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20 Female Circumcision/
Genital Mutilation and
Ethical Relativism

LORETTA M. KOPELMAN

(LRQ_)

In Northern Africa and Southern Arabia many girls undergo ritual surgery
involving removal of parts of their external genitalia; the surgery is often
accompanied by ceremonies intended to honor and welcome the girls into
their communities. About 80 million living women have had this surgery,
and an additional 4 or 5 million girls undergo it each year (Kouba and
Muasher 1985; Ntiri 1993). Usually performed between infancy and puberty,
these ancient practices are supposed to promote chastity, religion, group
identity, cleanliness, health, family values, and marriage goals. This tradition
is prevalent and deeply embedded in many countries, including Ethiopia, the
Sudan, Somalia, Sierra Leone, Kenya, Tanzania, Central African Republic,
Chad, Gambia, Liberia, Mali, Senegal, Eritrea, Ivory Coast, Upper Volta,
Mauritania, Nigeria, Mozambique, Botswana, Lesotho, and Egypt (Abdalla
1982; Ntiri 1993; Calder et al. 1993; Rushwan 1990; El Dareer 1982; Koso-
Thomas 1987). Modified versions of the surgeries are also performed in
Southern Yemen and Musqat-Oman (Abdalla 1982). Tragically, the usual
ways of performing these surgeries deny women sexual orgasms, cause sig-
nificant morbidity or mortality among women and children, and strain the
overburdened health care systems in these developing countries. Some refer
to these practices as female circumcision, but those wishing to stop them
increasingly use the description female genital mutilation.

Impassioned cultural clashes erupt when people from societies practic-
ing female circumcision/genital mutilation settle in other parts of the world
and bring these rites with them. It is practiced, for example, by Muslim
groups in the Philippines, Malaysia, Pakistan, Indonesia, Europe, and North
America (Kluge 1993; Thompson 1989; Abdalla 1982; Koso-Thomas 1987).
Parents may use traditional practitioners or seek medical facilities to reduce
the morbidity or mortality of this genital surgery. Some doctors and nurses

Reprinted with permission from Kopelman, Loretta M. 1994, “Female Circumcision/Genital
Mutilation and Bthical Relativism.” Second Opinion 20, no. 2 (October): 55-71.
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perform the procedures for large fees or because they are concerned about the
unhygienic techniques that traditional practitioners may use. In the United
Kingdom, where about 2,000 girls undergo the surgery annually, it is classi-
fied as child abuse (Thompson 1989). Other countries have also classified it as
child abuse, including Canada and France (Kluge 1993).

Many international agencies like UNICEEF, the International Federation
of Gynecology and Obstetrics, and the World Health Organization (WHO)
openly condemn and try to stop the practices of female genital mutilation
(WHO 1992; Rushwan 1990). Such national groups as the American Medical
Association (AMA 1991) have also denounced these rituals. Women'’s groups
from around the world protest these practices and the lack of notice they
receive. (A common reaction to the attention given to the Bobbitt case, where
an abused wife cut off her husband’s penis, was, “Why was there a media cir-
cus over one man’s penis while the excision of the genitalia of millions of girls
annually receives almost no attention?”)

Most women in cultures practicing female circumcision/genital mutila-
tion, when interviewed by investigators from their culture, state that they do
not believe that such practices deprive them of anything important (Koso-
Thomas 1987). They do not think that women can have orgasms or that sex
can be directly pleasing to women but assume that their pleasure comes only
from knowing they contribute to their husbands’ enjoyment (El Dareer 1982;
Abdalla 1982). Some critics argue that women who hold such beliefs cannot
be understood to be making an informed choice; they thus condemn this cus-
tom as a form of oppression (Sherwin 1992; Walker 1992).

International discussion, criticisms, and condemnation of female circum-
cision/genital mutilation help activists who struggle to change these rites
that are thoroughly entrenched in their own cultures (El Dareer 1982; Ntiri
1993; Kouba and Muasher 1985; Koso-Thomas 1987; Abdalla 1982). Not sur-
prisingly, people who want to continue these practices resent such criticisms,
seeing them as assaults upon their deeply embedded and popular cultural
traditions.

Underlying intercultural disputes is often a basic moral controversy:
Does praise or criticism from outside a culture or society have any moral
authority within it? That is, do the moral judgments from one culture have
any relevance to judgments about what is right or wrong within another cul-
ture? According to some versions of ethical relativism, to say that something
is right means that it is approved of in the speaker’s culture; to say that some-
thing is wrong means that it is disapproved. If this is correct, there is no
rational basis for establishing across cultures that one set of culturally estab-
lished moral values is right and the other wrong. The right action is one that
is approved by the person’s society or culture, and the wrong action is one
that is disapproved by the person’s society or culture; there are moral truths,
but they are determined by the norms of the society. On this view, then, the

cultural approval of female circumcision/genital mutilation means that the

practice is right; disapproval means that it is wrong.
In contrast to such versions of ethical relativism, other traditions hold

/
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that to say something is morally right means that the claim can be defended
with reasons in a certain way. Saying that something is approved (such 25
slavery) does not settle whether it is right, because something can be wrong
even when it is approved by most people in a culture. Moral judgments do
not describe what is approved but prescribe what ought to be approved; if
worthy of being called moral or ethical judgments, they must be defensible
with reasons that are consistent and empirically defensible. As we shall find,
advocates of the practice of female circumcision/genital mutilation do not
say, “We approve of these rituals, and that is the end of the matter.” Rathet,
they try to defend the practice as useful in promoting many important goals.
In fact, however, the practice is inconsistent with important goals and values
of the cultures in which it is practiced. We find that we can evaluate some of
the reasons given for performing these rituals and that despite our cultural
differences about what to value and how to act, we share many methods of
discovery, evaluation, and explanation. These enable us sometimes correctly
to judge other cultures, and they us. Moral judgments can be evaluated at
least in terms of their consistency and their relation to stable evidence, like
medical or scientific findings. By this means certain moral claims can be chal-
lenged, even where we have different cultural values, and the practice of
female circumcision/ genital mutilation shown to be wrong. Thus, both inter-
cultural and intracultural discussions, criticisms, and condemnation of
female genital mutilation as well as support for activists seeking to stop the
practice can have moral authority, or so I argue.

After considering some of the health hazards of female circumcision/
genital mutilation, I review the version of ethical relativism that denies moral
authority to cross-cultural moral judgments. By examining the cultural rea-
sons used to justify female circumcision/genital mutilation. I want to show
that many aspects of this discussion are open to cross-cultural evaluation and
understanding and hence that this version of ethical relativism fails. After
discussing some anticipated objections, I conclude that these relativists have
a heavy burden of proof to show why we cannot make intercultural judg-
ments that have moral force concerning female genital mutilation, just as we
do concerning such things as oppression, intolerance, exploitation, waste,
aggression, and torture or imprisonment of dissidents.

TYPES OF SURGERY AND THEIR
HEALTH CONSEQUENCES

Female circumcision/genital mutilation takes three forms. Type 1 circumci-
sion involves pricking or removing the clitoral hood, or prepuce. This is the
least mutilating type and should not preclude sexual orgasms in later life,
unlike other forms. When this surgery is performed on infants and small chil-
dren, however, it may be difficult to avoid removal of additional tissue,
because infants genitalia are small, and the tools commonly used are pins,
scissors, razors, and knives. In the southern Arabian countries of Southern
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Yemen and Musqat-Oman, Type 1 circumcision is commonly practiced.! In
African countries, however, Type 1 circumcision is often not regarded as a
genuine circumcision (Koso-Thomas 1987; Abdalla 1982). Only about 3 pet-
cent of the women in one east African survey had this type of circumcision (El
Dareer 1982), and none in another (Ntiri 1993) where all the women surveyed
had been circumcised.

Type 2, or intermediary, circumcision involves removal of the clitoris and
most or all of the labia minora. In Type 3 circumcision, or infibulation, the cli-
toris, labia minora, and parts of the labia majora are removed. The gaping
wound to the vulva is stitched tightly closed, leaving a tiny opening so that
the woman can pass urine and menstrual flow. (Type 3 is also known as
Pharaonic circumcision, suggesting that it has been done since the time of the
pharaohs [Abdalla 1982]) In some African countries most young girls
between infancy and 10 years of age have Type 3 circumcision (Abdalla 1982;
Ntiri 1993; Calder et al. 1993). Traditional practitioners often use sharpened
or hot stones, razors, or knives, frequently without anesthesia or antibiotics
(Rushwan 1990; Abdalla 1982; El Dareer 1982). In many communities thorns

are used to stitch the wound closed, and a twig is inserted to keep an open-

ing. The girl’s legs may be bound for a month or more while the scar heals

(Abdalla 1982; El Dareer 1982).2
Types 2 and 3, both of which preclude orgasms, are the most popular
forms. More than three-quarters of the girls in the Sudan, Somalia, Ethiopia,
and other north African and southern Arabian countries undergo Type 2 or
Type 3 circumcision, with many of the others circumcised by Type 1 (E1
Dareer 1982; Ntiri 1993; Calder et al. 1993; Koso-Thomas 1987; Ogiamien
1988). One survey by Sudanese physician Asma El Dareer (1982) shows that
over 98 percent of Sudanese women have had this ritual surgery, 12 percent
with Type 2 and 83 percent with Type 3. A 1993 study of 859 Somali women
finds that all were circumcised, 98 percent with Type 3 and 2 percent with
Type 2; on 70 percent of them, the surgery was done with a machete (Ntiri
1993).
Medical science is divided ov
sion has any benefits (see American

er whether the practice of male circumci-
Academy of Pediatrics 1989 and Alibhai

1993 for discussion of the pros and cons). In contrast, female circumcision/
genital mutilation has no benefits and is harmful in many ways, with both
short- and long-term complications documented in a series of studies from
Nigeria (Ozumba 1992), the Sudan (El Dareer 1982), Sierra Leone (Koso-
Thomas 1987), and Somalia (Abdalla 1982; Ntiri 1993; Dirie and Lindmark
1992).
Almost all girls experience immediate pain following the surgery (Rush-
wan 1990; El Dareer 1982). El Dareer found other immediate consequences,

including bleeding, infection, and shock correlating with the type of circumfie

cision: Type 1, 8.1 percent; Type 2, 24.1 percent; and Type 3, 25.6 percent,

Bleeding occurred in all forms of circumcision, accounting for 21.3 percentﬂ
the immediate medical problems in El Dareer’s survey. She writes, “Hemap

“haoe can be either primary, from injuries to arteries or veins, or secondaryl

\
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201:3;11:0 ::2 :iec?ton 2382333)'. Infections are frequent because the surgical
o e r:) en unhygienic (Rushwan 1990; El Dareer 1982). The inabil-
iy & l}i‘)c 1os W E leas common, constituting 21.65 percent of the inmediate
Suw};yed wor ; l(0 tareer 1982). El Da}reer found 32.2 percent of the women
surveyed had 2;%- erm problem;*., with 24.54 percent suffering urinary tract
nfections and t.- percent suffering chronic pelvic infection. The published
studies b ;1 . dest ﬁgft::,l: nflz%n; ;;iersegici)nfs lehere these rituals are practiced
complications from female circumci:onjum it ColealfltS e ite of the
‘ . genital mutilation: at the site of th
surgery, scarring can make penetration difficult and intercourse pai s eysts
Ezyofo;':lrill,lrelcp;:r.lng surgical repairs; a variety of menstrual prog?elxr;\f: la,rciz: té
the bgwel gr E ; is too small to allow adequate drainage; fistulas or tears in
the owe o ¢ rmar)l/ltract are common, causing incontinence, which in turn
o gs \A{)e tris medical problems; maternal-fetal complications and
Aoy o ; cted labor are also well-established consequences
Coouba anc 1 119assz.e1é) 1985; Rushwan 1990; El Dareer 1982; Koso-Thomas
Ogia,mien oy Th, zumba 1992; Ntiri 1993; Dirie and Lindmark 1992;
Ogiam invarial;l ompson 1989)‘. El Dareer (1982:iii-iv) writes, “The resulé
ey, ot h.)lrdclt)a.uses immediate and long-term medical complications
experienz:,e foer;th g;?mglzn:lrl\?ﬁ:?gnl o r}:llarriage o et P difﬁClﬂ;
; , al pro i
iiz:)lndi:sat:r;ancss ifn girls due to circumcisioF;I areelf(:f 3::((?;:;512:.’}) 'Is'i,\‘e:k:)()lggal-
o0y so be fatal because of shock, tetanus, and septicemia (RuslI\)wan
‘As hi
Dareer (1562 beleves hat the sl ates are probably eve ighet orsev
' : s are probably even hi
}e;:‘lci‘iecaes(;miss. fqr;tr,1 _femaIe. circumcision/ genita{)mutilaz,ion,e :ﬁgﬂgfaﬁzy—
aCﬁVities,a Secg; A ically illegal, and people are reluctant to discuss illega};
plicaﬁoné beco , p}fople may be ashamed to admit that they have had com-
Rt female crcuscisto/ gental matilaton s necesaty for el healt and
fem n is necessary for their h
;/)vlletllal;:;r;gea?:af(:hm?y not fully associate these probleyms with th:aslttxl;;lld
but assume that 1 eir problems would have been worse if they had beer}i
et f anyh\'/vor.nen, as these studies show, are well aware of the
complications rom this ritual surgery. Nonetheless they strongly support
ng these practices. One study (Ntiri 1993) reports that 92 gercgrlft ;f

the Somali women surveyed f. inui
a
(24 percent) for their daughters.V or continuing Type 3 (76 percent) or Type 2

ETHICAL RELATIVISM

Fe . - . -

Siorrr::lifcgtc}\:m?slcin/ genital mutilation serves as a test case for some ver
ical relativism because the i i !

sione | : practice has widespread a

et ;nc :ll.l‘teu(;'l;ltu;els vs./htere it is practiced and widespread disagprovalzlt)lrt(s);,;;
8. Relativism, however, means different things to different “aca-
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demic cultures.” Indeed one of the most striking things about the term rela-
tivism is that it is used in so many different ways, spanning the banal to the
highly controversial. In the Encyclopedia of Philosophy, Richard D. Brandt
(1967:75) writes, “Contemporary philosophers generally apply the term [eth-
ical relativism] to some position they disagree with or consider absurd, sel-
dom to their own views; social scientists, however, often classify themselves
as relativists.” Philosophers and those in religious studies often distinguish
two ways to understand relativism: one is controversial, and the other is not
(Brandt 1967; Sober 1991). The noncontroversial, descriptive version, often
called descriptive relativism, is the view that people from different cultures do
act differently and have distinct norms. Social scientists often. work as
descriptive relativists: they try to understand cultural differences and look
for any underlying similarities. Those studying or criticizing female circum-
cision/genital mutilation, of course, recognize that we do act differently and
have different values. But descriptions about how or in what way we are dif-
ferent do not entail statements about how we ought to act.

The controversial position, called ethical relativism, is that an action is
right if it is approved in a person’s culture and wrong if it is disapproved.
Another version of this controversial view is that to say something is right
means it has cultural approval; to say something is wrong means it has cul-
tural disapproval. According to this view, which some call cultural relativism
(Holmes 1993), there is no way to evaluate moral claims across cultures; posi-
tions taken by international groups like the World Health Organization
merely express a cluster of particular societal opinions and have no moral
standing in other cultures. On this view it is incoherent to claim that some-
thing is wrong in a culture yet approved, or right yet disapproved; people can
express moral judgments about things done in their own or other cultures,
but they are expressing only their cultural point of view, not one that has
moral authority in another culture.

Many social scientists and (despite what Brandt says) some philosophers
defend ethical relativism. For example, philosopher Bernard Williams (1985)
argues that moral knowledge is inherited by people within particular cul-
tural traditions and has objectivity only within those cultures. Anthropolo-
gists Faye Ginsberg (1991) and Nancy Scheper-Hughes (1991) point out that
ethical relativism has held an important place in anthropology despite the
uncomfortable consequence that acceptance of that position means that prac-
tices like female circumcision are right within the cultures where they are
approved. Anthropologists by their own admission, however, do not use the
terms cultural relativism or ethical relativism consistently (Shweder 1990).
Often relativism is presented as the only alternative to clearly implausible
views such as absolutism or cultural imperialism; sometimes it is used to
stress the obvious points that different rankings and interpretations of moral
values or rules by different groups may be justifiable, or employed to high-
light the indisputable influence of culture on moral development, reasoning,
norms, and decisions. It may also be used to show that decisions about what
we ought to do depend on the situation—for example, that it may not be

|
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wrong to lie in some cases. These points are not in dispute herein or even con-
troversial, so my comments do not apply to these versions of relativism.

Nor do the criticisms offered herein necessarily challenge relativists who
agree that cross-cultural moral judgments sometimes have moral force. Gen-
erally they wish to accent the role of culture in shaping our moral judgments,
showing why it is dangerous to impose external cultural judgments hastily or
stressing that there is often a link between established moral systems and
oppression. For example, moral philosopher Susan Sherwin maintains that
“normative conclusions reached by traditional theorists generally support
the mechanism of oppression; for example, by promoting subservience
among women” and concludes, “Feminist moral relativism remains abso-
lutist on the question of the moral wrong of oppression but is relativist on
other moral matters” (1992:58, 75). She uses this form of relativism to argue
that female circumcision is wrong,

In contrast, the distinctive feature of the version of ethical relativism crit-
icized herein is its defense of the skeptical position that one can never make a
sound cross-cultural moral judgment, that is, one that has moral force outside
one’s culture. This version of ethical relativism is false if people from one cul-
ture can sometimes make judgments that have moral authority about actions
in another society. Its defenders regard their view to be the consequence of a
proper understanding of the limits of knowledge (Williams 1985; Ginsberg
1991; Shweder 1990). Many attacks, however, have been made on the skepti-
cism underlying such ethical relativism (Bambrough 1979; Hampshire 1989),
and my remarks are in this tradition.

I would begin by observing that we seem to share methods of discovery,
evaluation, negotiation, and explanation that can be used to help assess
moral judgments. For example, we agree how to evaluate methods and
research in science, engineering, and medicine, and on how to translate,
debate, deliberate, criticize, negotiate, and use technology. To do these things,
however, we must first have agreed to some extent on how to distinguish
good and bad methods and research in science, engineering, and medicine,
and what constitutes a good or bad translation, debate, deliberation, criti-
cism, negotiation, or use of technology. These shared methods can be used to
help evaluate moral judgments from one culture to another in a way that
sometimes has moral authority. An example of a belief that could be evalu-
ated by stable medical evidence is the assertion by people in some regions
that the infant’s “death could result if, during delivery, the baby’s head
touches the clitoris” (Koso-Thomas 1987:10). In addition, some moral claims
can be evaluated in terms of their coherence. It seems incompatible to pro-
mote maternal-fetal health as a good and also to advocate avoidable practices
known to cause serious perinatal and neonatal infections.

We need not rank values similarly with people in another culture, or our
own, to have coherent discussions about their consistency, consequences, or
factual presuppositions. That is, even if some moral or ethical (I use these
terms interchangeably) judgments express unique cultural norms, they may
still be morally evaluated by another culture on the basis of their logical con-
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sistency and their coherence with stable and cross-culturally accepted empir-
ical information. In addition, we seem to share some moral values, goals, and
judgments such as those about the evils of unnecessary suffering and lost
opportunities, the need for food and shelter, the duty to help children, and
the goods of promoting public health and personal well-being (Hampshire
1989). Let us consider, therefore, the reasons given by men and women who
practice female circumcision/genital mutilation in their communities. The
information presented herein is based upon studies done by investigators
who come from these cultures, some of whom had this ritual surgery as chil-
dren (El Dareer is one such investigator). We can examine whether these rea-
sons allow people from other cultures any way of entering the debate based
upon such considerations as consistency or stable medical findings.

REASONS GIVEN FOR FEMALE
CIRCUMCISION/GENITAL MUTILATION

According to four independent series of studies conducted by investigators
from countries where female circumcision is widely practiced (El Dareer
1982; Ntiri 1993; Koso-Thomas 1987; Abdalla 1982), the primary reasons
given for performing this ritual surgery are that it (1) meets a religious
requirement, (2) preserves group identity, (3) helps to maintain cleanliness
and health, (4) preserves virginity and family honor and prevents immoral-
ity, and (5) furthers marriage goals including greater sexual pleasure for men.

El Dareer conducted her studies in the Sudan, Dr. Olayinka Koso-Thomas
in and around Sierra Leone, and Raquiya Haji Dualeh Abdalla and Daphne
Williams Ntiri in Somalia. They argue that the reasons for continuing this
practice in their respective countries float on a sea of false beliefs, beliefs that
thrive because of a lack of education and open discussion about reproduction
and sexuality. Insofar as intercultural methods for evaluating factual and log-
ical statements exist, people from other cultures should at least be able to
understand these inconsistencies or mistaken factual beliefs and use them as
a basis for making some judgments having intercultural moral authority.

First, according to these studies the main reason given for performing
female circumcision/genital mutilation is that it is regarded as a religious
requirement. Most of the people practicing this ritual are Muslims, but it is
not a practice required by the Koran (El Dareer 1982; Ntiri 1993). El Dareer
writes:

Circumcision of women is not explicitly enjoined in the Koran, but there are
two implicit sayings of the Prophet Mohammed: “Circumcision is an ordi-
nance in men and an embellishment in women” and, reportedly Mohammed
said to Om Attiya, a woman who circumcised girls in El Medina, “Do not go
deep. It is more illuminating to the face and more enjoyable to the husband.”
Another version says, “Reduce but do not destroy. This is enjoyable to the
woman and preferable to the man.” But there is nothing in the Koran to sug-
N\
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gest that the Prophet commanded that women be circumcised. He advised
that it was important to both sexes that very little should be taken. (1992:72)

Female circumcision/genital mutilation, moreover, is not practiced in the
spiritual center of Islam, Saudi Arabia (Calder et al. 1993). Another reason for
questioning this as a Muslim practice is that clitoridectomy and infibulation
predate Islam, going back to the time of the pharaohs (Abdalla 1982; El
Dareer 1992).

Second, many argue that the practice helps to preserve group identity.
When Christian colonialists in Kenya introduced laws opposing the practice
of female circumcision in the 1930s, African leader Kenyatta expressed a view
still popular today:

This operation is still regarded as the very essence of an institution which
has enormous educational, social, moral and religious implications, quite
apart from the operation itself. For the present, it is impossible for a member
of the [Kikuyu] tribe to imagine an initiation without clitoridectomy . . . the
abolition of rua [the ritual operation] will destroy the tribal symbol which
identifies the age group and prevent the Kikuyu from perpetuating that
spirit of collectivism and national solidarity which they have been able to
maintain from time immemorial. (Scheper-Hughes 1991:27)

In addition, the practice is of social and economic importance to older women
who are paid for performing the rituals (El Dareer 1982; Koso-Thomas 1987;
Abdalla 1982; Ginsberg 1991).

Drs. Koso-Thomas, El Dareer, and Abdalla agree that people in these
countries support female circumcision as a good practice, but only because
they do not understand that it is a leading cause of sickness or even death for
girls, mothers, and infants, and a major cause of infertility, infection, and
maternal-fetal and marital complications. They conclude that these facts are
not confronted because these societies do not speak openly of such matters.
Abdalla writes, “There is no longer any reason, given the present state of
progress in science, to tolerate confusion and ignorance about reproduction
and women's sexuality” (1982:2). Female circumcision/genital mutilation is
intended to honor women as male circumcision honors men, and members of
cultures where the surgery is practiced are shocked by the analogy of cli-
toridectomy to removal of the penis (El Dareer 1982).

Third, the belief that the practice advances health and hygiene is incom-
patible with stable data from surveys done in these cultures, where female
circumcision/genital mutilation has been linked to mortality or morbidity
such as shock, infertility, infections, incontinence, maternal-fetal complica-
tions, and protracted labor. The tiny hole generally left for blood and urine to
pass is a constant source of infection (El Dareer 1982; Koso-Thomas 1987;
Abdalla 1982; Calder et al. 1993; Ntiri 1993). Koso-Thomas writes,

As for cleanliness, the presence of these scars prevents urine and menstrual
flow escaping by the normal channels. This may lead to acute retention of
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urine and menstrual flow, and to a condition known as hematocolpos, which
is highly detrimental to the health of the girl or woman concerned and
causes odors more offensive than any that can occur through the natural
secretions. (Koso-Thomas 1987:10).

Investigators completing a recent study wrote:

The risk of medical complications after female circumcision is very high as
revealed by the present study [of 290 Somali women, conducted in the capi-
tal of Mogadishu]. Complications which cause the death of the young girls
must be a common occurrence especially in the rural areas. ... Dribbling
urine incontinence, painful menstruations, haematocolpos and painful inter-
course are facts that Somali women have to live with—facts that strongly
motivate attempts to change the practice of female circumcision. (Dirie and
Lindmark 1992:482)

Fourth, investigators found that circumcision is thought necessary in
these cultures to preserve virginity and family honor and to prevent immoral-
ity. Type 3 circumcision is used to keep women from having sexual intercourse
before marriage and conceiving illegitimate children. In addition, many
believe that Types 2 and 3 circumcision must be done because uncircumcised
women have excessive and uncontrollable sexual drives. El Dareer, however,
believes that this view is not consistently held—that women in the Sudan are
respected and that Sudanese men would be shocked to apply this sometimes-
held cultural view to members of their own families. This reason also seems
incompatible with the general view, which investigators found was held by
both men and women in these cultures, that sex cannot be pleasant for women
(El Dareer 1982; Koso-Thomas 1987; Abdalla 1982). In addition, female cir-
cumcision/ genital mutilation offers no foolproof way to promote chastity and
can even Jead to promiscuity because it does not diminish desire or libidoeven
where it makes orgasms impossible (El Dareer 1982). Some women continu-
ally seek experiences with new sexual partners because they are left unsatis-
fied in their sexual encounters (Koso-Thomas 1987). Moreover, some pretend
to be virgins by getting stitched up tightly again (El Dareer 1982).

Fifth, interviewers found that people practicing female circumcision/
genital mutilation believe that it furthers marriage goals, including greater
sexual pleasure for men. To survive economically, women in these cultures
must marry, and they will not be acceptable marriage partners unless they
have undergone this ritual surgery (Abdalla 1982; Ntiri 1993). It is a curse, for
example, to say that someone is the child of an uncircumcised woman (Koso-
Thomas 1987). The widely held belief that infibulation enhances women’s
beauty and men’s sexual pleasure makes it difficult for women who wish to
marry to resist this practice (Koso-Thomas 1987; El Dareer 1992). Some men
from these cultures, however, report that they enjoy sex more with uncir-
cumcised women (Koso-Thomas 1987). Furthermore, female circumcision/
genital mutilation is inconsistent with the established goals of some of these
cultures because it is a leading cause of disability and contributes to the high
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mortality rate among mothers, fetuses, and children. Far from promoting the
goals of marriage, it causes difficulty in consummating marriage, infertility,
prolonged and obstructed labor, and morbidity and mortality.

CRITICISMS OF ETHICAL RELATIVISM

Examination of the debate concerning female circumcision suggests several
conclusions about the extent to which people from outside a culture can
understand or contribute to moral debates within it in a way that has moral
force. First, the fact that a culture’s moral and religious views are often inter-
twined with beliefs that are open to rational and empirical evaluation can be
a basis of cross-cultural examination and intercultural moral criticism (Bam-
brough 1979). Defenders of female circumcision/genital mutilation do not
claim that this practice is a moral or religious requirement and end the dis-
cussion; they are willing to give and defend reasons for their views. For
example, advocates of female circumcision/genital mutilation claim that it
benefits women'’s health and well-being. Such claims are open to cross-cul-
tural examination because information is available to determine whether the
practice promotes health or causes morbidity or mortality. Beliefs that the
practice enhances fertility and promotes health, that women cannot have
orgasms, and that allowing the baby’s head to touch the clitoris during deliv-
ery causes death to the baby are incompatible with stable medical data (Koso-
Thomas 1987). Thus an epening is allowed for genuine cross-cultural discus-
sion or criticism of the practice.

Some claims about female circumcision/genital mutilation, however, are
not as easily open to cross-cultural understanding. For example, cultures
practicing the Type 3 surgery, infibulation, believe that it makes women more
beautiful. For those who are not from these cultures, this belief is difficult to
understand, especially when surveys show that many women in these cul-
tures, when interviewed, attribute to infibulation their keloid scars, urine
retention, pelvic infections, puerperal sepsis, and obstetrical problems (Ntiri
1993; Abdalla 1982). Koso-Thomas writes:

None of the reasons put forward in favor of circumcision have any real sci-
entific or logical basis. It is surprising that aesthetics and the maintenance of
cleanliness are advanced as grounds for female circumcision. The scars
could hardly be thought of as contributing to beauty. The hardened scar and
stump usually seen where the clitoris should be, or in the case of the infibu-
lated vulva, taut skin with an ugly long scar down the middle, present a hor-
rifying picture. (Koso-Thomas 1987:10)

Thus not everyone in these cultures believes that these rituals enhance
beauty; some find such claims difficult to understand.

Second, the debate over female circumcision/genital mutilation illus-
trates another difficulty for defenders of this version of ethical relativism con-
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cerning the problem of differentiating cultures. People who brought the prac-
tice of female circumcision/genital mutilation with them when they moved
to another nation still claim to be a distinct cultural group. Some who moved
to Britain, for example, resent the interference in their culture represented by
laws that condemn the practice as child abuse (Thompson 1989). If ethical rel-
ativists are to appeal to cultural approval in making the final determination
of what is good or bad, right or wrong, they must tell us how to distinguish
one culture from another.

How exactly do we count or separate cultures? A society is not a nation-
state, because some social groups have distinctive identities within nations. If
we do not define societies as nations, however, how do we distinguish among
cultural groups, for example, well enough to say that an action is child abuse
in one culture but not in another? Subcultures in nations typically overlap
and have many variations. Even if we could count cultural groups well
enough to say exactly how to distinguish one culture from another, how and
when would this be relevant? How big or old or vital must a culture, subcul-
ture, group, or cult be in order to be recognized as a society whose moral dis-
tinctions are self-contained and selfjustifying?

A related problem is that there can be passionate disagreement, ambiva-
lence, or rapid changes within a culture or groups over what is approved or
disapproved. According to ethical relativism, where there is significant dis-
agreement within a culture there is no way to determine what is right or
wrong. But what disagreement is significant? As we saw, some people in
these cultures, often those with higher education, strongly disapprove of
female circumcision/genital mutilation and work to stop it (El Dareer 1982;
Koso-Thomas 1987; Ntiri 1993; Dirie and Lindmark 1992; Abdalla 1982). Are
they in the same culture as their friends and relatives who approve of these
rituals? It seems more accurate to say that people may belong to various
groups that overlap and have many variations. This description, however,
makes it difficult for ethical relativism to be regarded as a helpful theory for
determining what is right or wrong. To say that something is right when it
has cultural approval is useless if we cannot identify the relevant culture.
Moreover, even where people agree about the rightness of certain practices,
such as these rituals, they can sometimes be inconsistent. For example, in
reviewing reasons given within cultures where female circumcision/genital
mutilation is practiced, we saw that there was some inconsistency concerning
whether women needed this surgery to control their sexual appetites, to
make them more beautiful, or to prevent morbidity or mortality. Ethical rela-
tivists thus have extraordinary problems offering a useful account of what
counts as a culture and establishes cultural approval or disapproval.

Third, despite some clear disagreement such as that over the rightness of
female circumcision/genital mutilation, people from different parts of the
world share common goals like the desirability of promoting people’s health,
happiness, opportunities, and cooperation, and the wisdom of stopping war,
pollution, oppression, torture, and exploitation. These common goals make
us a world community, and using shared methods of reasoning and evalua-
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tion, we can discuss how they are understood or how well they are imple-
mented in different parts of our world community. We can use these shared
goals to assess whether female circumcision/genital mutilation is more like
respect or oppression, more like enhancement or diminishment of opportu-
nities, or more like pleasure or torture. While there are, of course, genuine dif-
ferences between citizens of the world, it is difficult to comprehend how they
could be identified unless we could pick them out against a background of
our similarities. Highlighting our differences, however useful for some pur-
poses, should not eclipse the truth that we share many goals and values and
are similar enough that we can assess each other’s views as rational beings in
a way that has moral force. Another way to express this is to say that we
should recognize universal human rights or be respectful of each other as
persons capable of reasoned discourse.

Fourth, this version of ethical relativism, if consistently held, leads to the
abhorrent conclusion that we cannot make intercultural judgments with
moral force about societies that start wars, practice torture, or exploit and
oppress other groups; as long as these activities are approved in the society
that does them, they are allegedly right. Yet the world community believed
that it was making a cross-cultural judgment with moral force when it criti-
cized the Communist Chinese government for crushing a pro-democracy
student protest rally, the South Africans for upholding apartheid, the Soviets
for using psychiatry to suppress dissent, and the Bosnian Serbs for carrying
out the siege of Sarajevo. And the judgment was expressed without anyone’s
ascertaining whether the respective actions had widespread approval in
those countries. In each case, representatives from the criticized society usu-
ally said something like, “You don’t understand why this is morally justified
in our culture even if it would not be in your society.” If ethical relativism
were convincing, these responses ought to be as well.

Relativists who want to defend sound social cross-cultural and moral
judgments about the value of freedom and human rights in other cultures
seem to have two choices. On the one hand, if they agree that some cross-
cultural norms have moral authority, they should also agree that some inter-
cultural judgments about female circumcision/genital mutilation may have
moral authority. Some relativists take this route (see, for example, Sherwin
1992), thereby abandoning the version of ethical relativism being criticized
herein. On the other hand, if they defend this version of ethical relativism yet
make cross-cultural moral judgments about the importance of values like tol-
erance, group benefit, and the survival of cultures, they will have to admit to
an inconsistency in their arguments. For example, anthropologist Scheper-
Hughes (1991) advocates tolerance of other cultural value systems; she fails
to see that she is saying that tolerance between cultures is right and that this
is a cross-cultural moral judgment using a moral norm (tolerance). Similarly,
relativists who say it is wrong to eliminate rituals that give meaning to other
cultures are also inconsistent in making a judgment that presumes to have
genuine cross-cultural moral authority. Even the sayings sometimes used by
defenders of ethical relativism—such as “When in Rome do as the Romans”
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(Scheper-Hughes 1991)—mean it is morally permissible to adopt all the cul-
tural norms in operation wherever one finds oneself. Thus it is not consistent
for defenders of this version of ethical relativism to make intercultural moral
judgments about tolerance, group benefit, intersocietal respect, or cultural
diversity.

The burden of proof, then, is upon defenders of this version of ethical rel-
ativism to show why we cannot do something we think we sometimes do
very well, namely, engage in intercultural moral discussion, cooperation, or
criticism and give support to people whose welfare or rights are in jeopardy
in other cultures. In addition, defenders of ethical relativism need to explain
how we can justify the actions of international professional societies that take
moral stands in adopting policy. For example, international groups may take
moral stands that advocate fighting pandemics, stopping wars, halting
oppression, promoting health education, or eliminating poverty, and they
seem to have moral authority in some cases. Some might respond that our
professional groups are themselves cultures of a sort. But this response raises
the already discussed problem of how to individuate a culture or society.

OBJECTIONS

Some standard rejoinders are made to criticism of relativism, but they leave
untouched the arguments against the particular version of ethical relativism
discussed herein. First, some defenders argue that cross-cultural moral judg-
ments perpetuate the evils of absolutism, cultural dogmatism, or cultural
imperialism. People rarely admit to such transgressions, often enlisting med-
icine, religion, science, or the “pure light of reason” to arrive at an allegedly
impartial, disinterested, and justified conclusion that they should “en-
lighten” and “educate” the “natives,” “savages,” or “infidels.” Anthropolo-
gist Scheper-Hughes writes, “I don’t ‘like’ the idea of clitoridectomy any bet-
ter than any other woman I know. But I like even less the western ‘voices of
reason’ [imposing their views]” (1991:27). Scheper-Hughes and others sug-
gest that, in arguing that we can make moral judgments across cultures, we
are thereby claiming a particular culture knows best and has the right to
impose its allegedly superior knowledge on other cultures.

Claiming that we can sometimes judge another culture in a way that has
moral force, however, does not entail that one culture is always right, that
absolutism is legitimate, or that we can impose our beliefs on others. Rela-
tivists sometimes respond that even if this is not a strict logical consequence,
it is a practical result. Sherwin writes, “Many social scientists have endorsed
versions of relativism precisely out of their sense that the alternative pro-
motes cultural dominance. They may be making a philosophical error in
drawing that conclusion, but I do not think that they are making an empirical
one” (1992:63-64).

The version of ethical relativism we have been considering, however, does
not avoid cultural imperialism. To say that an act is right, on this view, means
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that it has cultural approval, including acts of war, oppression, enslavement,
aggression, exploitation, racism, or torture. On this view, the disapproval of
other cultures is irrelevant in determining whether these acts are right or
wrong; accordingly, the disapproval of people in other cultures, even victims
of war, oppression, enslavement, aggression, exploitation, racism, or torture,
does not count in deciding what is right or wrong except in their own culture.
This view thus leads to abhorrent conclusions. It entails not only the affirma-
tion that female circumcision/genital mutilation is right in cultures where it
is approved but the affirmation that anything with wide social approval is
right, including slavery, war, discrimination, oppression, racism, and torture.
If defenders of the version of ethical relativism criticized herein are consistent,
they will dismiss any objections by people in other cultures as merely an
expression of their own cultural preferences, having no moral standing what-
soever in the society that is engaging in the acts in question.

Defenders of ethical relativism must explain why we should adopt a view
leading to such abhorrent conclusions. They may respond that cultures some-
times overlap and hence that the victims’ protests within or between cultures
ought to count. But this response raises two further difficulties for defenders
of ethical relativism. First, it is inconsistent if it means that the views of peo-
ple in other cultures have moral standing and oppressors ought to consider
the views of victims. Such judgments are inconsistent with this version of eth-
ical relativism because they are cross-cultural judgments with moral author-
ity. The second difficulty with this defense, also discussed above, is that it
raises the problem of how we differentiate a culture or society.

Second, some defenders of ethical relativism argue that we cannot know
enough about another culture to make any cross-cultural moral judgments.
We cannot really understand another society well enough to criticize it, they
claim, because our feelings, concepts, or ways of reasoning are too different;
our so-called ordinary moral views about what is permissible are determined
by our upbringing and environments to such a degree that they cannot be
transferred to other cultures. There are two ways to understand this objection
(Sober 1991). The first is that nothing counts as understanding another cul-
ture except being raised in it. If that is what is meant, then the objection is
valid in a trivial way. But it does not address the important issue of whether
we can comprehend well enough to make relevant moral distinctions or
engage in critical ethical discussions about the universal human right to be
free of oppression.

The second, and nontrivial, way to understand this objection is that we
cannot understand another society well enough to justify claiming to know
what is right or wrong in that society or even to raise moral questions about
what enhances or diminishes life, promotes opportunities, and so on. Over-
whelming data, however, suggest that we think we can do this very well.
Travelers to other countries often quickly understand that approved prac-
tices in their own country are widely condemned elsewhere, sometimes for
good reasons. For example, they learn that the U.S. population consumes a
disproportionate amount of the world’s resources, a fact readily noticed and
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condemned by citizens in other cultures. We ordinarily view international
criticism and international responses concerning human rights violations,
aggression, torture, and exploitation as important ways to show that we care
about the rights and welfare of other people, and in some cases these
responses have moral authority.

People who deny the possibility of genuine cross-cultural moral judg-
ments must account for why we think we can and should make them, or why
we sometimes agree more with people from other cultures than with our own
relatives and neighbors about the moral assessments of aggression, oppres-
sion, capital punishment, abortion, euthanasia, rights to health care, and so
on. International meetings, moreover, seem to employ genuinely cross-cul-
tural moral judgments when they seek to distinguish good from bad uses of
technology, promote better environmental or health policies, and so on.

Third, some defenders of ethical relativism object that eliminating impor-
tant rituals from a culture risks destroying the society. They insist that these
cultures cannot survive if they change such a central practice as female cir-
cumcision (Scheper-Hughes 1991). This counterargument, however, is not
decisive. Slavery, oppression, and exploitation are also necessary to some
ways of life, yet few would defend these actions in order to preserve a soci-
ety. Others reply to this objection by questioning the assumption that these
cultures can survive only by continuing clitoridectomy or infibulation (El
Dareer 1982). These cultures, they argue, are more likely to be transformed by
war, famine, disease, urbanization, and industrialization than by the cessa-
tion of this ancient ritual surgery. A further argument is that if slavery,
oppression, and exploitation are wrong whether or not there are group bene-
fits, then a decision to eliminate female circumcision /genital mutilation
should not depend on a process of weighing its benefits to the group. Itis also
incoherent or inconsistent to hold that group benefit is so important that
other cultures should not interfere with local practices. For this view elevates
group benefit as an overriding cross-cultural value, something that these eth-
ical relativists claim cannot be justified. If there are no cross-cultural values
about what is wrong or right, a defender of ethical relativism cannot consis-
tently say such things as “One culture ought not interfere with others,” “We
ought to be tolerant,” “Every culture is equally valuable,” or “It is wrong to
interfere with another culture.”

COMMENT

We have sufficient reason, therefore, to conclude that these rituals of female
circumcision/genital mutilation are wrong. For me to say they are wrong
does not mean that they are disapproved by most people in my culture but
wrong for reasons similar to those given by activists within these cultures
who are working to stop these practices. They are wrong because the usual
forms of the surgery deny women orgasms and because they cause medical
complications and even death. It is one thing to say that these practices are
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wrong and that activists should be supported in their efforts to stop them; it
is another matter to determine how to do this effectively. All agree that edu-
cation may be the most important means to stop these practices. Some
activists in these cultures want an immediate ban (Abdalla 1982). Other
activists in these cultures encourage Type 1 circumcision (pricking or remov-
ing the clitoral hood) in order to “wean” people away from Types 2 and 3 by
substitution. Type 1 has the least association with morbidity or mortality and,
if there are no complications, does not preclude sexual orgasms in later life.
The chance of success through this tactic is more promising and realistic, they
hold, than what an outright ban would achieve; and people could continue
many of their traditions and rituals of welcome without causing so much
harm (El Dareer 1982). Other activists in these countries, such as Raquiya
Abdalla, object to equating Type 1 circumcision in the female with male cir-
cumcision: “To me and to many others, the aim and results of any form of cir-
cumcision of women are quite different from those applying to the circumci-
sion of men” (1982:8). Because of the hazards of even Type 1 circumcision,
especially for infants, I agree with the World Health Organization and the
American Medical Association that it would be best to stop all forms of ritual
genital surgery on women. Bans have proven ineffective: this still-popular
practice has been illegal in most countries for many years (Rushwan 1990;
Nitiri 1993; El Dareer 1982). Other proposals by activists focus on education,
fines, and carefully crafted legislation (El Dareer 1982; Abdalla 1982; Ozumba
1992; Dirie and Lindmark 1992; WHO 1992).

The critique of the rgasons given to support female circumcision/genital
mutilation in cultures where it is practiced shows us how to enter discussions,
disputes, or assessments in ways that can have moral authority. We share com-
mon needs, goals, and methods of reasoning and evaluation. Together they
enable us to evaluate many claims across cultures and sometimes to regard
ourselves as part of a world community with interests in promoting people’s
health, happiness, empathy, and opportunities as well as desires to stop war,
torture, pandemics, pollution, oppression, and injustice. Thus, ethical rela-
tivism—the view that to say something is right means it has cultural approval
and to say it is wrong means it has cultural disapproval—is implausible as a
useful theory, definition, or account of the meaning of moral judgments. The
burden of proof therefore falls upon upholders of this version of ethical rela-
tivism to show why criticisms of other cultures always lack moral authority.
Although many values are culturally determined and we should not impose
moral judgments across cultures hastily, we sometimes know enough to con-
demn practices approved in other cultures. For example, we can understand
enough of the debate about female circumcision/genital mutilation to draw
some conclusions: it is wrong, oppressive, and not a voluntary practice in the
sense that the people doing it comprehend information relevant to their deci-
sion. Moreover, it is a ritual, however well-meant, that violates justifiable and
universal human rights or values supported in the human community, and we
should promote international moral support for advocates working to stop
the practice wherever it is carried out.
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NOTES

The author wishes to thank Robert Holmes, Suzanne Poirier, Sandy Pittman, Barbara
Hofmaier, Richard McCarty, and Holly Mathews for their help in reviewing this man-
uscript, Juan Garcia for providing the drawings, and Jean Fourcroy for reviewing
the drawings for accuracy. [Editors’ note: This reprinting omits the drawings in the
original ]

1. According to Abdalla (1982:16), in these regions the unusual practice is fol-
lowed of putting “salt into the vagina after childbirth ... [because this] induces the
narrowing of the vagina ... to restore the vagina to its former shape and size and
make intercourse more pleasurable for the husband.”

2. Some authors cite incidences of a very rare operation they call Type 4, or intro-
cision, where the vaginal opening is enlarged by tearing it downward, cutting the per-
ineum (see, for example, Rushwan 1990). It is practiced in Mali and sometimes in
Senegal and northern Nigeria (Kouba and Muasher 1985).

3. These laws are often the unenforced remnants of colonial days or govern-
ments do not care to apply them. For a fuller discussion of the history of these rituals
see Abdalla 1982; El Dareer 1982; Fourcroy 1983; Ntiri 1993; and Ruminjo 1992.

4. In contrast to normative ethical relativism, opponents may take one of several
general positions about the meaning of right and wrong. They may hold that right-
ness and wrongness are the same in some ways but not in others for different cultures;
that they depend upon something in human nature, the natural order of things, or the
human condition; or that they are absolute and unchanging, either in form or sub-
stance, for all people (Holmes 1993).
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