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Ending Cultural Human Rights Violations 

The living room was crowded with people in celebration. A plumber and a florist were 

two among them, along with a ten-year-old girl named Nagla Hamza. The plumber and the 

florist tilted Hamza onto her back, spread her legs open, pulled out a pair of barber’s scissors, 

and cut off her clitoris. The smiling girl in a party dress one instant became a girl agonizing over 

her mutilated genitalia the next (Iriye, Goedde, and Hitchcock). Hamza’s experience, which took 

place in Egypt and was broadcast by CNN in 1994, was not the first nor the last instance of the 

inhumane practice of female genital mutilation (Iriye, Goedde, and Hitchcock). This cultural 

practice is considered an international violation of human rights and causes many physical and 

psychological complications to women’s health, yet it still occurs, especially without any 

sanitary precautions (Iriye, Goedde, and Hitchcock). Although humanitarian medical 

organizations have access to sterile equipment and anesthesia, they should not use or provide it 

for female genital mutilation, but if a female has already undergone genital mutilation, she 

should choose how they intervene. 

If these humanitarian medical organizations do use or provide sterile equipment for 

female genital mutilation, they will inadvertently incite the practice, which, according to the 

World Health Organization, between one-hundred million and one-hundred-forty million women 

have undergone (Worden). This “cruel and unnecessary tradition” of female genital mutilation is 

cultural and it needs to be weeded out because it violates human rights (Iriye, Goedde, and 
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Hitchcock 296). Although many religious groups, like African Muslims, argue that the practice is 

a religious requirement, it is not included in the Koran or any other religious text (Iriye, Goedde, 

and Hitchcock). This proves that the practice is not really religious, but entirely cultural. The 

religious basis for female genital mutilation is built on false claims, but so are other reasons for 

it.  

For example, some believe the practice “improves fertility and prevents maternal and 

infant mortality” when it is actually proven to do the opposite (Peters and Wolper 231). This can 

lead to “devastating repercussions in a society in which a woman’s reproductive capacity is 

central to her existence” (Peters and Wolper 228). Since the practice is thought to cause fertility 

but really causes infertility, the women themselves will most likely be blamed and rejected by 

their husbands and families for their inability to bear children (Worden). Additional reasons 

given for female genital mutilation are that it is an initiation into womanhood, helps women gain 

men’s approval, and safeguards virginity (Peters and Wolper). But, the roots of the practice 

comes from efforts “to suppress women’s sexuality, ensure their subjugation, and control their 

reproductive function” (Peters and Wolper 224). From this, one can argue that the “ultimate 

reason for [female genital mutilation]… is fear of women’s sexuality” (Worden 242). 

Yet, no matter the reason for it, female genital mutilation is still considered a “health 

hazard and a form of violence against women” (Peters and Wolper 225). This is not only because 

it is regularly performed by unskilled people with unsanitary equipment, but because it has 

harmful physical complications with whichever type a woman has (Peters and Wolper). Of the 

types of female genital mutilation, “eighty-five percent of all women who undergo female genital 

mutilation have clitoridectomies,” where part or parts of the external genitals are removed, and 

fifteen percent have infibulation, where the clitoris is removed, labia minora are cut off, and raw 
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surfaces are created (Peters and Wolper 226). Women who have infibulation often need constant 

re-cutting, called deinfibulation, before intercourse and childbirth, and reinfibulation afterwards. 

A woman who undergoes infibulation will have more severe, frequent, and longer lasting 

complications than a woman who undergoes a clitoridectomy, but both will have complications. 

These complications may include hemorrhages, anemia, urine retention, formation of cysts, 

sexual dysfunction, menstrual disorders, infertility, and death (Worden).  

Although there are many physical complications accompanying female genital 

mutilation, the practice also affects childbirth and can cause psychological problems in women. 

Newborns of women who have undergone female genital mutilation have increased chances of 

stillbirth, early neonatal death, and low birth weight (Worden). Some of the psychological 

problems that accompany the practice include post-traumatic stress disorder, psychosexual 

disorders, phobias, depression, and anxiety (Worden). Dashty, a woman from Iraqi Kurdistan, 

who was cut at age twelve while she was anticipating friends, says that “since that day, my 

personality has changed and I’m depressed… I’ve lost my love for this world because of what 

happened at the hands of people I trusted” (Worden 238). Dashty’s experience shows that if 

humanitarian medical organizations provide sterile equipment for female genital mutilation, they 

will unintentionally encourage these negative effects. 

However, many peoples who practice female genital mutilation, especially in Africa and 

the Middle East, already know about these effects. They perceive “the health risks as less 

dangerous than the social ostracism” that may come with not being cut (Iriye, Goedde, and 

Hitchcock 295). Women who defend the practice do so because it is tightly linked to their status 

and personal identity within their culture (Peters and Wolper). The practice gives them “the 

psychological, moral, and material benefits of ‘belonging,’” which is strong enough to motivate 
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almost anyone to conformity (Peters and Wolper 232). Because there are women who believe 

they benefit from genital mutilation, the fight to end it is more difficult. Allowing access to 

sterile equipment and anesthesia for the practice will only make it more desirable, so medical 

organizations should not do so. 

Furthermore, denying sterile equipment and anesthesia is a form of regulation that will 

help eventually stop female genital mutilation. But “criminalization and regulations are effective 

only once a substantial body of public opinion has been raised against the practice” (Peters and 

Wolper 234). And this public opinion needs to be raised in non-Western countries most of all. 

Many Western nations, like France and the United Kingdom, have already criminalized female 

genital mutilation, while leaders in non-Western countries criticize their people for trying to end 

it (Peters and Wolper). These non-Western leaders view women who oppose it “as tools of 

imperialists bent on eradicating indigenous cultures in favor of ‘Westernization.’”(Iriye, Goedde, 

and Hitchcock 295). The leaders who believe this are mostly men, though, and these men do not 

seem to understand that the women condemning female genital mutilation are fighting for their 

human rights. 

As Hillary Clinton said at the Fourth World Conference on Women in 1995, “human 

rights are women’s rights and women’s rights are human rights” and women deserve to make 

their own decisions regarding their bodies (Iriye, Goedde, and Hitchcock 150). Therefore, 

women who have previously undergone genital mutilation deserve to choose whether or not they 

be returned to their mutilated state after childbirth. Reinfibulation should not be forced, but 

neither should deinfibulation. Additionally, humanitarian medical organizations should provide 

resources with “reliable information about [the] practice” and its health complications (Worden 

244). These resources can help raise awareness for female genital mutilation, so they should be 
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made available to anyone, not just women who have undergone the procedure. Humanitarian 

medical organizations should also “provide medical treatment to girls or women who have 

undergone the procedure, in addition to providing counseling, and making referrals for victims 

who experience emotional distress,” like Dashty (Worden 244-245). This will allow 

humanitarian medical organizations to help these women without indirectly being accountable 

for their mutilation by allowing use of their sterile equipment for the practice. 

Providing a support system, raising awareness, and denying sterile equipment may not be 

enough to end female genital mutilation all together, but it will bring us one step closer. When 

CNN broadcasted Hamza’s story in 1994, her experience caused a worldwide outcry against 

female genital mutilation and the world finally began to look at women’s rights as human rights. 

Today, that new outlook is not as widespread as we need it to be for human rights violations like 

this to end. People of all nations must accept that women are humans, too. Only then will there 

be a chance for equality and cultural human rights violations, like female genital mutilation, will 

be no more. 
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