,7 87,3 74,8 83,8 81,5 

Neighbors 12,3 15,6 14,6 12,5 17,2 16,0 

Family 32,6 34,4 33,9 34,1 37,5 36,6 

Paramedics 9,0 7,9 8,2 4,0 3,5 3,7 

Traditional Birth Attendants  6,3 17,4 14,0 3,3 8,6 7,3 

Tomas/Toga 6,7 7,7 7,4 12,0 8,7 9,6 

Mass Media  0,7 0,6 0,6 0,1 0,6 0,5 

School Subjects 1,8 0,3 0,8 1,4 0,8 1,0 

Friends 0,5 0,2 0,3 0,3 0,3 0,3 

Total N 1.309 2.941 4.250 718 2.064 2.782 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
Note: The Table only display thepercentage of respondents with their choice of 

response answer (the question allows multipe response) 

4.3 The Practice of FGM/C in the Place of Origin and 

in the Current Place of Residence 

Migrationis an important factor in the discussion about FGM/C. Several studies 

on international migration have shown that migrants from developing 

countries with high prevalence of FGM/C had a more progressive view of 
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FGM/Ca fter living in developed countries. They no longer perceived FGM/C 

as a tradition that must be preserved. This is the result of Diabate's (2015) 

study on migrants from Mali who moved out to France. Mohamed's (2016) 

study on Somali men living in King County, Washington State, USA, showed 

that most of them did not condone the practice of FGM/C. A study conducted 

by Mesple-Somps (2016) showed the complexity of the impacts of migration 

on FGM/C. Not all migrants from African countries who moved out to Europe 

had a change in their perspective on FGM/C, from a tradition that is considered 

positive to be a practice that is considered negative. This is because not all 

migrant shave the ability to learn and to adopt new values in their current 

place of residence in a western country. Onwordi’s (2011) and Kern’s (2013) 

writings showed that parents of migrant children from Somalia living in 

Britain would take their children home to Somalia during the summer vacation 

to undergo FGM/C. 

Table 4.3 FGM/C practice in respondent’s place of origin 

FGM/CPractice in 
respondent’s place of origin 

Wife Husband 

Urban 
Areas 

Rural 
Areas 

Total Urban 
Areas 

Rural 
Areas 

Total 

Practiced by many people 630 953 1.583 370 736 1.106 

% 48,1 32,4 37,3 51,5 35,7 39,8 

Practiced by small number of 
people 

33 41 74 14 30 44 

% 2,5 1,4 1,7 2,0 1,5 1,6 

Not practiced 18 13 31 23 13 36 

% 1,4 0,4 0,7 3,2 0,6 1,3 

Do not know 35 37 72 33 45 78 

% 2,7 1,3 1,7 4,6 2,2 2,8 

Not applicable 593 1.897 2.490 278 1240 1518 

% 45,3 64,5 58,6 38,7 60,1 54,6 

Total 1.309 2.941 4.250 718 2.064 2.782 

% 100,0 100,0 100,0 100,0 100,0 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

Based on the field notes, parents whose place of origin hasa high prevalence of 

FGM/C took their daughters home to undergo FGM/C. They chose to go home 
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because in their current place of residence they could not find a traditional 

circumciser while the available midwives had given up performing FGM/C on 

children because they knew about the existence of regulation of the Minister 

of Heal this isued in 2014. 

Table 4.4 Respondent’s perception of FGM/C practices adopted in their 
current place of residence 

FGM/CPractice in 
Respondent’s Current Place 

of 

Wife Husband 

Urban 
Areas 

Rural 
Areas 

Total Urban 
Areas 

Rural 
Areas 

Total 

Practiced by many people 1.207 2.820 4.027 653 1.940 2.593 

% 92,2 95,9 94,8 91,0 94,0 93,2 

Practiced by small number of 
people 

66 105 171 33 83 116 

% 5,0 3,6 4,0 4,6 4,0 4,2 

Not practiced 2 2 4 2 5 7 

% 0,2 0,1 0,1 0,3 0,2 0,3 

Do not know 34 14 48 30 36 66 

% 2,6 0,5 1,1 4,2 1,7 2,4 

Total 1.309 2.941 4.250 718 2.064 2.782 

% 100,0 100,0 100,0 100,0 100,0 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

Both wife and husband respondent sargued that in their current place of 

residence FGM/C was widely practiced. From Table 4.5 it can be seen that most 

wives and husbands perceive that the practice of FGM/C is Table compared 

with the situation before 2010 (43.9 percent of wives, 41.2 percent of 

husbands). There are 24.3percent of wives who think that the practice of 

FGM/C increases and 27.3 of husbands who says that the practice of FGM/C 

has increased. 
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Table 4.5 Respondent’s perception of the practice of FGM/Cadopted in 
their current place of residence compared with the situation of 
FGM/C practice before 2010 

The Practice of 
FGM/Cbefore2010 

Wife Husband 

Urban 
Areas 

Rural 
Areas 

Total Urban 
Areas 

Rural 
Areas 

Total 

Increase a lot 149 413 562 104 277 381 

% 11,4 14,0 13,2 14,5 13,4 13,7 

Increasemoderately 218 800 1.018 134 605 739 

% 16,7 27,2 24,0 18,7 29,3 26,6 

Do not change 572 1.270 1.842 287 829 1.116 

% 43,7 43,2 43,3 40,0 40,2 40,1 

Decrease moderately  88 40 128 29 32 61 

% 6,7 1,4 3,0 4,0 1,55 2,2 

Decrease drastically 6 2 8 0 0,05 0,04 

% 0,5 0,1 0,2 0,0 0,1 0,0 

Not applicable 222 347 569 121 265 386 

% 17,0 11,8 13,4 16,9 12,8 13,9 

Do not know 54 69 123 43 55 98 

% 4,1 2,4 2,9 5,99 2,7 3,5 

Total 1.309 2.941 4.250 718 2.064 2.782 

% 100,0 100,0 100,0 100,0 100,0 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
Notes: Praktik FGM/C di daerah tempat tinggal responden hanya ditampilkan 

persentase yang menjawab Ya (bentuk pertanyaan adalah multiple response) 

4.4 Reasons to Continue to the Practiceof FGM/C 

FGM/C is still enforced in the site of the study for various reasons. The most 

common reason is that FGM/C is a religious order, a societal tradition and a 

family tradition. Societal and family traditions are not always intertwined. 

Families with a tradition of practicing FGM/C is likely to have a long history of 

FGM/C. In other words, grandmother who have undergone FGM/C will tend to 

have children and grandchildren who also undergo FGM/C. This is an example 

of cultural reproduction that is not easy to change. 
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Table 4.6 Reasons for people living in the neighborhood of respondent’s 
current place of residence to continue the practice of FGM/C 

Reasons to continue to 
practice FGM/C 

Wife Husband 

Urban 
Areas 

Rural 
Areas 

Total Urban 
Areas 

Rural 
Areas 

Total 

Religious obligation 90,7 93,6 92,7 88,9 92,6 91,6 

Societal tradition  73,3 88,9 84,1 64,9 85,8 80,4 

Social sanction 18,0 33,8 28,9 15,7 28,9 25,5 

Family tradition  71,0 82,2 78,7 59,2 76,6 72,1 

Medical reasons 59,0 55,9 56,9 52,9 48,7 49,8 

Have reached maturity  10,1 16,5 14,5 10,7 15,1 14,0 

Increase huband’s sexual desire 17,2 17,9 17,7 13,0 19,0 17,5 

Reduce wife’s sexual drive 20,2 17,1 18,1 16,3 16,9 16,7 

Prevent from having multiple 
sex partners 

8,9 11,9 11,0 7,0 11,5 10,4 

Do not practice FGM/C 2,8 0,5 1,2 4,5 2,0 2,6 

Total N 1.309 2.941 4.250 718 2.064 2.782 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
Note: Alasan masih diberlakukannya FGM/C hanya ditampilkan persentase yang 

menjawab Ya (bentuk pertanyaan adalah multiple response) 

4.5 Respondent’s View about FGM/C 

Table 4.8 shows that the majority of respondents(wife and husband) think that 

women need to undergo FGM/C. This finding is worrying, for it means that 

there is no alternative view of FGM/C in one family. A study carried out by 

Adeniran et.al. (2016) in Iloria, Nigeria, showed that a very prominent male 

role in patriarchal society makes men an important agent of change in the 

elimination of FGM/C. If men condemn the practice of FGM/C, it is very likely 

that they are able to prevent the practice of FGM/C in their families. The results 

of this study indicated that even husbands support the practice ofFGM/C. 

Whereas men in Indonesia tended to become a dominant party in the decision 

making in the family (Monostory, 2015). Table 4.7 shows that girls are likely 

to be under greater pressure to under go FGM/C because their fathers and 

mothers agree that FGM/C is a necessity. Table 4.8 presents a pattern 

consistent with Table 4.7., because both wife and husband respondents argue 
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that FGM/C needs to be performed, and consequently the practice needs to be 

preserved. 

Table 4.7 Respondent’s view about the necessity to perform FGM/C on 
girls 

Respondent’s View 

Wife Husband 

Urban 
Areas 

Rural 
Areas 

Total Urban 
Areas 

Rural 
Areas 

Total 

Necessary 1.256 2.912 4.168 694 2.036 2.730 

% 96,0 99,0 98,1 96,7 98,6 98,1 

Not Necessary  53 29 82 24 28 52 

% 4,1 1,0 1,9 3,3 1,4 1,9 

Total 1.309 2.941 4.250 718 2.064 2.782 

% 100,0 100,0 100,0 100,0 100,0 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

4.6 Respondent’s View about the Importance of 

FGM/C 

Table 4.8 shows a pattern that is consistent with Table 4.7., because both wife 

and husband respondents argue that FGM/C is a necessity and consequently 

this practice needs to be preserved. 

Table 4.8 Respondent’s view about the importance of FGM/C 

Respondent’s View about the 
Importance of FGM/C 

Wife Husband 

Urban 
Areas 

Rural 
Areas 

Total  Urban 
Areas 

Rural 
Areas 

Total 

Continued 1.253 2.905 4.158 683 2.038 2.721 

% 95,7 98,8 97,8 95,1 98,7 97,8 

Discontinued 33 22 55 24 18 42 

% 2,5 0,8 1,3 3,3 0,9 1,5 

Do not know 23 14 37 11 8 19 

% 1,8 0,5 0,9 1,5 0,4 0,7 

Total 1.309 2.941 4.250 718 2.064 2.782 

% 100,0 100,0 100,0 100,0 100,0 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
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Table 4.9 shows that religious orders and social sanctions are important 

factors that preserve the practice of FGM/C. When community members think 

that FGM/Cis not a religious order, and when there is no social sanction against 

those who abandon the practice of FGM/C, it is possible that families will not 

feel under pressure to perform FGM/Con their children. 

Table 4.9 Reasons to continue the practice of FGM/C 

Reasons to continue the 
practice of FGM/C 

Wife Husband 

Urban 
Areas 

Rural 
Areas 

Total Urban 
Areas 

Rural 
Areas 

Total 

Religious order 1.165 2.754 3.919 655 1.947 2.602 

% 89,0 93,6 92,2 91,2 94,3 93,5 

Societal tradition  824 2.461 3.285 411 1.683 2.094 

% 63,0 83,7 77,3 57,2 81,5 75,3 

Social sanction 205 839 1.044 103 504 607 

% 15,7 28,5 24,6 14,4 24,4 21,8 

Family tradition  827 2.178 3.005 387 1.447 1.834 

% 63,2 74,1 70,7 53,9 70,1 65,9 

Medical reasons 724 1.591 2.315 369 975 1.344 

% 55,3 54,1 54,5 51,4 47,2 48,3 

Have reached maturity  109 419 528 66 277 343 

% 8,3 14,3 12,4 9,2 13,4 12,3 

Increase husband’s sexual 
desire 

176 476 652 84 342 426 

% 13,5 16,2 15,3 11,7 16,6 15,3 

Reduce wife’s sexual drive 212 445 657 110 339 449 

% 16,2 15,1 15,5 15,3 16,4 16,1 

Prevent from having multiple 
sex partners 

106 310 416 50 227 277 

% 8,1 10,5 9,8 7,0 11,0 10,0 

Girls should not be circumcised  53 29 82 24 28 52 

% 4,1 1,0 1,9 3,3 1,4 1,9 

Total N 1.309 2.941 4.250 718 2.064 2.782 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
Notes: Alasan praktik FGM/C perlu diteruskan hanya ditampilkan jumlah dan 

persentase yang menjawab Ya (bentuk pertanyaan adalah multiple response) 
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Both respondents husband and wife respondent sargue that the practice of 

FGM/C should be continued because it is a religious orders. Societal 

traditionisal so a reason why FGM/C should be preserved. This study shows 

that the interpretation of FGM/C as an obligation in religion is a crucial factor 

for the emergence of cultural hegemony as sociated with FGM/C. 

In Table 4.12 it can be seen that wife and husband respondents argue that the 

practice of FGM/C needs to be discontinue because it is not ordered under 

Islam. An interesting reason why it is necessary to end the practice of FGM/Cas 

shown in Table 4.10 is because FGM/C does not give any benefit. 

Table 4.10 Reasons to discontinue the practice of FGM/C 

Reasons to Discontinue the 
practice of FGM/C 

Wife Husband 

Urban 
Areas 

Rural 
Areas 

Total Urban 
Areas 

Urban 
Areas 

Total 

Not a religious order  41 18 59 17 18 35 

% 3,1 0,6 1,4 2,4 0,9 1,3 

Not a societal tradition 11 8 19 6 8 14 

% 0,8 0,3 0,5 0,8 0,4 0,5 

No social sanction  26 6 32 10 10 20 

% 2,0 0,2 0,8 1,4 0,5 0,7 

Not a family tradition  18 10 28 10 9 19 

% 1,4 0,3 0,7 1,4 0,4 0,7 

Have bad impact on health  7 13 20 2 2 4 

% 0,5 0,4 0,5 0,3 0,1 0,1 

Trauma 10 7 17 2 1 3 

% 0,8 0,2 0,4 0,3 0,1 0,1 

Not permitted by family  5 4 9 0 1 1 

% 0,4 0,1 0,2 0,0 0,1 0,0 

No benefit  20 3 23 7 4 11 

% 1,5 0,1 0,5 1,0 0,2 0,4 

Not applicable (FGM/Cshould 
be continued) 

1256 2912 4168 694 2036 2730 

% 96,0 99,0 98,1 96,7 98,6 98,1 

Total N 1.309 2.941 4.250 718 2.064 2.782 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
Note: Alasan praktik FGM/C perlu dihentikan hanya ditampilkan jumlah dan 

persentase yang menjawab Ya (bentuk pertanyaan adalah multiple response) 
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Both husband and wife respondents argue that the government is the most 

appropriate actor to end the practice of FGM/C. Health workers are also seen 

as influential actors to help discontinue the practice of FGM/C. In addition, 

religious leaders are seen as stakeholders that need to be taken into account 

in eliminating the practice of FGM/C. Looking at the data described earlier, 

efforts to eliminate the practice of FGM/C should not only be done through 

advocacy from a healthst and point. Given the importance of religious 

teachings that strongly influence the practice and preservation of FGM/C, 

religious leaders should be given more attention and space in the effort to 

eliminate FGM/C. 

Table 4.11 Appropriate party to end the practice of FGM/C 

Appropriate Party 

Wife Husband 

Urban 
Areas 

Rural 
Areas 

Total 
Urban 
Areas 

Rural 
Areas 

Total 

Government  15 6 21 10 4 14 

% 45,5 27,3 38,2 1,4 0,2 0,5 

Health workers 10 4 14 7 5 12 

% 30,3 18,2 25,5 1,0 0,2 0,4 

Community Leaders  1 4 5 1 5 6 

% 3,0 18,2 9,1 0,1 0,2 0,2 

Religious Leaders  6 6 12 6 4 10 

% 18,2 27,3 21,8 0,8 0,2 0,4 

Others 1 2 3 0 1 1 

% 3,0 9,1 5,5 0,0 0,1 0,0 

Not applicable 1.276 2.919 4.195 694 2.045 2.379 

% 97,5 99,3 98,7 96,7 99,1 98,5 

Total 33 22 55 24 19 43 

% 100,0 100,0 100,0 100,0 100,0 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
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5 FGM/CHistory and Practice 
in Household 

Chapter 5 FGM/CHistory and Practice in Household 

 

5.1 FGM/CHistory in Household 

Female genital mutilation/cutting (FGM/C) in Indonesia has been practiced 

from generation to generation, from parents to child, from society to society. 

FGM procedures is performed both traditionally and medically. Most women 

who have children under going FGM/C also have FGM/C performed on 

themselves. It This happens because a woman will pass down what she has 

experienced to the child she gave birth to. The following section will describe 

the transmission FGM/C between generations and ages of girls under going 

FGM/C. 

5.1.1 Household Members Undergoing FGM/C 

FGM/C is a practice that is performed across generations. Data on the type of 

FGM/Cperformed on girls in Eritria shows that FGM/C practice is often an 

experience of older members of the family that is passed down to the next 

generation. Some authors argue that female elders tend to preserve certain 

types of FGM/C because they want the younger members of the family 

members to havethe same life experience as theirs (Yoder et al., 2013). 

A woman who has undergone FGM/C will be likely to have her child experience 

the same thing (UNFPA, 2015). This has become a common phenomenon in 

countries where female population practice FGM.The practice of FGM/C is 

continuing due to the assumption that FGM/C is a rationalization of Islamic 

teaching regading FGM/C, which set the status of FGM/C as sunnah and 

obligation (Zamroni, 2011). A previous study conducted by PSKK-UGM in 
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Madura and Yogyakarta also indicatedthat the practice of FGM/C practice is 

very closely related to Islam (Putranti, et al, 2003). 

The presumption that FGM/Cis a religious ritual and determination of society 

to keep the tradition alive have made many people continue the practice of 

FGM/C. The results of the 2017 FGM/C survey indicatedthat almost all female 

household members hadundergone FGM/C. Data from this survey showed that 

11,222 (96.89 percent) out of the total of 11,582 female household members 

targeted for the survey, had undergone FGM/C. This suggested that the 

tradition of FGM/C, especially if it wasstongly believed to be an Islamic ritual, 

would be difficult to eliminate. Jones, et.Al. (2004) also indicated that FGM/C 

was perceived to be very close to religious teachings. If the data on female 

household members undergoing FGM/C is distunguished further based on age, 

there were 56.8 percent of female household members who were under the 

age of 12 years and 53.2 percent who were over the age of 11 years, indicating 

that almost all women in the household had undergone FGM/C. 

Table 5.1 Number of female household members undergoing FGM/C 

Household Members Undergoing FGM/C Total Percentage 

Household members aged 0-11 years  5.251 56,8 

Household members>11 years 5.971 53,2 

Total  11.222 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

Table 5.2 shows that mothers in the householdswho have undergone FGM/C 

and have acircumcised child aged between 0-11 years comprises 80.2 percent 

of the total mothers undergoing FGM/C. The more children they have, the 

smaller is the percentage because the coverage of this study was limited to 

girls aged 0-11 years. Children over the age of 11 years was not counted in this 

study, so there would be few households who had girls of thisrange of age. For 

example, the Table shows that a mother who have undergoneFGM/C and have 

4 daughters undergoing FGM/Cis 0.2 percent, probably because most 

daughters they have are over the age of 11 years. 

Base on the types ofFGM/C, the most types performed,either on the first, 

second, third or forth child, was partial cutting of the clitoris and the prepuce 

(32.7 percent), followed by type 1a, eliminating the clitoris tip and the prepuce 
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(32.2 percent). The third most common type was type 4, i.e. all the malicious 

procedures performed on female genitals for non-medical reasons (28.2 

percent). 

Table 5.2 Number of mothers undergoing FGM/Cwho have 
childrenundergoing FGM/C 

Type of FGM/C 

Number of Mothers Who HaveChildrenUndergoingFGM/C 

1 Child 
Undergoing 

FGM/C 

2 Children 
Undergoing 

FGM/C 

3 Children 
Undergoing 

FGM/C 

4 Children 
Undergoing 

FGM/C 
Total 

Total 
Percen-

tage 
Total 

Percen-
tage 

Total 
Percen-

tage 
Total 

Percen-
tage 

Total 
Percen-

tage 

Type of FGM/C Practice           

Type 1a 1.111 32,6 235 30,5 22 33,9 2 22,2 1.370 32,2 

Type 4 983 28,8 204 26,5 13 20,0 2 22,2 1.202 28,2 

Partialor total removal of the 
clitoris and/or the prepuce  

1.090 32,0 271 35,2 27 41,5 5 55,6 1.393 32,7 

Scratching of scraping the urethral 
opening 

181 5,3 53 6,9 2 3,1 0 0,0 236 5,5 

Symbolic without injury  45 1,3 7 0,9 1 1,5 0 0,0 53 1,3 

Do not know 2 0,1 1 0,1 0 0,0 0 0,0 3 0,1 

Facilities where FGM/C is 
performed 

          

Medical workers 1.289 37,8 307 39,8 28 43,1 1 11,1 1.625 38,2 

Traditional midwives 2.119 62,1 464 60,2 37 56,9 8 88,9 2.628 61,7 

Do not know 4 0,1 0 0,0 0 0,0 0 0,0 4 0,1 

Specific facility to perform FGM/C                     

Hospital 55 1,6 14 1,8 0 0,0 0 0,0 69 1,6 

Puskesmas 179 5,3 38 4,9 3 4,6 0 0,0 220 5,2 

Doctor’s/Paramedic’s office 887 26,0 220 28,5 22 33,9 1 11,1 1.130 26,5 

Facility where indigenous midwife 
is practicing 

417 12,2 55 7,1 5 7,7 0 0,0 477 11,2 

Patient’s house 1.773 52,0 426 55,3 32 49,2 8 88,9 2.239 52,6 

Relative’s house 94 2,8 17 2,2 3 4,6 0 0,0 114 2,7 

Others 5 0,2 1 0,1 0 0,0 0 0,0 6 0,1 

Do not know 2 0,1 0 0,0 0 0,0 0 0,0 2 0,1 

Total 3.412 100,0 771 100,0 65 100,0 9 100,0 4.257 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

The types of FGM/Cprocedures as previously described above indicated 

cutting and injury to the female genital. Only a small percentage (1.5 percent) 
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of respondents practiced symbolic circumcision. Excision and incision on 

female genital have become more common practices. This finding is in line 

with the findings of Budiharsana, et al (2003) that excision and incision of 

female genitalia was the most practiced type of circumcision. 

According FGM/C provider, FGM/Cwas most performed by traditional healer 

(61.7 percent). FGM/C conducted by health personnel was only 38.3 percent. 

These results also confirm the findings of Budiharsana, et al (2003) that 

traditional hearler (traditional birth attendants and traditional circumcisers) 

were the main actors in the practice of FGM/C. Based on the place where 

FGM/C is performed, most FGM/C was conducted at client’s home (52.6 

percent), followed by private practice place of health personnel(26, 5 percent). 

Table 5.3 Transmisi FGM/C dari Ibu ke Anak 

Mothers have 
undergone FGM/C 

Children have undergone FGM/C 

Yes Percentage 

Yes 4.137 97,2 

No 57 1,3 

Do not know 63 1,5 

Total 4.257 100,0 
 

Grandmothers have 
undergone FGM/C 

Mothers of girls aged 0-11 years have 
undergone FGM/C 

Yes Percentage 

Yes 380 94,8 

No 8 2,0 

Do not know 13 3,2 

Total 401 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

Table 5.3 show the transmission of FGM/C values and practices across 

generations. The data indicates that transmission of FGM/C values among 

women across generations is still very strong. It is obvious that the FGM/C 

practice was very common among women from three generations, from 

grandmother to granddaughter.A large proportion of mothers who have 

undergone FGM/C(97.2 percent) have their children circumcised too.Even 
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women who did not undergo FGM/C (1.3 percent) reported to carry out 

FGM/C on their children. On the other hand, 94.8 percent of grandmothers 

who had undergone FGM/C would also perform FGM/C on their children, who 

are, in this study, the wife respondents. There were 2 percent of grandmothers 

who did not undergo FGM/C were reported to practice it on their children. 

The practice of FGM/Cinherent in tradition and belief will also transmit 

FGM/C- related values across generations. Rokhmah (2015) indicated that 

family and religious leaders would always remind and indirectly persuaded 

those who hadnot performed FGM/C, because FGM/Cwas identical with 

Islamization. Milasari et al (2008) also showed that FGM/Cwas influenced by 

a tradition that has been performed for generations that has become a local 

custom. 

Transmission of FGM/C values that are identical with tradition and carried out 

from generation to generation is closely related to the process of cultural 

externalization and cultural internalization. Berger and Luckmannn's theory 

(in Hamilton and Kandala, 2016) stated that through the process of 

externalization and internalization of values, the culture in society will become 

a tradition, and the values of this culture will direct the community behavior. 

In the context of FGM/C this theory is very relevant. Interaction in the family, 

society, and environment will make FGM/Ctradition an importantvalue to 

adopt. 

5.1.2 Age of Girls When Undergoing FGM/C 

Most girls undergo FGM/Cwhen they are below the age of 1 year (<12 months) 

(3,249 or 61.9 percent). If distinguished further, 50.2 percent of girls 

hadFGM/Cperformed on them at the age of 1 - 4 months. This is consistent 

with the results of the study carried out by Budiharsana, et.al (2003). The 

majority of mothers reported that newborns and infants are the ideal period 

of age for FGM/C. Thestudy also demonstrated that more than 90 percent of 

respondents in Sumenep and Padang had their children undergoneFGM/C 

when they wereunder the age of 5 years. The reason why they chose this range 

of age was for religious identification. 
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Table 5.4 Average age of girls when undergoingFGM/C 

Average Age of Girls  
Urban Areas Rural Areas Total 

Total  Percentage Total Percentage Total  Percentage 

Days       

1 - 10 112 6,8 325 9,0 437 8,3 

11 - 20 55 3,3 73 2,0 128 2,4 

21 - <30 17 1,0 22 0,6 39 0,7 

Months             

1 - 4 1.093 66,3 1.536 42,6 2.629 50,1 

5 - 8 150 9,1 288 8,0 438 8,3 

9 - <12 32 1,9 152 4,2 184 3,5 

Years             

1 - 3 153 9,3 1.124 31,2 1.277 24,3 

4 - 6 22 1,3 64 1,8 86 1,6 

7 - 9 7 0,4 10 0,3 17 0,3 

Do not know 7 0,4 9 0,2 16 0,3 

Total 1.648 100,0 3.603 99,8 5.251 99,7 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

Field findings indicated that FGM/Cwas mostly performed on infant aged 

around 40 days in conjunction with other ceremonial events. For example, in 

East Belitung, a baby girl was circumcised when her age was 44 days in 

conjuction with a ceremonial event held for the mother who just passed the 

post partum period. In local languange it was called lepas pantang. Lepas 

pantang is the end of maternal abstinence after childbirth, such as abstinence 

from going out, or abstinence from certain foods. 

Data from the 2017 FGM/C survey was also consistent with the results of the 

study conducted by Patel and Roy (2016), which found that despite some 

disparity with age, FGM/C is usually performed within the first 24 months of a 

girl’s life. In terms of location of respondents, there was no significant 

difference between urban and rural areas. In both areas, FGM/C was most 

performed at the age of 1-4 months as a a religious ritual to become a better 

Islam. 
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5.2 FGM/CPractice in Household 

5.2.1 Decision Maker Regarding FGM/C 

The practice of FGM/L cannot be separated from the role of primary decision-

maker in the household, who decides whether a girl will go through the FGM 

process or not. Data from the 2017 FGM/C Survey, as shown in Table 5.5, 

indicated that mother was the most important person in making a decision 

regarding FGM/C that affected a girl’s life (70 percent). This study is in line 

with World Vision (2011) which found that the decision maker regarding 

FGM/C was women, either mother or grandmother. This finding is different 

with what was found Budiharsana, et.al (2003), which indicated that the 

decision related to FGM/C was made by parents together. Meanwhile, 

Rokhmah (2015) who studied FGM/C in South Sulawesi showed that decision 

related to FGM/C was usually made by parents who were directly responsible 

for girls, families, and religious leaders. 

The results of the 2017 P2GP study on the other hand showed that there were 

only 5 percent of fathers and mothers who made decisions together. Based on 

the results of the interview, fathers usually let the decision regarding FGM/C 

made by mothers. Even when they knew it did not benefit girls, or when they 

actually condemn the practice of FGM/C, they were powerless against 

mother’s decision to perform FGM/C on their child, due to the strong influence 

of tradition. Meanwhile, grandmothers had a quite significant role in making a 

decision about FGM/C, because 16 percent of grandmothers in this survey had 

contribution to the decision making about FGM/C affecting girls. In this case, 

the role of grandmother swasgreater than the role of fathers. This reinforces 

what has been previously described that women have greater role in the 

decision making about FGM/C. 

5.2.2 Facilities and Practitioners of FGM/C 

In terms of place selected to perform FGM/C, there was a significant difference 

between rural and urban areas. Client’s home was apparently the most place 

chosen by respondents to conduct FGM/C, especially the respondents living in 

rural areas. Respondents who conducted FGM/C at their home made up 53 

percent of the total respondents. If distinguished by place of residence, 63 
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percent of respondents living in rural areas and 30 percent living in urban 

areas choseto perform FGM/C at their own home.It was probably related to 

the age of infants when undergoing FGM/C (most of them were 1-4 months of 

age) and traditional ceremony (selamatan/communcal feast) that was mostly 

held when the baby was only 40 days old. Therefore, FGM/C was performed at 

home by inviting a traditional birth attendant or midwife. 

The private practice of health workers, such as doctor’s office, midwife’s or 

other paramedics place was the second most chosen place to conduct FGM/C 

(26.9 percent). Most respondents residing in urban areas, however, preferred 

to have FGM/C performed at paramedics private practice (47 percent). Quite 

a few respondents chose to take their child to a health personnel’s office, 

usually midwife’s office, and to the place where a traditional birth attendant 

practices (10.6 percent), to have FGM/C performed on their child. If 

distinguished further by place of residence, there were more respondents 

living in rural areas who chose to conduct FGM/Cat the private practice of a 

traditional birth attendant. 

Selection of place to perform FGM/C is probably related to the selection of 

health worker who will assist in the FGM/C process. Therefore, there was a 

difference between respondents living rural areas and those living in urban 

areas in terms of their selection of FGM/C providers. If client’s own home was 

most chosen by respondents in rural areas to perform FGM/C, it was probably 

associated with the fact that a large number of traditional birth attendant (45 

percent) were selected to assist in FGM/C procedure. If distinguished further 

by location of residence, there were 74 percent respondents living in rural 

areas who chose a traditional healer to perform FGM/C. Traditional birth 

attendants were more flexible and accessible, so they were often called to the 

client’s house to perform FGM/C. As reported by respondents in Barito Kuala 

District, South Kalimantan, although a woman gave birth with the assistance 

of a midwife, the postpartum care for mother and baby would be performed 

by a traditional birth attendant until the baby’s umbilical cord fell off on its 

own. A traditional birth attendant would visit her client’s home periodically to 

provide the postpartum care. Therefore, people did not hesitate to aska 

traditional birth attendant to perform FGM/C at their home. 
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Table 5.5 The practice of FGM/Ccarried out on girls aged 0-11 years 

The Practice of FGM/CCarried Out 
on Girls Aged 0-11 Years 

Place of Residence 

Urban Areas Rural Areas Urban+Rural Areas 

Total  Percentage Total Percentage Total  Total 

Decicion Maker Regarding FGM/C       

Client 3 0,2 2 0,1 5 0,1 

 Mother 1.114 67,6 2.518 69,9 3.632 69,2 

 Father  124 7,5 300 8,3 424 8,1 

 Grandmother 271 16,4 563 15,6 834 15,9 

 Grandfather 10 0,6 24 0,7 34 0,7 

 Health worker 18 1,1 19 0,5 37 0,7 

 Parents 94 5,7 158 4,4 252 4,8 

Others  10 0,6 16 0,5 26 0,5 

 Do not know 4 0,2 3 0,1 7 0,1 

Facilities for performing FGM/C       

 Hospital  40 2,4 43 1,2 83 1,6 

 Puskesmas 170 10,3 100 2,8 270 5,1 

Doctor’s/Paramedic’s Office 789 47,9 625 17,4 1.414 26,9 

 Traditional health facilities 109 6,6 445 12,4 554 10,6 

 Client’s home 501 30,4 2.279 63,3 2.780 52,9 

 Family’s home 35 2,1 104 2,9 139 2,7 

 Others  3 0,2 4 0,1 7 0,1 

 Do not know 1 0,1 3 0,1 4 0,1 

FGM/C Service Provider       

 Health personnel 1.087 66,4 930 25,8 2.017 38,5 

 Traditional healer 557 33,4 2.671 74,1 3.228 61,4 

 Do not know 4 0,2 2 0,1 6 0,1 

Decision Maker regarding FGM/C       

 Client 18 1,09 6 0,0 24 0,46 

 Mother 1.261 76,52 2.645 73,41 3.906 74,39 

 Father 76 4,61 243 6,74 319 6,08 

 Husband 3 0,18 18 0,5 21 0,4 

 Grandmother 212 12,86 588 16,32 800 15,24 

 Grandfather 6 0,36 19 0,53 25 0,48 

 Customary Leaders 0 0 2 0,06 2 0,04 

 Health worker 10 0,61 9 0,25 19 0,36 

 Traditional Circumciser 2 0,12 3 0,08 5 0,1 

 Parents 48 2,91 58 1,61 106 2,02 

Relatives  4 0,24 6 0,17 10 0,19 

Others 1 0,30 2 0,06 7 0,05 

Do not know 3 0,18 4 0,11 7 0,13 

Total 1.648 100,0 3.603 100,0 5.251 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
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Most respondents living in urban areas (66 percent) chose paramedics, such 

as midwife, nurse or mantri, but in practice, midwife was paramedics 

performing more FGM/C compared with other paramedics, as well as the 

second most practitioner requested to peform FGM/C. The government has a 

program aiming atmaking a midwife accessible in every village, so a midwife 

is expected to be close with the society, especially to assist with birth delivery. 

While in total there were 38 percent of respondents who requested the help of 

paramedics to perform FGM/C. 

These findings are also consistent with the results of the Budiharsana, et.al 

(2003) study, which indicated that most FGM/C was performed by a 

traditional birth attendant (68 per cent), while the remaining was done by 

health personnel, especially midwives. Suparmi, et al (2015) also mentioned 

that most women in rural areas were circumcised by a traditional circumciser. 

Phenomenon of FGM/C performed by a traditional birth attendant of 

traditional healer is not only common in Indonesia, but also in other parts of 

the world. As Nour (2008) pointed out that the practice of FGM/C was 

generally conducted by traditional healers who have no medical qualifications. 

Looking at the reasons behind for selection of FGM/Cproviders, there were 

variations of answers given by the respondents. Respondents who chose 

midwives to perform FGM/C (96.8 percent) reported that they felt more 

medically safe FGM/C was conducted by a midwife, because she used the 

instruments that are up to medical standard and sterile.Midwife was also 

chosen because the service was included in the maternity pacakage (66 

percent), and accessible (57.7 percent), as almost every village currently has a 

midwife. 

The most selected reason to choose midwives to perform FGM/C was tradition 

(69.3 percent). In fact, FGM/C cannot be separated from tradition. Rokhmah 

(2015) also explained that FGM/C was closely related to the traditions and 

culture of the community, which made it more widely peformed by traditional 

healers rather than health personnel. Whereas in Bugis and Makassar society 

both male and female circumcisionconstitute ceremonies that are always 

carried out to complement the life cycle (Women Moving, 2013). 

Low cost was another reason chosen by respondents to use FGM/Cservice 

provided by traditional birth attendants (54 percent). Traditional birth 
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attendants does not set a special tariff for FGM/C services they deliver. They 

are willing to receive in-kind payment, such as crops, for FGM service they 

provide. This is why people prefer to choose traditional birth attendants to 

perform FGM/C on their children. In addition to low cost, close 

acquaintance/kinship was chosen by 49 percent of respondents and family 

advice by 45 percent. These findings are consistent with the findings of 

Budiharsana, et.al (2003), which pointed out several reasons behind the 

selection of traditional birth attendants to perform FGM/C, i.e. the cost and the 

physical and psychological distance. Traditional birth attendants are cheaper, 

closer to society and happy to provide service at home. 

5.2.3 Reasons to Choose a Certain Type of Health workerto 

Perform FGM/C 

Analysis of selection of FGM/C service provider presents a broader picture of 

FGM/Ccontext. In most African countries where FGM/C is widely practiced, 

FGM/C is mostly performed by a traditional healer. Recent trend, however, 

indicates that in many countries, health personnelare increasingly involved in 

FGM/C. The shift from traditional procedures to modern and professional 

procedures carried out in hospitals and health clinics is referred to as 

medicalization of FGM/C. Data from the Demographic and Health Surveys and 

The Multiple Indicator Cluster Surveys (MICS) demonstrate an increase in the 

medicalization of FGM/C in Egypt, Guinea, Kenya, Nigeria, northern Sudan and 

Yemen. In these countries more than one-third of girls who have been 

circumcised undergo the procedure performed by health personnel. In Egypt, 

for example, 94 percent of girls and 79 percent of mothers of circumcised girls 

were circumcised by professionally trained health workers (doctors, nurses, 

midwives or traditional birth attendants) (UNICEF, 2005). 

The results of the FGM/C survey in terms of selection of FGM/Cservice 

providers showed that there were several variations of answers given by 

respondents when selecting FGM/Csevice provider. Respondents who chose 

midwives to conduct FGM/C (96.8 percent) reported that they felt more 

medically safe if it was done by a midwife. The instruments used by a midwife 

to perform FGM/C were more securedsince they were already up to medical 

standard and sterile. Other reasonsto choose a midwife were the inclusion of 
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FGM/C in maternity package (66 percent), and convenient access to midwives 

(57.7 percent), as almost every village currently has a midwife 

Table 5.6 Reasons to choose a certain type of health worker to perform 
FGM/C 

Reasons 

Health Personnel Traditional healer Do not know Total 

Total Percentage Total Percentage Total Percentage Total Percentage 

Low-cost 98 4,9 204 6,3 0 0,0 302 5,8 

Tradition 120 6,0 2.575 79,8 0 0,0 2.695 51,3 

Advised by family  271 13,4 705 21,8 0 0,0 976 18,6 

Included in maternity package 448 22,2 196 6,1 3 50,0 647 12,3 

Convenient access 682 33,8 495 15,3 0 0,0 1.177 22,4 

Close acquaintance /kinship  370 18,3 532 16,5 0 0,0 902 17,2 

Medically safer 1.050 52,1 20 0,6 0 0,0 1.070 20,4 

Health personnel is not available 101 5,0 94 2,9 0 0,0 195 3,7 

Do not know 0 0,0 2 0,1 3 50,0 5 0,1 

Others 6 0,3 14 0,4 0 0,0 20 0,4 

Total 2.017 100,0 3.228 100,0 6 100,0 5.251 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

Selection of midwives to perform FGM/C is also consistent with Merli (2012) 

who found that the practice of female circumcision in Southern Thailand was 

generally performed by midwives. This is due to the medicalization process in 

childbirth and the increasingly marginalized role of traditional birth 

attendants that ultimately affected medical practices and rituals related to 

reproduction, including the demand for female circumcision. Similarly, the 

findings of Putranti (2008) showed that the involvement of health personnel 

(midwives) in the practice of FGM/Cwas more common along with the 

issuance of policy regulating birth delivery by health workers to replace the 

role of traditional birth attendants. 

5.2.4 Approval for Performing FGM/C 

More than 90 percent of mothers of a child who had undergone FGM/C 

reported that prior to performing FGM/C on their child, the health worker 

asked for their approval. Table 5.5 below shows that 94.4 percent of mothers 

were asked for approval for FGM/C action, and only 5.5 percent reported that 
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there was no approval requested for FGM/C action, which means thatFGM/C 

was performed with the mother’s knowledge and approval. It is not eve nun 

common that FGM/C was performed at the request of the mother. This is in 

line with what was reported by a village midwife in East Belitung District that 

FGM/C was conducted at the request of the infant’s mother. 

Table 5.7 Approval for performing FGM/C 

Approval for Practicing 
FGM/C 

Mothers of Household Members Undergoing 
FGM/C 

Girls Undergoing FGM/C 

Health 
personnel 

Traditi-
onal Prac-

ttioner 

Do not 
know 

Total  Health 
personnel 

Traditi-
onal Prac-

ttioner 

Do not 
know 

Total 

Approval is requested 1.884 3.068 5 4.957 67 130 0 197 

% 93,4 95,0 83,3 94,4 3,3 4,0 0,0 3,8 

No approval is not requested 131 155 0 286 1.948 3.087 5 5.040 

% 6,5 4,8 0,0 5,5 96,6 95,6 83,3 96,0 

Do not know 2 5 1 8 2 11 1 14 

% 0,1 0,2 16,7 0,2 0,1 0,3 16,7 0,3 

Total 2.017 3.228 6 5.251 2.017 3.228 6 5.251 

% 100,0 100,0 100,0 100,0 100,0 100,0 100,0 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

5.2.5 Cost of FGM/C 

There is no standard cost of FGM/C that has been established in Indonesia, 

even after the Government of Indonesia through the Ministry of Health issued 

a ministerial regulation stipulating the practice of FGM/C by health 

professionals. Under Regulation of the Minister of Health of the Republic of 

Indonesia No. 6 of 2014 the government revoked Regulation of the 

MinisterofHealth No. 1636/Menkes/per/xii/2010 concerning FGM/C, 

because FGM/C is not a medical practice conducted based on medical 

indication and has not proven to be beneficial to health. Therefore, the cost of 

FGM/C is very diverse and depends on who performs it. Even the cost of 

FGM/C is not always paid with money, but also in the form of goods usually 

staple food. 

Some findings from several studies of FGM/C in Indonesia showed that 

payment for the cost of service provided by a circumciser depended only on 

the ability to pay of the household who used his/her service. Sumarni (2005) 
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showed that the cost of FGM/C services provided by both midwives and 

traditional circumcisers ranged from approximately Rp 10.000,00 to 

Rp30.000,00. Zakiah (2012) indicated that in Pidie Jaya District, Aceh, the cost 

of FGM/C service provided by midwives was paid in accordance with the 

ability to pay of the household who used their services, with a range between 

Rp 10.000,00 to Rp20.000,00. With such affordable costs, it is logical that the 

practice of FGM/C continues to this day. 

The results of the 2017 FGM/C Survey found that 5,251 girls aged 0-11 years 

had undergone FGM/C. The number of households that was able to mention 

the cost of FGM/C was only 4,601 (87.6 percent of the total household 

respondents), because there were 356 (6.8 percent) households who did not 

know how much was the cost of FGM/C. In addition, there were 294 children 

(5.6 percent) who have undergone FGM/C that was included in the maternity 

package, so the accurate cost of FGM/C was unknown. Based on the cost of 

FGM/C service offered separately from the maternity package, the most 

payment given for FGM/C services was the range from Rp50.000,00 to 

Rp100.000,00 (55.1 percent), followed by below Rp50.000,0 (26.9 percent) 

and above Rp100.000,00 (10.4 percent). It is interesting that this study found 

some girls (353 or 7.7 percent) who had undergone FGM/C but were not 

required to pay or the FGM/C service was given for free. 

As discussed in the previous section, most FGM/C was carried out by 

traditional healers, including traditional birth attendants (61.6 percent), while 

girls who had undergone FGM/C assisted by health personnel were 38.4 

percent. This is in line with the results of previous research conducted by 

Sumarni (2005), which concluded that traditional circumcisers were most 

selected to perform FGM/Con girls because of several reasons as follows: 1) 

the cost of FGM/C performed by a traditional healer was low and included in 

the cost of childbirth. The service provided by a traditional birth attendant also 

included baby care given up to 40 days from the birth day, such as bathing the 

baby in the morning and in the afternoon 2) people had more confidence in 

traditional birth attendants who had been trusted by their families for 

generations, and 3) traditional healers was available on call. Budiharsana, et.al 

(2003) also concluded that traditional healers were preferred to perform 

FGM/C in Indonesia due to several reasons, including cost, physical and 

psychological distance. People said that compared to health personnel, 



 

81 

traditional healers were cheaper and closer to them as well as happy to 

provide services at home. 

Table 5.8 Cost of FGM/Cby health worker 

Cost of FGM/C 

Health worker Performing FGM/C 

Health personnel Traditional healer Do not know Total  

Total  Percentage Total Percentage Total  Percentage Total  Percentage 

< 50.000,00 619 30,7 617 19,1 0 0,0 1.236 23,5 

50.000,00 -100.000,00 800 39,7 1.736 53,8 0 0,0 2.536 48,3 

>100.000,00 79 3,9 397 12,3 0 0,0 476 9,1 

For free 227 11,3 126 3,9 0 0,0 353 6,7 

Included in maternity package 98 4,9 196 6,1 0 0,0 294 5,6 

Do not know 194 9,6 155 4,8 6 100,0 355 6,8 

Refuse to answer 0 0,0 1 0,03 0 0,0 1 0,02 

Total 2017 100,0 3.228 100,0 6 100,0 5.251 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

He cost of FGM/C if differentiated according to officers who perform the 

medical personnel and traditional both are at most in the price range 

Rp50.000,00 to Rp100.000,00. Families who do FGM/C in their daughters ages 

0-11 years and are not charged more when FGM/C is done by medical 

personnel that is as much as 13.2 percent (227 children), while traditional 10.2 

percent (126 children). The results of this FGM/C survey also shows the 

average cost, which reaches Rp67.000,00 without distinguishing officers who 

do FGM/C. The cheapest price of FGM/C is known to be Rp5.000,00 and the 

highest can reach Rp200.000,00 which is only devoted to FGM/C cost just not 

one package with birth. 

For medical personnel or traditional FGM/C not infrequently become a 

package of services with piercings and childbirth. This is also found in this 

survey, of which 294 children whose FGM/C costs are one package with 

delivery, and the average cost of the package is Rp425,000.00. While the 

average lowest package cost reached Rp230.000,00 and the highest of 

Rp1.200.000,00. The family that does FGM/C on their daughter can not 

separate the cost of FGM/C and delivery because of one package and occurs in 

all research sites. 



 

82 

5.2.6 Religious and Traditional Ceremony Accompanying the 

Practice of FGM/C 

The practice of FGM/C that continues to this day cannot be separated from the 

reasons related to religion and tradion. The practice of FGM/C that is regarded 

as a religious order and tradition has been done for generations. The 

implementation of the FGM/C process is followed by several rituals. With 

regard to special religious ceremony accompanying the practice of FGM/C, the 

results of the survey demonstrated that the majority of households (3,384 or 

62.5 percent) conducted a special ceremony. While the number of households 

who did not perform religious ceremonywas1,864 or 35.5 percent. Those who 

did not conduct a religious ceremony included the majority of health workers, 

which consisted of health personnel who performed FGM/C (1,150 or 61.7 

percent) and traditional healers (714 or 38.4 percent). This data shows that 

religion remains to be a very powerful driving force behind the practice of 

FGM/C that continues to this day. 

Table 5.9 Religious ceremony accompanying the practice of FGM/Cby place 
of residence 

Religious Ceremony 

Urban Areas Rural Areas Total 

Total  Percentage Total Percentage Total  Percentage 

Conduct religious ceremony 825 50,1 2.459 68,3 3.284 62,5 

Do not conduct religious ceremony  775 47,0 1.089 30,2 1.864 35,5 

Do not know 48 2,9 55 1,5 103 2,0 

Total 1.648 100,0 3.603 100,0 5.251 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

Based on the location where the household resides, religious ceremonies that 

follow the practice of FGM/C was conducted more by the households residing 

in rural areas (3,603 or 68.6 percent) than those living in urban areas (1,648 

or 31.4 percent). It showed shows that religious ceremony that accompanies 

the practice of FGM/C was still conducted mostly by rural society. 

The most religious ceremony conducted to accompany the practice of FGM/C 

was prayer reading (79.2 percent), followed by Al Qur’an reading (12.7 

percent), and the rest (8.1 percent) conducted recital of 

shahada/salawat/barzanji, recital of Al Qur’an, and hair cutting. Based on the 
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health worker who performed FGM/C on children, religious ceremony was 

most conducted to accompany FGM/C that was assisted by a traditional 

healer(2,491 or 75.9 percent), while only 793 or 24.1 percent to accompany 

the practice assisted by a health personnel.. 

Table 5.10 Household conducting special religious ceremony by circumciser 

Special Religious Ceremony 

Health worker Performing FGM/C 

Health personnel Traditional healer Do not know Total 

Total Percentage Total Percentage Total Percentage Total Percentage 

Conduct religious ceremony 793 39,3 2.491 77,2 0 0,0 3.284 62,5 

Do not conduct religious ceremony  1.150 57,0 712 22,1 2 33,3 1.864 35,5 

Do not know 74 3,7 25 0,8 4 66,7 103 2,0 

Total 2.017 100,0 3.228 100,0 6 100,0 5.251 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

Table 5.11 Type of special religious ceremony associated with 
FGM/Cpractice by respondent’s domicile 

Religious Ceremony 

Urban Areas Rural Areas Total 

Total Percentage Total Percentage Total Percentage 

Prayer reading 780 47,3 2.403 66,7 3.183 60,6 

Al Qur'an reading 172 10,4 339 9,4 511 9,7 

Recital of Shahada/Salawat/barzanji 18 1,1 1 0,0 19 0,4 

Recital of Al Qur’an 45 2,7 231 6,4 276 5,3 

Hair cutting 11 0,7 5 0,1 16 0,3 

Others 1 0,1 15 0,4 16 0,3 

No special religious ceremony 823 49,9 1.144 31,8 1.967 37,5 

Total 1.648 100,0 3.603 100,0 5.251 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

This is interesting because the FGM/C process assisted by health personnel 

was still followed by a religious ceremony, which means that religious rituals 

continued to be practiced a though FGM/C was carried out by a health 

personnel. The type of religious ceremony that was conducted most frequently 

to accompany the practice of FGM/C was prayer reading (60.6 percent) 

followed by Al Qur’an reading (9.7 percent) and Al Qur’an recital (5.3 percent). 

If distinguished further according to the place of residence, the most religious 
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rituals conducted in rural areas was prayer reading (66.7 percent), while it 

was also the most religious ceremony practiced in urban areas (47.3 percent). 

Based on the health worker who performed FGM/C, the most religious 

ceremony conducted to accompany FGM/C was prayer reading regardless of 

whoever performed the FGM/C (health personnel or traditional healer). 

Prayer reading conducted during the process of FGM/C assisted by traditional 

personnel was 75.3 percent and medical personnel 37.3 percent. It means that 

prayer reading is widely practiced during the process of FGM/C regardless of 

whoever does it. 

Table 5.12 Type of religious ceremony accompanying FGM/C based on 
health worker performing FGM/C 

Type of Religious Ceremony 

Health worker Performing FGM/C 

Total Percentage Health personnel Traditional healer Do not know 

Total Percentage Total Percentage Total Percentage 

Say a prayer 753 37,3 2.430 75,3 0 0,0 3.183 60,6 

Al Qur'anreading 107 5,3 404 12,52 0 0 511 9,73 

Recital of Shahada/Salawat/ 
Barzanji 

3 0,2 268 8,3 0 0,0 271 5,2 

Al Qur’an recital  0 0,0 5 0,2 0 0,0 5 0,1 

Hair cutting 10 0,5 6 0,2 0 0,0 16 0,3 

Others 4 0,2 12 0,4 0 0,0 16 0,3 

No special religious ceremony  1.224 60,7 737 22,8 6 100,0 1.967 37,5 

Total 2.017 100,0 3.228 100,0 6 100,0 5.251 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
Note: Jenis upacara keagamaan hanya ditampilkan jawaban dan persentase yang 

menjawab Ya (bentuk pertanyaan adalah multiple response) 

In addition to religion-related reasons, FGM/C is also practiced as a tradition 

handed down from generation to generation in Indonesia. As previously 

discussed the most chosen health worker to assist the process of FGM/C was 

traditional circumciser/traditional birth attendant. This choice was not made 

without reasons. This is in line with the findings of the study of FGM/C 

conducted by Budiharsana, et.al (2003) in Indonesia, which demonstrated that 

FGM/C is a tradition requiring traditional procedures including prayer 

reading. Traditional procedure can only be carried out by traditional 

providers, while health personnel are not able to do it. For example in 

Gorontalo and Bone, treatment of FGM/C takes a long time and FGM/C practice 
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is considered a ritualistic practice that only traditional healers know how to 

do it using the knowledge passed down to them from previous generations in 

their families. 

Table 5.13 Household conducting traditional ceremony associated with 
FGM/Cby respondent’s place of area 

Traditional Ceremony 

Urban Areas Rural Areas Total 

Total Percentage Total Percentage Total Percentage 

Conduct traditional ceremony 645 39,1 2.264 62,8 2.909 55,4 

Do not conduct traditional ceremony  988 60,0 1.331 36,9 2.319 44,2 

Do not know 15 0,9 8 0,2 23 0,4 

Total 1.648 100,0 3.603 100,0 5.251 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

The results of the 2017 FGM/C Survey showed that the number of households 

conducting a traditional ceremony while performing FGM/C on their children 

was 2,909 or 55.4 percent, and the households that did not do it was 2,319 or 

44.2 percent. This fact shows that religious ceremonies are more practiced by 

households practicing FGM/C than traditional ceremonies. If distinguished 

further by place of residence, there were more traditional ceremonies 

conducted in rural areas (62.8 percent) than in urban areas (39.1 percent). 

Table 5.14 Household conducting traditional ceremony associated with 
FGM/C practice by circumciser 

Traditional Ceremony 

Health worker Performing FGM/C 

Total Percentage Health worker Traditional healer Do not know 

Total Percentage Total Percentage Total Percentage 

Conduct traditional ceremony 605 30,0 2.302 71,3 2 33,3 2.909 55,4 

Do not conduct traditional 
ceremony  

1.400 69,4 918 28,4 1 16,7 2.319 44,2 

Do not know 12 0,6 8 0,3 3 50,0 23 0,4 

Total 2.017 100,0 3.228 100,0 6 100,0 5.251 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

Most households that did not perform traditional ceremonies as part of the 

FGM/C procession used the service provided by health personnel to perform 

FGM/C on their children (1,400 out of the total of 2,319 children or 60.4 

percent). This data reinforces the findings of the study conducted by 
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Budiharsana, et.al (2003), which showed that FGM/C practice is a tradition 

requiring traditional procedures that can only be carried out by traditional 

providers. Compared with religious ceremonies, traditional ceremonies were 

not as widely practiced as religious ceremonies. Based on the results of the 

2017 FGM/C Survey it can be concluded that religion remains a stronger 

reason than tradition that motivates people to practice FGM/C. 

Table 5.15 Type of traditional ceremony associated with FGM/Cpractice by 
respondent’s place of residence 

Traditional Ceremony 

Urban Areas Rural Areas Total 

Total Percentage Total Percentage Total Percentage 

Kenduri/selamatan/communal feast 568 34,5 1.869 51,9 2.437 46,4 

Showered with water mixed with seven kinds of flowers 
and related ceremony 

27 1,6 592 16,4 619 11,8 

Dressed up and paraded 1 0,1 428 11,9 429 8,2 

Burial of the part of the clitoris that was removed 15 0,9 68 1,9 83 1,6 

Lemon bath 2 0,1 622 17,3 624 11,9 

Tepukmayangand egg breaking 2 0,1 575 16,0 577 11,0 

Dressed with traditional outfit 87 5,3 903 25,1 990 18,9 

Rubbed with brown sugar/other herbal medicines 0 0,0 18 0,5 18 0,3 

Presentation of angpao 9 0,5 511 14,2 520 9,9 

Showered with herbal medicines and prayed upon  19 1,2 171 4,7 190 3,6 

Tepungtawar 0 0,0 27 0,7 27 0,5 

Step on a plate 0 0,0 72 2,0 72 1,4 

SaulaMaco'bo 95 5,8 218 6,1 313 6,0 

Others 3 0,2 16 0,4 19 0,4 

Do not conduct a traditional ceremony 1.003 60,9 1.339 37,2 2.342 44,6 

Total  1.648 100,0 3.603 100,0 5.251 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

Traditional ceremonies that accompany the process of FGM/Cvary 

considerably across regions in Indonesia, because they are influenced by the 

tradition growing in the community. Traditional ceremony consists of a series 

of traditional event., The type of traditional ceremony most conduted by the 

respondents to accompany the practice of FGM/C was kenduri/selametan or 

communal feast (46.6 percent) followed by dressing up the girl who has been 

circumcised with traditional outfit (18.9 percent), lemon bath (11.9 percent), 

showering the child who has been circumcised with floral water (11.8 
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percent). Kenduri/selamaten/communal feast has become a growing tradition 

in various parts of Indonesia, asindicated by the results of the 2017 FGM/C 

Survey that kenduri/selamaten/communal feast was done in all sites of the 

study. 

Table 5.16 Type of traditional ceremony associated with FGM/Cpractice by 
circumciser 

Traditional ceremony 

Health worker Performing FGM/C 

Total Percentage Health personnel Traditional healer Do not know 

Total Percentage Total Percentage Total Percentage 

Kenduri/selamatan (communal 
feast) 

576 28,56 1.859 57,59 2 33,33 2.437 46,41 

Showered with seven kinds of 
flowers and related ceremony 

33 1,64 586 18,15 0 0 619 11,79 

Dressed up and paraded 1 0,05 428 13,26 0 0 429 8,17 

Burial of the part of the clitoris that 
was removed 

19 0,94 64 1,98 0 0 83 1,58 

Lemon bath 1 0,05 623 19,3 0 0 624 11,88 

Tepukmayang and egg breaking 0 0 577 17,87 0 0 577 10,99 

Dressed with traditional outfit 3 0,15 987 30,58 0 0 990 18,85 

Rubbed with brown sugar/other 
herbal medicines 

1 0,05 17 0,53 0 0 18 0,34 

Presentation of angpao 10 0,5 510 15,8 0 0 520 9,9 

Showered with herbal medicines 
and prayed upon  

48 2,38 142 4,4 0 0 190 3,62 

Tepungtawar 16 0,79 11 0,34 0 0 27 0,51 

Step on a plate 0 0 72 2,23 0 0 72 1,37 

SaulaMaco'bo 0 0 313 9,7 0 0 313 5,96 

Others 5 0,25 14 0,43 0 0 19 0,36 

Do not conduct any traditional 
ceremony 

1.412 70,0 926 28,7 4 66,7 2.342 44,6 

Jumlah 2.017 100,0 3.228 100,0 6 100,0 5.251 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
Notes: The Table only displays traditional ceremony mentioned by respondents and 

percentage of repsondent Jenis upacara tradisional hanya ditampilkan 
jawaban dan persentase yang menjawab Ya (bentuk pertanyaan adalah 
multiple response) 

Based on the location where the respondents live, most traditional ceremony 

was conducted in rural areas (68.6 percent), while in urban areas it was only 

31.4 percent. The most widely performed traditional ceremony, both in rural 

and urban areas, was kenduri/selamatan/communal feast (51.9 percent in 
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rural areas and 34.5 percent in urban areas), followed by dressing up with 

traditional clothes (25.1 percent in rural areas, while in urban areas it was only 

done by 5.3 percent of the respondents). Other traditional ceremonies were 

the lemon bath (17.3 percent) and shower with floral water (16.4 percent) 

both of which were conducted by households in rural areas. While in urban 

areas, the latter two types of traditional ceremony were performed by less 

than two percent of households. 

Based on officers doing FGM/C practice, the most traditional ceremonies are 

performed by traditional workers (57.6 percent) and medical personnel (28.6 

percent). The next type of ritual ceremony that is often performed when a child 

experiencing traditional assisted FGM/C is the use of traditional clothes (30.6 

percent), while the second most medical personnel is bathed with prayer and 

given a herb that reaches 2.4 percent. These results show that children with 

FGM/C on medical personnel continue to perform traditional ceremonies, 

although in absolute numbers they are lower than traditional labor. 

5.2.7 Methods Used in Performing FGM/C 

FGM/C is defined as the practice of removing part or all of the female genital 

outside or injuring female genital organs for non-medical reasons (WHO, 

2008). FGM/C is an issue of reproductive health and human rights that has 

destroyed the lives of women and girls, both in the short and long term. It 

seems that female genital mutilation is used as a means for controlling female 

sexuality and is related to other violations that are based on patriarchal and 

gender norms, such as child marriages and forced marriage, rape and vionce 

against intimate partner (General Assembly of the Human Rights Council, 

United Nation, 2015) . The practice of FGM/C, both for cultural reasons and for 

other non-therapeutic reasons, violates the Convention on the Elimination of 

All Forms of Discrimination Against Women (CEDAW) and the Convention 

against Torture and Other Cruel, Inhuman or Degrading Treatment or 

Punishment (ICPD Program of Action 1994, 4.22) (United Nations, 1995). 

WHO has classified the practice of FGM/2 into four types based the methods 

employed in the process of FGM/C. In this FGM/C study, the methods of FGM/C 

refers to the classification made by WHO. The number of girls aged 0-11 years 

who hadundergone FGM/C based on the results of this survey was 5,224. The 
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2017 FGM/C Survey identified several types of FGM/C that do not fall under 

the WHO classification as follows: 

1. cutting part of the clitoris and the prepuce 

2. scratching or scraping the urethral opening 

3. symbolic act without any injuries 

Table 5.17 Type of FGM/C(based on findings of the survey) 

Type of FGM/C 

Health worker Performing FGM/C 

Total Percentage Health personnel Traditional healer Do not know 

Total Percentage Total Percentage Total Percentage 

Type of FGM/Caccording to WHO         

Type 1a 917 45,5 749 23,2 3 50,0 1.669 31,8 

Type 4 613 30,4 1.129 35,0 1 16,7 1.743 33,2 

Type of FGM/Cbased on findings 
of the survey 

        

Cutting part of the clitoris and the 
preputium (prepuce) 

370 18,3 1.101 34,1 2 33,3 1.473 28,1 

Scratching or scraping the urethral 
opening 

74 3,7 226 7,0 0 0,0 300 5,7 

Symbolic, without performing 
harmful procedure 

40 2,0 22 0,7 0 0,0 62 1,2 

Do not know 3 0,2 1 0,0 0 0,0 4 0,1 

Total  2.017 100,0 3.228 100,0 6 100,0 5.251 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

The results of this survey demonstrated that the most common type of FGM/C 

performed on children was Type 4 (1,743 or 33.2 percent), which falls under 

the WHO classification. The second most performed type was Type 1a 

(performed on 1,699 children or 31.8), followed by the method of cutting part 

of the clitoris and the prepuce (performed on 1,473 children or 28.1 percent), 

which was the finding of the 2017 FGM/C Survey. Other types of FGM/C, which 

do not fall under the WHO classification, were performed on 300 children or 

5.7 percent (scratching or scraping the urethral opening) and 62 children or 

1.2 percent (symbolic act without nay injuries). These results suggest that in 

addition to the types of FGM/C classified by WHO, there are other types of 

circumcision that cannot be included in the WHO classification. It means that 
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the types of FGM/C in Indonesia is more diverse than what already known by 

the international community who refers to the WHO classification. 

The findings of the 2017 FGM/C Survey are in line with the results of other 

studies that have been conducted on FGM/C in Indonesia, especially the 

FGM/C types that are widely selected. As the findings from a study by 

Budiharsana, et.al (2003), Uddin, et.al. (2010), and Habsjah (2013), the type of 

FGM/C practiced in Indonesia is classified as type 1 and type 4 according to 

the WHO classification. In 2010 Uddin, et.al. also confirmed that 44 percent of 

hospitals and clinics across Indonesia practice FGM/C Type 1, while 56 percent 

are practicing FGM/C Type 4. 

5.2.8 Instrumet and Medication/Herbal Medicine Used in 

the Process of FGM/C 

Prior to performing FGM/C, a health worker first prepared necessary 

equipment and medication/herbal medicine. The instrument most widely 

used for performing FGM/C based on this survey was knife/cutter/razor blade 

(59.6 percent). Other instruments that were also quite commonly used were 

scissors (20.6 percent), needles (7 percent), and tweezers/pean (2.7 percent). 

Some types of instruments that are uncommon and may give more pain than a 

knife or scissors give were also utilized, such as coins (1.1 percent), chicken 

claws/cockscomb (0.8 percent), sembilu/bamboo (0.6 percent), and 

fingernails (0.5 percent). 

Based on the health workerwho perform FGM/C, knife/cutter/razor blade was 

more widely used by traditional healer (80.2 percent), while it was only 

employed by 19.8 percent ofhealth personnel. In contrast to this, scissors were 

more common among health personnel for performing FGM/C (80 percent), 

than among traditional healers (19.9 percent).Uncommon instruments were 

more widely used by traditional healers than by health personnel. 

The use of instruments to perform FGM/Cwas usually accompanied with 

certain medications or herbal medicines. Based on the results of the 2017 

FGM/C, the most common medication used during the process of FGM/C was 

alcohol/betadine/other antiseptic (32.3 percent). The very close relationship 

between FGM/Cand societal traditions was also demonstrated by the use of 

herbal medicines in the process of FGM/C (11.5 percent). Additional items that 
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were also prepared were floral water (10.6 percent), water that has been 

prayed upon (9.7 percent), and turmeric (9.1 percent) all of which are very 

closely related to societal tradition. 

Table 5.18 Type of Instrument Used to Perform FGM/C 

Instrument Used to Perform 
FGM/C 

Health workerPerformingFGM/C 

Total Percentage Health personnel Traditional healer Do not know 

Total Percentage Total Percentage Total Percentage 

Knife/cutter/razor blade 618 30,6 2.509 77,7 0 0,0 3.127 59,6 

Scissors 864 42,8 215 6,7 1 16,7 1.080 20,6 

Needle 211 10,5 156 4,8 0 0,0 367 7,0 

Sembilu/bamboo 2 0,1 28 0,9 0 0,0 30 0,6 

Fingernail 1 0,1 25 0,8 0 0,0 26 0,5 

Turmeric 2 0,1 11 0,3 0 0,0 13 0,3 

Cotton ball 49 2,4 29 0,9 0 0,0 78 1,5 

Gauze 25 1,2 0 0,0 0 0,0 25 0,5 

Tweezer/pean 86 4,3 54 1,7 0 0,0 140 2,7 

Coin 0 0,0 60 1,9 0 0,0 60 1,1 

Chicken claws/cockscomb 1 0,1 43 1,3 0 0,0 44 0,8 

Nail clipper 4 0,2 8 0,3 0 0,0 12 0,2 

Others 0 0,0 10 0,3 0 0,0 10 0,2 

Do not know 154 7,6 80 2,5 5 83,3 239 4,6 

Total  2.017 38,4 3.228 61,5 6 0,1 5.251 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
Note: Jenis alat untuk melakukan praktik FGM/C hanya ditampilkan jawaban dan 

persentase yang menjawab Ya (bentuk pertanyaan adalah multiple response) 

As previously described, the most common medication used in the process of 

FGM/C was alcohol/betadine/other antiseptics. If distinguished further based 

on the circumciser, there were more health personnel who used 

alcohol/betadine/antiseptic (68.9 percent) than traditional healers (21.1 

percent). Herbal medicines were more preferred by traditional healers than 

by health personnel, because almost all traditional healers usedthem. 

Similarly, floral water, water that had been prayed upon, and turmeric 

wereonlyutilized by traditional healers. 
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Table 5.19 Types of medication/herbal medicineused in the process of 
FGM/C 

Type of Medication/Herbal 
Medicine 

Health worker Performing FGM/C 

Total Percentage Health personnel Traditional healer Do not know 

Total Percentage Total Percentage Total Percentage 

Turmeric 12 0,6 617 19,1 0 0 629 12,0 

Floral water 4 0,2 729 22,6 0 0 733 14,0 

Water that has been prayed upon 10 0,5 656 20,3 0 0 666 12,7 

Herbal/other traditional medicines 6 0,3 786 24,4 0 0 792 15,1 

Alcohol, betadine, and other 
antiseptics 

1.530 75,9 689 21,3 1 16,7 2.220 42,3 

Other types of medicines 68 3,4 10 0,3 0 0 78 1,5 

Oil (coconut oil, frying oil, kayuputi 
oil) 

5 0,3 94 2,9 0 0 99 1,9 

Coconut water 1 0,1 43 1,3 0 0 44 0,8 

Others 3 0,2 24 0,7 0 0 27 0,5 

Do not know/Do not remember 142 7,0 99 3,1 4 66,7 245 4,7 

Do not use any herbal 
medicines/medications 

306 15,2 1.043 32,3 1 16,7 1.350 25,7 

Total 2.017 38,4 3.228 61,5 6 0,1 5.251 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
Note: Jenis obat untuk melakukan praktik FGM/C hanya ditampilkan jawaban dan 

persentase yang menjawab Ya (bentuk pertanyaan adalah multiple response) 

5.2.9 Illness/Medical Problems Affecting Girls after 

Undergoing FGM/C 

From the medical aspect, FGM/C has several impacts on children, such as 

infection, bleeding, fever, dizziness, nausea, or pain/ache when urinating. The 

results of the 2017FGM/C survey demonstrated that there were199 children 

affected by health problems after undergoing FGM/C as reported by their 

mothers. This number, in absolute terms, is quite significant. The most 

common incidence of health problems reported was pain/ache when urinating 

(199 children or 68.2 percent), which mostly lasts for two days. The next 

common health issue affecting children who had undergone FGM/C was fever 

(81 children or 27.7 percent), and this may generally last for three days. 
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Table 5.20 Illness/medical problems affecting girls after undergoing FGM/C 

Illness/Medical 
Problem 

Affected by Health 
Problems 

Not Affected by 
Health Problems 

Do not Know 

Total Percentage 

Average 
Days of 
Being 

Affected by 
Medical 

Problems 
Total Percentage Total Percentage Total Percentage 

Infection 2 0,0 5.235 99,7 14 0,3 5251 100,0 2 

Exessive Bleeding 5 0,1 5.232 99,6 14 0,3 5.251 100,0 1 

Fever 81 1,5 5.156 98,2 14 0,3 5.251 100,0 2 

Headache 2 0,0 5.235 99,7 14 0,3 5.251 100,0 3 

Nausea 3 0,1 5.234 99,7 14 0,3 5.251 100,0 3 

Feeling painful when 
urinating 

199 3,8 5.038 95,9 14 0,3 5.251 100,0 2 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

5.2.10 Psychological Impacts on Girls Undergoing FGM/C 

FGM/C may not only give physical health problems, but also psychological 

impacts on children. Findings from the 2017 FGM/C Survey showed that the 

majority of the mothers whose children undergoing FGM/C claimed that 

FGM/C did not have any psychological impacts on their children(5,130 out of 

5,521 mothers or 97.7 percent), while 93 or 1.8 percent of mothers whose 

children undergoing FGM/C argued that their children were affected by 

psychological impacts caused by FGM/C. 

Table 5.21 Perception of mothers regarding psychologial impacts of FGM/C 
on girls who have undergone FGM/C 

Psychological Impact Total  Percentage 

Nightmare 5 0,10 

Afraid of medical workers/indigenous midwives 82 1,56 

Afraid of going to healthcare facilities 3 0,06 

Afraid of medical equipment 2 0,04 

Afraid of water 1 0,02 

No psychological impact 5.130 97,70 

Do not know 28 0,53 

Total N 5.251 100,00 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
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The psychological impacts of FGM/C included nightmares, fear of going to 

healthcare facilities, fear of medical devices, and fear of water. Although the 

relative number of girls who suffered from the psychological impacts caused 

by FGM/C is not great, the absolute number is quite significant. This means 

that girls who have undergone FGM/C suffer from psychological disorder and 

need attention. 
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6 FGM/C Practiced 
by Health Workers 

Chapter 6 FGM/C Practiced by Health Workers 

 

Based on the perspective of WHO, FGM/C should not be performed by any 

health professionals (WHO, 1997). In one of the documents issued by WHO in 

Geneva in 1996, it is stated that "FGM/C should not be institutionalized and 

FGM/C services of any kind should not be provided by any health professionals 

in any environment" (WHO, 1996). Ten years later, in 2006, based on the 

document, the Government of Indonesia made a policy to ban the practice of 

FGM/C. The Indonesian Ulema Council, however, urged the government to 

review this policy due to the existence of a strong element of tradition in it. 

This compelling effort of MUI's resulted in the issuance of a new policy: 

Regulation of the Minister of Health No. 13636/MENKES/PER/XI/2010. The 

regulation contains procedures of FGM/Cto be performed by health providers. 

The rationale for this FGM/C medicalization was to reduce the risks and 

impacts of FGM/Cperformed by traditional circumciser. Procedure that is 

considered safe according to the regulation is when FGM/C is conducted by 

scratching the skin covering the front part of the clitoris without injuring the 

clitoris by using a sterile needle.1 

This ministerial regulation on medicalization became the basis for the 

legalization of FGM/C practiced by health personnel. In fact, this 

medicalization was suspected to be one of the factors contributing to the 

increasing number of the practice of FGM/C in Indonesia (Feilard and Marcoes, 

1998). This was evident in the increasing number of health personnel who 

were trained in FGM/C between 1996 and 2002 (Fillard and Marcoes 1998, 

Adrina et al 1998, Rahman, 1999, Budiharsana, et al., 2003). 

 
1 "Perform scratches on the skin covering the front of the clitoris (frenulum clitoris) by using 

a disposable sterile needle tip 20G-22G from the side of the mucosa to the skin, without 
injuring the clitoris" (Article 4 paragrph 2 (point g)). 
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In Indonesia, FGM/C continues to be practiced, both modern and traditional 

(Pop Council, 2013). Health personnel and traditional healers are the main 

providers FGM/C services (Jawson, 2015). Modern FGM/C service providers 

in general are midwives and nurses. Meanwhile, FGM/C is traditionally 

performed by traditional birth attendants or traditional circumcisers. In the 

local language, a traditional healer is is known as paraji, Mak berang, hulango, 

biang, beliang, etc. In this case, learning the knowledge, perceptions and 

practice of circumcision performed by the key actors of FGM/C directly from 

them is important to do. This chapter describes the results and findings of the 

study relating to the knowledge and attitudes of health workers towards 

FGM/C and how FGM/C is conducted, including types of circumcision 

performed, equipment and medicines used, cost and levy imposed on 

circumcision practice and the expectations of health workers related to the 

sustainability of FGM/C. 

This study on FGM/C study conducted in Indonesia involved 60 health 

personnel and 26 traditional healers practicing FGM/C as respondents to be 

interviewed using a questionnaire. The health personnel respondents 

consisted of midwives and nurses, while the traditional healers were 

traditional birth attendants and traditional circumcisers providing FGM/C 

services. One health personnel or one traditional healer was recruited in every 

select sub-districts. The search of respondents was carried out by using 

purposive method under the requirement that the select respondentswere the 

most used provider performing FGM/C for the household respondents in the 

sampled subdistrict. 

From the Table 6.1 that shows the profile of respondents, it can been that most 

religion followed by the health worker respondents was Islam. For traditional 

healer respondents, all of them were Muslims. There were two 

midwives/nurses embracing Christian religion. This situation is consistent 

with the findings of the study about households described in the previous 

chapter, which showed that the practice of FGM/Cwas closely related to the 

Islam teachings, so the health workers who carried out FGM/Cwere also 

Muslims. There is no further information on FGM/C procedures practiced by 

Christian health workers in this study. 
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Table 6.1 Socio-Demographic Profileof Health Workers 

Profile of Health WorkersRespondents 

Type of Health Worker 

Midwife/Nurse Traditional Healer 

Total Percentage Total Percentage 

Religion     

Islam 59 98,7 26 100,0 

Christian 2 3,3 0 0,0 

Level of Education     

Midwifery school 55  91,7 0  0,0 

Nursery school 4  6,7 0  0,0 

Bachelor’s Degree in Public Health 1 1,7 0  0,0 

Primary School 0  0,0 20  76,9 

Never attended school  0  0,0 6  23,1 

Religion-Based Organization     

NU (Nahdhatul Ulama) 22  37,9 16  61,5 

Muhamadiyah 5  8,6 0 0,0 

NahdhatulWatan 1  1,7 0  0,0 

Jama'ahTarekatQodariyah 0  0,0 1  3,9 

Do not refer to any organization 30  51,7 9  34,6 

* Note: 2 nurse respondentsare Christian     

Place where FGM/C is performed     

Hospital 1  0,8 0  0,0 

Puskesmas/Pustu 39  29,8 3  7,5 

Polindes 22 16,8 1  2,5 

Doctor’s office 28 21,4 1  2,5 

Respondent’s house 21  16,0 10 25,0 

Client’s house 20  15,3 25 62,5 

* Multiple Response     

Total  60 66,8 26 30,2 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

All midwives/nurses interviewed in this study have completed their education 

from from midwifery/nursing school. As for traditional healers, in general they 

have a low level of education (primary school). Even six traditional healers or 
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23.1 percent have never attended school. In term of religious organization, 

most midwives/nurses claimed that they were not affiliated with any religious 

organizations (51.7 percent). While those who actively involved in an 

organization were affiliated with the Nahdhatul Ulama (37.9 percent) and 

Muhamadiyah (8.6 percent). 

With regard to the information about the place where FGM/C is performed, it 

can be described briefly that the health workers interviewed did not only 

perform FGM/C in one place only. They could deliver FGM/C services in some 

places depending on the situation and conditions. FGM/C services provided by 

midwives/nurseswere conducted most in puskesmas(community health 

center)/pustu(puskesmas at the village level) (39 respondents), 

midwife’s/nurse’s private practice (28 respondents), polindes (village 

maternity clinic) (28 respondents), respondent's house (21 respondents), 

client’s house (20 respondents) and only 1 respondent performed FGM/C in 

the hospital. For traditional healers respondents, circumcision was performed 

the most in client’s home (25 respondents) and respondent’s home (10 

respondents). The rest conducted FGM/C in Puskesmas (3 respondents), 

Polindes (1 respondent), and private practice place (1 respondent). 

6.1 FGM/CPracticed by Health Workers 

Doucet et al (2017) conducted an intensive literature study by summarizing 

10 studies conducted in 5 countries that have a high prevalence of FGM/C 

(Egypt, Sudan, Kenya, Nigeria and Gambia) and in 4 countries (England, 

Belgium, Australia and the United States) in which FGM/C is not a part of their 

social norms. The aim of this study was to look at the reasons why health 

workers were practicing FGM/C. The main reasons given by the respondents 

were (1) belief that their actions would reduce the risk exposed to girls or 

women, rather than when practiced by a traditional healer; (2) reasons related 

to culture; (3) to obtain income; (4) responding to the request of family and 

community members. Meanwhile, health workers who did not practice 

FGM/Creported that (1) they consideredFGM/C as a bad practice; (2) they 

were concerned about the impact of FGM/C on the health of girls and women; 

and (3) they were concerned about possible legal sanctions resulting from 

FGM/C they performed. 
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One of the objectives of this FGM/C survey is identify the profile of of FGM/C 

service providers, in this case midwives/nurses and taditional healers. 

Indonesia is known as one of the countries with the citizen mostly still 

practicing FGM/C tradition. Health workers also play an important role in 

preserving the practice of FGM/Cin Indonesia. It is, therefore, important to 

know how circumcision is done, what is the method used for performing 

circumcision, what are the instruments and medicines used for performing 

FGM/C. All of these are important information that will be explained in this 

section.As service provider of FGM/C, the information obtained from 

midwives/nurses and traditional healers will complement the information 

provided by household respondents. They are the actors who perform FGM/C, 

so the information from these FGM/C service providers will present a clearer 

picture about FGM/Cphenomenon in Indonesia, especially the procedures and 

types of FGM/C in Indonesia. 

6.1.1 Procedure of FGM/C 

Most of the health workers who were interviewed in this study admitted that 

they performed FGM/Cprocedure by cleaning the clitoris/labia mayora 

without injury. This is in accordance with the instructions given in Regulation 

of the Minister of Health No. 13636/MENKES/PER/2010, stipulating the 

FGM/C action as follows: "scratch the skin covering the front part of the clitoris 

(frenulum clitoris) using the tip of a disposable sterile needle with the size of 

20G -22G from the side of the mucosa to the skin, without injuring the clitoris 

"(Article 4, paragraph 2 (letter g)). Usually, cleaning of the clitoris is carried 

out becausethe midwife/nurse or traditional healer is not willing to cut and 

injure the female genital. The results of in-depth interviews with some 

respondents revealed that this procedure was often performed this day as a 

compromise. In addition they also pierced the child's vagina with the tip of 

tweezers or other sharp tools, but wrapped it with gauze. Sometimes the 

child's parents were more confident if the child was bleeing, so it was not 

uncommon if the respondents put some drops of antiseptics like betadine in 

the child's vagina. 

Another method of FGM/C emerged due to high demand for FGM/C and to 

cope with social pressures.As a response to this situation, health workers only 

do the cleaning on the baby's genitals without injury. and this practice is done 
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without the knowledge of the child’s parents. Figure 6.1 shows that there is not 

much difference between the percentage of the number of midwives/nurses 

and traditional healers who perform this method of circumcision.  

Data from this study also 

showed that almost a third of 

respondents performed FGM/C 

by scratching the clitoris until 

there was injury (28.2 percent). 

Traditional healers and 

midwives/nurses admitted 

that they usually scratched, 

sliced or pierced the top of the 

clitoris until the blood came 

out. The emergence of blood 

was believed to be the 

requirement to prove that 

FGM/C had been really 

performed. In addition, respondents reported that they also removed the 

membrane of the clitoris or "the white-dirt-looking substance" on the child's 

clitoris. Figure 6.1 also shows that the percentage of midwives/nurses and 

traditional healers practicing this FGM/Cmethod was not much different (43.3 

percent and 34.6 percent respectively). 

Some midwives/nurses (11.5 percent) and traditional healers (23.3 percent) 

admitted that actually they also performed the more harmful procedure of 

FGM/C by cutting a little bit the tip of the clitoris. If we refer to the 

classification of FGM/C issued by WHO, this procedure belongs to Type 1. 

Meanwhile, only 7.7 percent of respondents reported that they performed 

symbolic procedure of FGM/Cby placing a turmeric under the clitoris or 

between the labia and the clitoris that serves as the foundation. 

In total 46.1 percent of midwives and 66.5 percent of traditional healers 

performed FGM/C procedure that was resulted in injury and cutting of the 

clitoris. This is a high figure since it has been widely assumed that the practice 

of FGM/C in Indonesia is only symbolic. In fact, this procedure is practiced not 

only by traditional healers, who are known to gain their expertise from 

 

Figure 6.1 Teknik FGM/C yang 
Dilakukan Petugas 
Kesehatan 

Source: FGM/C Survey, conducted by 
PSKK-UGM, 2017 
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generation to generation without having adequate knowledge about FGM/C, 

but also by some midwives/nurses, whereas FGM/C procedures have never 

been thaught in midwifery/nursing school. Even as health workers, they have 

been provided with rules prohibiting the practice of FGM/C. If 

midwives/nurses did it under pressure, at least they should refer to 

Regulation of the Minister of Health No. 13636/2001, which will prevent them 

from making any injury not or cutting the tip of the clitoris. 

6.1.2 Instruments and Medicine Used in the Practice of 

FGM/C 

Most instrument used in the the 

practice of FGM/C conducted 

by traditional healers in this 

study was a knife/cutter/razor 

blade (84.6 percent), whilde 

this instrument was used by 

13.3 percent of 

midwives/nurses. It seems that 

midwives/nurseshad more 

trust in modern tools when 

they performed FGM/C 

procedures, because 23.3 

percent of them used scissors, 23.2 percent used needles, and 23.3 percent 

used gauge. Traditional instrument used by traditional healers was kepeng 

(ancient coin) (1.7 percent)to clamp the clitoris. Scissors and needles were 

only used by a small number of traditional healers. Tweezers were employed 

by 6.7 percent of midwives/nurses but not by traditional healers. 

As midwives/nurses utilized modern instruments, the type of medication for 

performning FGM/C procedures used was also modern medicines. In general, 

most midwife and nurses used red antiseptics/ betadine (86.7 percent), while 

other antiseptics were used by 11.7 percent of midwives/nurses. Alcohol was 

also utilized by quite a lot of midwives/nurses(26.7 percent). Looking at the 

medicines used by midwives/nurses, we may notice that those are medicines 

to clean wounds and to reduce the risk of tetanus. 

 

Figure 6.2 Alat Utama yang Digunakan 
dalam Praktik FGM/C 

Source: FGM/C Survey, conducted by 
PSKK-UGM, 2017 
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Meanwhile, there were 53.9 

percent of traditional healers 

whoclaimed that they did not 

use any medication, and relied 

to traditional equipment only,  

And 26.9 percent who utilized 

red antiseptics/betadine to 

deal with FGM/C injury. As a 

symbol, 15.4 percent of 

traditional healers employed 

turmeric for performing 

FGM/C procedure, but none of 

the midwives/nurses used it. 

6.1.3 Cost of FGM/CService 

Not all of 86 health worker respondents involved in this study admitted that 

they charged the cost of FGM/S service to patients. There were at least 5 

respondents who reported that they did not charge any fees for performing 

FGM/C. Even according to qualitative data, in Kalimantan, the services 

delivered by midwives were not always paid with money, but also with 

pinunduk or sembako/stapled food. In Lombok, FGM/Cwas included in the 

maternity package, because FGM/C is usually performed closely after the birth. 

Meanwhile, there were 1 midwife/nurse respondent claiming that she did not 

know the answerand 1 midwife declining to answer. From the answers given 

by approximately 79 health worker respondents, it was found that the cost of 

FGM/Cservice provided by traditional healers was higher than the cost 

charged by midwives/nurses. A traditional circumciser reported that they 

received the service fee of Rp 20.000,00 minimum and Rp 200.000,00 

maximum. On average, the amount of money received by traditional healers 

for FGM/C service they performed was Rp 67,800.00. Meanwhile, 

midwives/nurses received a minimum payment of Rp 5.000,00 and maximum 

payment of Rp 100,000.00. On average, the cost of FGM/C services provided 

by midwives/nurseswas only half of the cost charged by traditional 

circumcisers (Rp 32,500.00). 

 

Figure 6.3 Obat yang Digunakan dalam 
Praktik FGM/C menurut 
Tenaga Kesehatan 

Source: FGM/C Survey, conducted by 
PSKK-UGM, 2017 
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Table 6.2 Cost of FGM/C services according to health workers 

Cost of FGM/CServices 
Midwife/Nurse 

Traditional Birth 
Attendant 

Total Percentage 

Total Percentage Total Percentage 

<25000 25 41,7 2 7,7 27 31,4 

25000-50000 27 45,0 15 57,7 42 48,8 

>50000 2 3,3 8 30,8 10 11,6 

For free 4 6,7 1 3,8 5 5,8 

Do not know 1 1,7 0 0,0 1 1,2 

Decline to answer 1 1,7 0 0,0 1 1,2 

Total 60 100,0 26 100,0 86 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

The cost of FGM/C services, according to 58.1 percent of health worker 

respondents, was set by the patient or patient's family.They usually received 

the money for payment of FGM/C services they delivered in a sealed envelope. 

For 29.1 percent of health worker respondents, the cost of the services they 

provided was determined by themselves. Meanwhile, 8.1 percent of 

respondents admitted that payment for the cost of FGM/C they receivedwas 

based on the fees set by puskesmas and 2.3 percent set by the health agency, 

while the remaining of 2.3 percent determined by the management of their 

private practice site. 

On the other hand, the data indicated that 90 percent of midwives/nurses and 

88 percent of traditional birth attendants reported that they did not offer 

FGM/Cservice under the maternity package. In general, FGM/C was performed 

on children when their age was over one month or according to the readiness 

of the family. 

This is quite logical, because FGM/C is usually performed in conjunction with 

a series of accompanying ceremonies or rituals. There are many different 

custom rituals accompanying the FGM/C procedures. Some of these rituals 

requires quite a lot of money, because the child is treated like a "bride", so it 

may not be possible to perform FGM/C right after the child is born. 
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Figure 6.4 The part that set the fee 
Pihak yang Menentukan 
Besaran Biaya Praktik 
FGM/C 

Source: Survei, FGM/C, PSKK-UGM, 2017 

 

 

Figure 6.5 Praktik FGM/C Dilakukan 
Bersamaandengan Paket 
Persalinan 

Source: Survei, FGM/C, PSKK-UGM, 2017 

 

6.1.4 Levy on FGM/C Service 

There were at least three cities that had issued a local regulations stipulating 

the levy on FGM/Cservices. The amount of levy imposed on FGM/C services in 

each city was different. For example, in Samarinda City, the levy specified 

under theRegional Regulation of Samarinda City No.. 13 of 2011 was quite 

hight (Rp 50,000). In Jambi City, in accordance with the Regional Regulations 

of Jambi City No. 2 of 2012, Article 8 on the Structure and Tariff of Healthcare 

Service, the levy on FGM/C services was set at Rp 35.000,00. Meanwhile, in 

West Nusa Tenggara, based on Regional Regulation of the West Lombok 

District No. 16 of 2002 on the Amendment of Regional Regulation of the West 

Lombok District No. 2 of 2000 on Health Service Levy, the levy on FGM/Cwas 

set at of Rp 5.000,00. 

But apparently, not all health workers in this study knew and/or adhered to 

the local regulations. There were only one midwife/nurse who paid levy of Rp 

5,000 on FGM/C services they performed to the local government and one 

traditional birth attendant who paid levy of Rp 20.000,00. Almost all health 

worker respondents admitted to not paying any levies to the local government 
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(Table 6.2). Thus, the portion of the money paid by their clients were largely 

to cover the cost of FGM/C services and cost of medicines. 

6.1.5 How to Perform FGM/C 

The Indonesian Midwives Association (IBI) states that there is no midwifery 

curriculum that teaches FGM/C methods. Chairperson of the Central Board of 

the Indonesian Midwives Association, Dr. Emi Nurjasmi, M. Kes, sated "Health 

workers, whether nurses, midwives, doctors, have never been taught how to 

perform FGM/C. It is not in the curriculum, neither the curriculum in schools 

of nursing, midwifery, or medicines. Except male circumcision, which is in the 

curriculum. As for FGM/C,it is not in the curriculum,”2. This statement 

indicates that midwives or nurses do not have the skills and competencies 

required to perform FGM/C, but some people in Indonesia still think that 

FGM/C is a must, as well as a tradition that must be preserved. Consequently, 

the demand for FGM/C services is high, and encourage midwives/nurses and 

traditional healers to provide FGM/C services. Since FGM/C methods is not 

taught in the curriculum of midwifery school or in the training for traditional 

birth attendants, this study showed that health worker respondents sought 

sources of information elsewhere. 

 

Figure 6.6 Source of information for health worker on how to perform 
FGM/C 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 

 
2 Interview in https: //kumparan.com/maria-duhita/fakta-medis-sunat-perempuan-dalam-

kelindan-tradisi-dan-agama 
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All traditional healers (100 percent) utilizedthe family knowledge about 

FGM/C procedures to be their reference. Procedures and skills in performing 

FGM/Cwere handed down from generation to generation within their families. 

Usually the skillsin performing FGM/Cprocedures were passed down to the 

child or grandchild of a traditional circumciser. Even some traditional 

circumcisers considered that their profession was a destiny created by God 

and must be lived. 

Meanwhile, midwives/nurses sought information about FGM/C from senior 

and experienced co-workers. They learned from their seniors about methods 

and skills in FGM/C. This was at least reported by 60 percent of 

midwives/nurses. While 25 percent of midwives/nurses obtained the 

information about FGM/C from colleagues or peer groups who have been 

doing it, followed by midwives/nurses who sought information from medical 

journals (6.7 percent), from their own families (5 percent) and by browing the 

internet (3.3 percent). 

6.1.6 Awareness of Prohibition against FGM/C Practice 

The high demand from the community caused health workers in this study to 

violate the prohibition against the provision of FGM/C services. Most 

midwives and nurses know that there is a prohibition from the Ministry of 

Health to practice FGM/C (65 percent), otherwise only 7.7 percent of 

traditional healers know this. 

Table 6.3 Showing whether Midwife/Nurse Respondents are Aware of IBI’s 
Prohibition against FGM/C Practice or not 

Awareness of IBI’s Prohibition Total Percentage 

Aware 31 54,4 

Not Aware 26 45,6 

Total 57 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
Note: Number of midwife/nurse responden bidan perawat 60 dengan rincian 

bidan 57 orang dan perawat 3 orang. Larangan IBI hanya berlaku untuk 
bidan saja 

But apparently the dissemination of the prohibition against the practice of 

FGM/Cwas not going well. Only 54.4 percent of health workers were aware of 
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this prohition ban from the Indonesian Midwives Association (IBI) in the area 

prohibited the practice of FGM/C. 

6.2 Knowledge and Attitude towards FGM/C 

6.2.1 Knowledge and Attitude towards the Impacts of FGM/C 

The relationship between knowledge and attitudes toward impact is essential 

for further study. Previous research conducted by Ali (2012) on midwives who 

provided FGM/C services in Sudan, stated that the relationship between 

knowledge about the impact and sustainability of FGM/C practice was very 

close. The study concluded that almost all respondents had a low level of 

knowledge and awareness of the impact of FGM/C practices, so they had 

perception that FGM/Cwasnot harmful and would continue practicing it for 

social and cultural reasons (Ali, 2012). This knowledge was also influenced by 

the level of education. Varolstated that the higher is the level of education of 

people, the better is the knowledge and information about FGM/C and its 

negative impacts they have, and this may serve as a bridge for the prohibition 

of FGM/C (Varol, et.al, 2003). 

Various references state that 

health problem is one of the 

impacts that will occur after 

FGM/C is performed. Health 

workers who were interviewed 

in this study also suggested that 

the impact was quite serious. 

Figure 6.7 shows that the 

answer given by health 

workers is dominated by two 

things: 1) FGM/C may reduce 

sexual desire (37.2 percent) 

and 2) FGM/C may cause bleeding (34 percent). In fact, there were 11.7 

percent of the total respondents who stated that FGM/C could result in death. 

 

Figure 6.7 Impacts of FGM/C Practice 
According to Medical 
Workers 

Source: FGM/C Survey, conducted by 
PSKK-UGM, 2017 
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When further explored, as 

shown in Figure 6.8, there are 

quite significant differences in 

opinion between midwives/ 

nurses and traditional healers. 

Traditional healers tend to 

view FGM/C as a harmless 

practice. They have perception 

that FGM/Conly affects female 

sexual activity. This is evident 

from the response given by 

traditional healers when asked 

to answer questions about the 

impact of FGM/C. Their answer only falls into two major types: 1) FGM/C may 

lead to decreased sexual desire (40 percent) 2) FGM/C may result in 

unattractive vaginal shape (60 percent). This data suggests that most 

traditional healers have positive perceptions of the impact of FGM/C. 

Midwife/nurse respondents have better awareness of the dangers of FGM/C 

on women's health. Most of them reported that FGM/C caused bleeding (38 

percent) and reduced sexual drive (36.9 percent). There were even 13 percent 

of midwives and nurses claiming that FGM/Cmight lead to death. It can be 

concluded that midwives and nurses have better understanding of the impact 

of FGM/C. This is positive contribution to the effort to raise awareness of and 

reduce the harmful effect of FGM/C. 

The contradictory opinion between traditional healers and midwives/nurses 

resulted from the difference in education.As previously reported the highest 

education of all traditional healers in this study was only primary school, 

while, midwives/nurses have been provided with adequate knowledge about 

health. Education is on of the factor that has a strong influnce on the 

sustainability of FGM/C. According to Jalali (2007) and Varol (Varol, et.al, 

2003), the low level of education is a driving force for behind the perpetuation 

of FGM/C. It makes health workers less knowledgeable and informed about 

the negative impacts of FGM/C, and thus perpetuate the practice of FGM/C. 

 

Figure 6.8 Impacts of FGM/C Practice 
According to Midwives and 
Indigenous Midwives 

Source: FGM/C Survey, conducted by 
PSKK-UGM, 2017 
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6.2.2 Attitude towards FGM/C 

As perviously described, health worker’s knowledge about the impact of 

FGM/Caffect their attitudes towards the sustainability of FGM/C. Traditional 

healers and midwives/nurses gave different response when asked if a woman 

should undergo FGM/C? 

It can be seen from Figure 6.9 

that 100 percent of traditional 

healers stated that FGM/Cwas 

necessary for women. While 

only 36.7 percent of 

midwives/nurses stated the 

same thing. Referring to to Ali's 

research (2012), it can be 

concluded that poor 

understanding of the impact of 

FGM/C results in the support 

for the sustainability of FGM/C. 

On the other hand, 

midwives/nurses have a relatively better understanding of the harmful impact 

of FGM/C, so only a third of them support the sustainability of FGM/C. 

Even the data from this study 

showed that traditional healers 

tended to have positive 

perceptions of the impact of 

FGM/C. So when asked 

whether FGM/C is a useful 

practice, 100 percent of 

traditional healers answered 

that the practice of FGM/C had 

positive benefits. Meanwhile, 

midwives/nurses who stated 

that the practice of FGM/Cwas 

beneficial was not much (only 

31.7 percent (out of 60 respondents). 

 

Figure6.9 Health Workers’ Opinion 
about FGM/C 

Source: FGM/C Survey, conducted by 
PSKK-UGM, 2017 

 

Figure6.10 Health Workers’ Opinion 
about the Benefit of FGM/C 
for Girls 

Source: FGM/C Survey, conducted by 
PSKK-UGM, 2017 
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Table 6.4 is a description of respondents' opinion about the reasons why 

FGM/C is still necessary for women. Family tradition, societal tradition and 

religious orderunder Islam were dominant reasons for women and girl to 

undergo FGM/C. Religious order was accepted as the most important reason 

for the respondents. FGM/Cwas considered a sacred ceremony to ensure the 

safety of children in the future and a method to legitimate a child as a Muslim. 

This opinion was supported by 35 percent of midwives/nurses and 92.3 

percent of traditional healers. Societal tradition was the answer given by 92.3 

percent of traditional healers and 20 percent of midwives/nurses. Family 

tradition passed down from generation to generation became the next 

strongest reason answered by 76,9 percent of traditional healers and 13,3 

percent of midwives/nurses. This data shows that the difference in number 

between the two groups of respondents is not so great. As for the question 

whether FGM/C provides health benefits, 53.9 percent of traditional healers 

and 13.3 percent of midwives/nurses argued that women should undergo 

FGM/C because it can help women when giving birth and prevent genital 

diseases. 

Table 6.4 Reasons to Perfom FGM/C on Girls FGM/C According to Medical 
Workers 

Reasons to perform FGM/C 
Midwife/Nurse Indigenous Midwife 

Total Percentage 
Total Percentage Total Percentage 

Religious order 21 35,0 24 92,3 45 52,3 

Societal tradition  12 20,0 24 92,3 36 41,9 

Social sanction 1 1,7 8 30,8 9 10,5 

Family tradition  8 13,3 20 76,9 28 32,6 

Medical reasons 8 13,3 14 53,9 22 25,6 

Having reached maturity  1 1,7 3 11,5 4 4,7 

Increasing sexual desire of husband 0 0,0 5 19,2 5 5,8 

Reducing sexual drive of wife 6 10,0 4 15,4 10 11,6 

Prevent from having multiple sex 
partners 

1 1,7 5 19,2 6 7,0 

Total 60 69,8 28 20,2 86 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
Note: Alasan dilakukannya FGM/C hanya ditampilkan persentase yang menjawab 

Ya (bentuk pertanyaan adalah multiple response) 
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It is not surprising that health 

workers also gave the reason 

that FGM/C is associated with 

the social construction of 

women who are faithful, and 

obedient to husbands. In 

addition, 2.8 percent of 

midwives/nurses and 1.7 

percent of traditional healers 

argued that FGM/C is a sacred 

ceremony to initiatea girl into 

woman. There were also 

respondents who believed that 

FGM/C controlled female 

sexuality and could prevent 

women from having multiple 

partners. Quite a few health workers (10.3 percent) and traditional healers 

(3.7 percent) perceived that FGM/C was able to reduce sexual drive of women 

and prevent them from being aggresive. 

Mothers of children who have 

undergone FGM/C in this study 

reported that 97.2 percent of 

FGM/C practice involved 

injury. When asked whether 

the FGM/C procedures of type 

1, 2 and 3 based on WHO 

classification such as 

cutting/changing the genital 

shape are harmful, 80.8 percent 

of traditional healers and 90 

percent of midwives/nurses 

claimed that it was harmful. 

This data shows that midwives/nurses have quite good understanding and 

awareness of the harmful effects of FGM/C practices. This is a great hope for 

the elimination of FGM/C practice in Indonesia. On the contrary, traditional 

healers demonstrated poor understanding dan awareness of FGM/C practice. 

This study showed a strong evidence that FGM/C 
practice was believed to help make a woman 
clean, healthy, have moral, able to maintain her 
virginity and keep the honor of her family. 
Furthermore, cultural construction in society, 
which was later adopted as the health worker’s 
belief, has perpetuated the perception that FGM/C 
was able to lead a women to become sholehah, and 
obedient to family/husband and Islam. Strong 
penetration of the perception about FGM/C into 
Islam religion and tradition reinforced the 
demands for collegial adherence in society. 
Therefore, social santions would be imposed on 
people who did not practice FGM/C, and they 
would be considered to commit a sin. Traditional 
healers were regarded as guardians of the moral 
to maintain the sacredness of this tradition. 
Meanwhile, midwives/nurses became the solution 
if traditional healers was inaccessible or when the 
society was standing between traditions/religions 
and the demand for performing FGM/C using 
medical procedures without risk. 

 

Figure 6.11 Medical Workers’ Opinion 
about FGM/C Practice 

Source: FGM/C Survey, conducted by 
PSKK-UGM, 2017 
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As illustrated in Figure 6.9, the response of traditional healers suggests a lack 

of understanding and adequate knowledge about the impact of FGM/C and 

prohibition against FGM/C practice in Indonesia. 

Poor understanding and knowledge affect the sustainability of FGM/C practice 

conducted by the respondents. The data shows that most traditional healers 

advocate forFGM/C to the surrounding community. Most traditional healers 

(96.2 percent) also suggested that FGM/Cpractice should be preserved. 

Meanwhile, there were 38.3 percent of nurses/midwives who still believe that 

FGM/Cpractice should be continued. This data reinforces the evidence that 

traditional healers and some midwives/nurses are "agents of dissemination" 

for the sustainability of FGM/C in their neighborhood. 

Table 6.5 Reasons to Continue Practicing FGM/C According to Health 
Workers 

Reasons to Continue FG/C Practice 
Midwife/Nurse Traditional Healer 

Total Percentage 
Total Percentage Total Percentage 

A command under Islam 16 26,7 19 73,1 35 40,7 

Societal tradition  4 6,7 5 19,2 8 10,5 

For health 5 8,3 3 11,5 8 9,3 

Control women’s libido  2 3,3 0 0,0 2 2,3 

Harmless 3 5,0 0 0,0 3 3,5 

Not applicable* 37 61,7 1 3,9 38 44,2 

Total  60 69,8 26 30,2 86 100,0 

Source: FGM/C Survey, conducted by PSKK-UGM, 2017 
Note: Percentage shown in the Table only respresent respondents who agree to 

continue FGM/C practice 
* Not applicale for respondents answering that FGM/C practice should be 

abandoned 

Unfortunately the values spread by traditional healers are accepted by the 

society without question. This situation can be explained with the theory of 

cultural reproduction. Traditional healers are trusted public figures who are 

referred by society to learn the norms related to FGM/C practice. Traditional 

healers are also regarded as an important figure in the practice of FGM/C, so 

whatever they say will be regared as a truth that should not be questioned. In 

fact, in some locations of this study there was cultural hegemony 

(Stinchcombe, 1968) on FGM/C. Cultural hegemony emerges when FGM/C 
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norms upheld by culturally powerful people, in this case traditional healers, 

are ultimately adopted by most people. These norm are then believed to be 

true and reproduced continuously, passed down from generation to 

generation, resulting in the perpetuation of FGM/C practice until now. 

Meanwhile, 17.4 percent of the 

total respondents are gued that 

FGM/C would not provide any 

benefit, 19.8 percent reported 

that it caused pain in the 

feminine areas, 3.5 percent 

stated that it was not an order 

under Islam, and 2.3 percent 

stated that it was an act of 

violence against women. 

Respondents who thought that 

FGM/C should be 

discontinuedhoped that they 

did not do it alone. Most (17.4) 

argued that religious leaders 

are powerful agents who are 

able to serve as a driving force 

for the effort to end FGM/C 

efforts. Religious figures are 

regarded as important actors 

because FGM/C is considered 

as an order under Islam. 

Religious figures or kyai are 

also perceived as people who 

have the authority and power 

to produce discourse and argument that FGM/C is not a religious command 

under Islam. 

The dominant role of kyai in interpreting the hadith strongly influences the 

way midwives or traditional healers practices FGM/C. Kyai is regarded as one 

of the elite people who can handle religious rituals, to which FGM/C is closely 

 

Figure 6.12 Reasons to end the practice 
of FGM/Caccording to health 
workers 

Source: FGM/C Survey, conducted by 
PSKK-UGM, 2017 

Figure 6.13 Appropriate Party to End 
the Practice of FGM/C 
According to Health 
Workers 

 

Source: FGM/C Survey, conducted by 
PSKK-UGM, 2017 
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attached. In addition, kyai is considered educated due to the good knowledge 

they have about Islam (Rakhman, 2009). Therefore, they are is expected to 

lead people's opinions to stop the practice of FGM/C. 

In addition, the government is also perceived to be able to issue policies and 

make the effort to end FGM/C through regutions and programmatic ways that 

can assist health workers and reach traditional healers by providing 

information and knowledge about the harmful effects of FGM/C. A strict 

prohibition against the practice of FGM/C may be issued by the government to 

help eradicate FGM/C. Meanwhile 4.7 percent of respondents argued that it 

was the health workers who were able to eliminate FGM/C, and other 4.7 

percentthought that community leaders could help stop FGM/C. 
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7 Conclusion and 
Recommendation 

Chapter 7 Conclusion and Recommendation 

 

7.1 Conclusion 

Discussions about FGM/C are often linked to Islamic teachings. This study 

shows that most respondents believe that FGM/C is a religious command. 

Almost one hundred percent of the respondents of this study are Muslims. In 

addition to the teachings of Islam, the driving force of the practice of FGM/C 

includes the societal and family traditions. FGM/C is a tradition deeply rooted 

in society. This tradition is established, among others, by social pressure 

through insinuation made by members of family and members of society 

against families who have not performed FGM/C on their children. FGM/C is a 

tradition that is never questioned. Cultural reproduction of FGM/C is reflected 

by the tendency of women who have undergone FGM/C to also perform FGM/c 

on their children. This study shows that the tradition of FGM/C is passed on 

from grandmother, to daughter, then to granddaughter. The study found that 

96.9 percent of female household members had undergoneFGM/C. The source 

of information about FGM/Cis dominated by parents and families, followed by 

traditional birth attendants, health personnel, community leaders and 

religious leaders. Migrants from other locations (6.7 percent) are likely to 

bring the tradition of FGM/C from their place of origin to their new place. Most 

of the respondents (93.3 percent) werelocal people. 

FGM/C is strongly related to tradition. Therefore, most FGM/C were 

performed by traditional birth attendants (45 percent), followed by 

midwives/nurses/other paramedics (mantri) (38 percent), female traditional 

circumcisers (10 percent), and doctor (1 percent). In other words, for many 

women, FGM/C is not a medical practice that can be taken over by a 

midwife/nurse/mantri. Some migrants decide to go home and perform 
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FGM/Con their children in their hometown if they cannot find a traditional 

birth attendant or traditional circumciser to do it. One important thing to note 

here is the high percentage of female circumcision performed by health 

personnel (38 percent) despite the issuance of the regulation of the Minister 

of Health issued in 2014 prohibiting health personnelfrom performing FGM/C. 

Most health personnel(65 percent) are aware of this regulation, but some 

continue practicing FGM/C. These findings suggest that the government 

regulaton prohibiting health personnel from practicing FGM/C is ineffective. 

Traditional birth attendants and health personnel have a very different view 

about FGM/C. One hundred percent of traditional birth attendants believe that 

a woman needs to undergo FGM/C, while only 36 percent of midwives/nurses 

share the same view. In other words, traditional birth attendants have a 

positive view about FGM/C. They do not see any harm in the practice of FGM/C. 

In their opinion the worst consequence of FGM/C is only decrease in male 

sexual desire, and unattractive shape of the vagina. While midwives and 

nurses understand that FGM/C has the potential to cause bleeding. Parents 

who choose a midwife to perform FGM/C on their child argue that the 

instruments used by midwives are cleaner or sterile. Most FGM/C are included 

in the maternity package offered by midwives, which also encourage parents 

to use FGM/C services provided by midwives. 

What kind of FGM/Cperformed on girls and women? This study uses the 

classification of FGM/Cdeveloped by WHO (2012) as follows: 

1. Type 1: Clitoridectomy, i.e. partial or total removal of the clitoris and/or 

the prepuce. 

1a. removal of the clitoral hood or prepuce only 

1b. removal of the clitoris with the prepuce. 

2. Type 2: Excision, i.e. partial or total removal of the clitoris and the labia 

minora, with or without excision of the labia majora . 

2a. removal of the labia minora only; 

2b. partial or total removal of the clitoris and the labia minora; 
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2c. Pemotongan sebagian atau keseluruhan klitoris, labia minora dan 

labia mayora 

3. Type 3: Infibulasi, i.e. narrowing of the vaginal orifice with creation of a 

covering seal by cutting and appositioning the labia minora and/or the 

labia majora, with or without excision of the clitoris. 

3a. removal and apposition of the labia minora 

3b. removal and apposition of the labia majora 

4. Type 4: All other harmful procedures to the female genitalia for non-

medical purposes, for example: pricking, piercing, incising, scraping and 

cauterization. 

The results of this study indicate that type 4 is the most common type 

performed both by traditional and health personnel(33.2 percent), followed 

by type 1 a (31.8 percent). Types of FGM/C found in the field but do not fall 

into the WHO classification (2012) are cutting part of the clitoris and the 

prepuce (28.1 percent), scratching or scraping the urethral opening(5.7 

percent), and symbolic act without any injury (1.2 percent). These findings are 

quite worrying, because there are some parties who think that FGM/C 

conducted in Indonesia must have been largely symbolic without any injury. 

The results of this study, however, indicate the opposite. The type of FGM/C 

which is only symbolic without injury is very rarely performed compared with 

FGM/Cthat involves injuries, both small and significant injuries. Another thing 

to think about is that there is no special curriculum about FGM/C designed for 

health personnel. Most health personnellearn about FGM/C from their seniors 

or from colleagues who have practiced FGM/C. 

Several studies conducted in other countries indicate that FGM/C are 

supported by women, which refers to mother or grandmother of a child who 

has undergone FGM/C. On the other hand, father tends to reject FGM/C. 

Therefore, men are seen as important agents in the elimination of FGM/C. This 

study shows that both fathers (98.1 percent) and mothers (98.1 percent) 

support FGM/C. Furthermore, fathers (97.8 percent) and mothers (97.8 

percent) think that the practice of FGM/C should continue. 
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Overall FGM/C is part of tradition, which in some locations is closely related 

with the interpretation of religious leaders and members of the community 

about the Islamic teachings. From the perspective of cultural reproduction, 

tradition and religion, FGM/C is a manifestation of very strong social pressure, 

which in turn will motivate community members to carry out FGM/C. So far, 

people's understanding of religious interpretation related to FGM/C has not 

changed, and therefore the practice of FGM/C will be difficult to eliminate. 

7.2 Recommendation 

7.2.1 For Relevant Ministries/Agencies (among others: 

Ministry of Health, Ministry of Religion, the Ministry of 

Women Empowerment and Child Protection). 

The term female circumcision should be replaced with FGM/C. The term 

female circumcision often gives the impression that female circumcision 

women is required by religion. In addition, the term female circumcision tends 

to downplay the severity of some types of FGM/C 

7.2.2 For UNFPA 

Data from quantitative research show some interesting things, but this study 

raises some new questions. For example, what do men, in this case fathers, gain 

from the preservation of the practice of FGM/C? What are the factors that 

cause cultural reproduction of FGM/C among women? Therefore, a more in-

depth study of FGM/C, which relates to the factors that support the 

sustainability of female circumcision. 

7.2.3 For the Ministry of Religion 

Not all ulemas think that FGM/C needs to be performed on women. Therefore, 

it is necessary to hold a discussion among ulemas, which involve those who 

agree or disagree with FGM/C. The status of FGM/C should be agreed on by all 

ulemas, whether it is compulsory, sunna, or makrumah. Communication, 

information and education for preacher, or religious leaders about FGM/C 

should be facilitated. As long as community members believe that FGM/C is a 
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religious obligation, they will continue practicing it. The Ministry of Religious 

Affairs should embrace the Indonesian Female Muslim Scholars Congress to 

provide communication, information and education among women, given the 

importance of women’s role in the decision making about the practice of 

FGM/C in the household environment. 

7.2.4 For the Ministry of Health 

The Basich Health Reseach or Riskesdas 2013 is the beginning of the growing 

attention for FGM/C issue. FGM/C is a very complex issue that involves several 

variables beyond the health problems, i.e. social and cultural variables. To gain 

more in-depth understanding ofFGM/C, the need for more complete data on 

FGM/C (such as types of FGM/C, reasons for a family to perform FGM/C, 

provider of FGM/Cservices, reasons to provide FGM/C service) must be 

fulfilled. To obtain more complete data on FGM/C with national coverage, the 

Ministry of Health is expected to adopt some questions from this study in the 

upcoming basic health research. 

7.2.5 For Local Government 

Local Governments are advised to develop coordination among the local 

government agencies (organisasi perangkat daerah/OPD) for the prevention 

of FGM/Caccording to the main duties and functions of each agency. The 

Religious Affairs Agency needs to meet with community leaders and religious 

leaders to seek a friendlier approach to women with regard to FGM/C issue. 

Despite the dissemination of the Minister of Health’s Regulation issued in 2014 

concerning prohibition of medicalization of FGM/C, information about this 

prohibition has not reached the bottom. Therefore, the Indonesian Midwives 

Association (Ikatan Bidan Indonesia/IBI) plays an important rolein 

disseminating the regulation at the grassroot level. 
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