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Abstract 

Infant oral mutilation (IOM) is a harmful traditional practice of gouging out the unerupted developing infant primary teeth, 

usually the canine bud. It exposes immediate and long-term direct health effects, including bleeding-led anemia, septicemia, 

tetanus, osteomyelitis, meningitis, or even HIV as a result of unsterile tools. Given that, the general objective of the study was to 

assess infant oral mutilation in Garowe, Somalia. The research employed an analytical cross-sectional design that utilized both 

qualitative and quantitative approaches. Both probability and non-probability sampling techniques were simultaneously used. 

Initially, the Garowe district was purposively selected as the study area. Subsequently, a cluster sampling method was applied to 

identify seven of the most frequently visited health centers out of the twelve registered in the district. Then, a convenience 

sampling technique was used to recruit 140 children and infants who visited the facilities earliest, along with their mothers, for 

oral health examinations and interviews, respectively. Additionally, non-probability purposive sampling was utilized to select 

two dental doctors practicing in Garowe and two traditional practitioner healers practicing in IOM. Furthermore, a 

gender-representative focus group discussion (FGD) was conducted with community members to gather qualitative insights and 

cross-check the information. The study found that only 45 (32.1%) children were not gauged out, while 95 of the studied 140 

participants were orally mutilated, making up an IOM prevalence of 67.9%, with the majority of them (62.2%) mutilated at the 

lower canine and 5% at the upper canine, whereas the mutilation features at both canines were found only in 0.7% of the studied 

children and infants. The study identified that various tools, often unsterilized, are used for the practice, such as an awl, alongside 

scissors and knives, while some traditional healers have medical surgical kits. In terms of risk factors associated with IOM, the 

study reveals that the primary motivation for IOM practice stems from linking tooth extraction to alleviating common childhood 

illnesses, especially diarrhea and fever. There was no significant association between IOM prevalence and factors such as age or 

gender of the children, maternal age, family income, or parental education. However, a significant association was found 

between IOM and abnormal dental conditions like missing or malformed teeth. The findings indicate that the prevalence of IOM 

in Garowe is alarmingly high, suggesting the urgent need for awareness and educational interventions to address the 

misconceptions surrounding IOM and its health implications. 
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1. Introduction 

1.1. Background of the Study 

Infant oral mutilation (IOM) is harmful traditional practice 

of gouging out the un-erupted developing infant primary teeth 

usually canine bud [1]. It is commonly practiced in East Af-

rican countries as remedy for infantile illness [2] There is an 

accepted myth that extracting infant tooth bud is a cure for 

undefined febrile, and diarhealdisease [3]. 

As the toothing primary dentition projection is more paler 

than the other areas, the triditional healers percieve as maggot 

in the jaw ridge predisposing ilness, the traidtional healers use 

extracted teeth bud appearnce of milk like to justify their skill 

and show the parent to convince the worthiness of the practice 

[4]. 

This process of teeth extermination is always carried out by 

un trained individual with unsterilized tools i.e. knives and 

blades. Hence, it increases the risk of infection and damage to 

adjucent areas [5] The worst complications predisposed by 

this produre to unconsented infants can be categorized to an 

immediate impacts such as profuse bleeding, infection i.e. 

HIV&Meningitis as well as the likleyhood worsening of the 

pre-existing ilness and long terms side effects including 

missing teeth, teeth deragement, malformation, odontom 

along many others [6, 1]. 

Based on the geography, the identification of this practice 

has been used for many terms inlcluding IOM, canaine bud 

removal, tooth extirpation, dental mutilation, killer canine 

extraction as well as ibniyo and ilkow in Uganda and Somalia 

respectively [2-4]. 

Historically, the first documented case related to IOM has 

been reported in 1932 in pagan tribes of the Nilotic Sudan as 

linked to cultural practice [7]. 

Since that time, this barbaric practice has been unveiled and 

reported in africa maily the eastern countries affecting about 

2.5 million per yearr with prevalence rates of 22% in Sudan, 

17.2% in Uganda, 37.4% in Tanzania and 30% in Ethiopia [8] 

Notwithstanding, the health importance of IOM was largely 

ignored as most governmental and health institution are 

unware to this selint menace. 

As result of migration in recent years, the number of children 

presenting post IOM signs increased in western world and even 

other continents which tridationally had not known this practice. 

Hence, IOM emerged as global issue and the need for urgent 

action to end IOM become inevetable (Ibid). 

Regarding Somalia, given the international calls to end 

IOM, the issue is grossly missed lacally and the IOM practice 

has not been adressed yet in the country. However, limited 

studies has revaled high prevalnece in Somali imigrants in 

USA and UK [9] but similarly to other countries, there is 

assumtion that IOM is as rampant as Female Genital 

Mutilation [8]. Therfeore, this study will address IOM first 

time in the country. 

1.2. Statement of the Problem 

Infant oral mutilation is one of bad traditional health 

practices that expose health hazard to incocent infants and 

children. IOM has immediate and long term direct effects, the 

victim infants which udergone this procedure eventually face 

serious complication including bleeding led anemia as well as 

septicemia, tetanus, osteomyelitis, meningitisor even HIV as a 

result of unsterile tools [3]. Additionally, malformation, 

non-eruption, hypoplasia, dysplasia, missing teeth may appear 

lately, it also worsens the pre-existing illness [1]. 

The IOM is among the most challenging harmful health 

practice that young children face in African, it is mainly 

practiced in east Afrcan countries [4]. It has also become a major 

concern in the other world as a result of the movement of people 

from areas where the practice is rampant to areas where this is 

unheard [3]. In Somalia, the practiced of IOM have not been 

researched yet in the country but 31% of surveyed 260 somali 

children in Sheffield, UK exhibited features suggestive of a 

previous history of IOM, among them 5% were missing the 

lower permanent incisors [9]. another three somali children in 

USA was found they undergone this practice before moving 

from their home country [10]. 

Apart from these sugestive findings, there is no single 

research conducted in the country thus it is not sure whether 

the above prevalence similarly exists in the country or the 

pracice is more ominous than reported ouside the country. The 

reason behind the practice in Somali community and the ways 

they carry out are not yet scientifically addressed. Hence this 

research will serve as pioneering study to undcover the 

practice of IMO in the country. 

Albiet, the IOM data is limited in all Somali regions, as 

Garowe is peaceful capital city hosting multi bacground 

community plus the time and const contrains, this city was 

used to serve as litmus paper for other Somalia’s regions in 

this research. 

1.2.1. General Objectives of the Study 

The general objective of the study is to assess the Infant 

Oral Mutilation in Garowe, Somalia. 

1.2.2. Specific Objectives 

The specific objectives of the study are: 

1. To examine the prevalence of infant oral mutilation in 

Garowe district. 

2. To describe how Gauging out canine teeth buds is car-

ried out in Garowe. 

3. To identify the risk factors behind IOM in Somali soci-

ety. 

4. To assess the impact of IOM on children and infants. 

Research Questions 

1. What is prevalence of Infant oral mutilation in Garowe? 

2. How gauging out of teeth buds is carried out in Garowe? 

3. What are the risk factors behind IOM in Somali society? 

4. What is the impact of IOM on children and infants? 
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2. Methodology 

2.1. Study Design and Setting 

Cross-sectional study design was meticulously conducted 

both qualitative and quantitative approach at the Garowe health 

centers in Garowe, Somalia, Garowe, capital city of Puntland 

Somalia, is located in the northeast Somalia 785 Km distance 

away from the Mogadishu capital city of Somalia. 

2.2. Participants Selection and Sample Size 

This study focused on infants and children aged between 4 

months up to 7 years, acknowledging this critical period of 

oral mutilation practices. 

The sample is the subset of the population being studied; 

from which actual data is collected. On the other hand, sample 

size denotes the number of study participants for those par-

ticularly is considered for selection. The sample size is in-

fluenced by many different factors, including but not limited 

to the purpose of the study, population size, time, cost, the risk 

of selecting a bad sample, and the allowable sampling error 

[11]. In addition to that, [12] recommended that if the target 

population is unknown but is assumed that it is more than 

10,000 the Cochran’s standard formula is applied to increase 

representativeness. 

Therefore, since the total infant and children in Garowe are 

not known, by considering all of these factors the 

above-mentioned Cochran’s formula was used to determine 

the sample size of this research which is 

Which is  

n= (Z2 p (1-P) ∕e2 

Where n= the desired sample, 

Z= the standard normal variable at the required level of 

confidence, 

P= the proportion in the target population assumed to have 

a specific characteristic, 

e= the margin of error. 

To calculate the sample size, one indicator of the previous 

survey was extracted from the Somalia children in Sheilf UK 

which 31% of children have experienced OIM. Thus, P=31% 

and 1-p =0.69 in this study 93% of confidence level was 

considered and corresponding normal standard value will be 

1.81 hence Z=1.81 and margin of error was 0.5 thus the 

sample size of this study will be given by n=Z
2 

p(1-P) ∕e
2 

which is 1.81
2 
(0.31) (0.69) ∕0.07

2 
= 143. The sample size was 

allocated to target areas. 

2.3. Sampling Procedure 

The study employed a mixed-methods sampling approach, 

utilizing both probability and non-probability sampling tech-

niques. Initially, the Garowe district was purposively selected 

as the study area. Subsequently, a cluster sampling method was 

applied to identify seven of the most frequently visited health 

centers out of the twelve HCs registered in the district. From 

these selected health centers, a convenience sampling technique 

was used to recruit 143 children and infants who visited the 

facilities earliest, along with their caregivers or mothers, for 

interviews and oral health examinations respectively. However, 

140 respondents were successfully attained. 

Additionally, non-probability purposive sampling was uti-

lized to select two dental doctors practicing in Garowe and 

two traditional practitioner healer practicing IOM. Further-

more, gender-representative focus group discussion (FGD) 

was conducted with community members to gather qualitative 

insights and cross check the information. This multi-stage 

sampling strategy ensured a comprehensive and representa-

tive data collection process. 

The list of Selected Health Centers 

Health center name Number of visitors attained 

Gambool Health: 20 

Waabari: 21 

Barwaaqo: 20 

Gargaar: 22 

Jillab: 20 

Baxnaano: 19 

Daryeel: 18 

Total: 140 

2.4. Data Collection Tool and Procedure 

English questionnaires version was developed and data was 

collected through an interviewer administered questionnaires by 

data collectors. It was translated in to Somali language and after 

collection and translated back to English to check for consistency 

by experts. In addition, the main data collection, pre-test was 

conducted on thirty-five children from Garowe households that 

had no chance to participate in the main study on children who 

was characteristically similar to the participant ones. Pre-test was 

used to improve the precision, reliability, and validity of data. 

Following the analysis of the pretest outcome, ambiguous or 

unimportant questions was removed and unclear statements were 

rephrased based on identified problems and omissions. The time 

required for data collection was also determined and used for 

further data collection planning. 

2.5. Data Quality Assurance 

The data will be collected by trained data collectors which 

was provided the best opportunities to ensure the quality of 

data. After data collection, each questionnaire coded with a 

unique code by the principal investigator. The principal in-

vestigator was prepared the template and directly entered 

data in to SPSS version 21. Data was explored to check for 

missed values and outliers. Any errors identified at this time 

was corrected after revision of the original data using the 

code numbers. 
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2.6. Data Analysis 

Data was cleaned for inconsistencies and missing values 

and was analyzed used SPSS version 21 statistical software. 

Frequencies and cross tabulations were computed for de-

scription of the study population in relation to so-

cio-demographic and other relevant variables. The results will 

be presented in the form of tables, figures and summary sta-

tistics. Furthermore, logistic regression model was used in 

order to identify the most significant explanatory variables 

related to the dependent variables. 

2.7. Ethical Consideration 

Prior to beginning the study, the research ethics review 

committee of the Admas University provided ethical approval 

with reference number AUEA-109. All methods were carried 

out in accordance with relevant guidelines and regulations. 

Furthermore, the study was conducted with the principle of 

anonym and informed consent was obtained from all subjects 

and/or their legal guardian(s). To preserve the participants’ 

privacy, the confidentiality of the information acquired from 

them was strictly maintained throughout the study. Further-

more, participants were told of the future implication of their 

individual results at the start of the study to assure the trans-

parency and adherence to ethical guidelines. 

3. Data Presentation, Analysis and 

Discussion 

3.1. Response Rate 

140 respondents have been achieved out of 143 expected 

participants that means 98% of the expected participants were 

successfully studied. The rest 3 participants have not been 

reached. The 98% response rate indicated successfully en-

gagement of the participants and appropriateness of the data 

collection methods. additionally, as it is the first research of its 

kind established in any area in Somalia, it is expected to serve 

as bench mark for future data studies. 

3.2. Demographic Characteristics of the 

Respondents 

As shown in the above table, 15.6% of the studied partici-

pants were less than six-month-old, the largest proportion of 

about 76.6% were between 6 to 59 moth of age meaning less 

than five years of age and greater than 6 month of infancy age 

while small portion of 7.1% of the research subjects were 

greater than five years age. This indicates that 6 to 59 months 

aged children are most commonly brought once for Health 

center service. The age of mutilation is mainly reported in the 

first 6 months for all age brackets. However, all age brackets 

were studied as main focus of the research was to establish the 

prevalence of the mutilation in the whole life time of the 

infants and children. 

On the other hand, the majority of the infants 98.6% born in 

urban areas whereas only 1.42% of them equaling 2 persons 

born in rural areas meaning they are recently brought in the 

urban site of the study. 

The possible relationship between the age and prevalence 

was cross-tabulated and tested using a Pearson Chi – square to 

assess whether the age has an effect on prevalence level of the 

participants. Hence, as shown in table 1, the has not found 

significant difference as the P- value 0.683 in the Chi-Square 

is greater than the established margin of error of 0.07. For this 

reason, the age has no effect on the IOM prevalence in the 

studied participants. Meaning that the young and quite older 

once were mutilated similarly in their infancy stage. 

3.2.1. Gender of Surveyed Infants and Children 

Table 1. Demographic characteristics. 

 Category Frequency Percentage P- Value 

Age of the children &infants 

<6 Month 22 15.6% 

0.683 
6 -59 Month 108 76.6% 

>59 month 10 7.1% 

Total 140 100% 

Place of birth of child/infant 

Urban 138 98.6% 

- Rural 2 1.42% 

Total 140 100% 

Gender 
Female 70 50% 

- 
Male 70 50% 
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 Category Frequency Percentage P- Value 

Total 140 10% 

Age of the mothers/ care givers 

<20 years 12 8.6% 

0.145 
20-30 years 85 60.7% 

>30 years 43 30.7% 

Total 140 100% 

Family Income 

< $200 81 58% 

0.462 > $200 59 42% 

Total 140 100% 

Education level of mothers 

Illiterate 57 40.71% 

0.814 
Primary 52 37.1% 

Secondary and above 31 22.1% 

Total 140 100% 

Source: Field Survey, 2024 

 

The gender of the studied infant and children was in balance, 

each gender represented half of the studied participants corre-

sponding to 50% in both sexes (see table 1). This equal number 

of male and female admissions in the health centers might 

suggest that factors influencing access to healthcare (e.g. cul-

tural preferences on specific gender) are not significantly 

skewed towards one gender. Additionally, no significant asso-

ciation was found between the gender identity and IOM prev-

alence in the studied infants and children meaning that gender 

categories are similarly mutilated in the community. 

3.2.2. Age of Mothers 

The study has interviewed the mothers of infants and chil-

dren in Health centers, a 60.7% of these participants were be-

tween 20 to 30 years of age, 30.7% were greater than 30 years 

and only 8.6% were less than 20 years of age. Therefore, the 

majority of Health attendants were 30 to 40 years age brackets. 

On the other hand, no association was found between the age 

and the prevalence of IOM among their children and infants as 

shown by the chi-square test 0.145 in table 1 compared with the 

assumed 0.07% of marginal error. The absence of association, 

implies that the young mothers and old mothers have no dif-

ferent awareness revealing no new knowledge and awareness 

gaining by the community generations to challenge the old 

traditional practice of infant mutilation. 

3.2.3. Family Income 

To assess the possibility of economic challenge that may 

force parent to opt to traditional treatment or information gap 

in social classes related to access to resources the study as-

sessed the income level of 140 families, the majority of the 

studied parents, 58%, were economically earning less than 

two hundred per month while the remaining portion of 42% 

were receiving greater than 200 USA dollar per month. This 

indicates, that majority of the community lives in precarious 

economic condition. However, no association was found 

between income level and IOM practice in the Pearson 

Chi-Square test (0.462) shown in table 1. 

In generally, thought, the economic conditions of families 

significantly differ, with a majority earning below $200 per 

month, this economic factor does not appear to be related to 

the prevalence of infant oral mutilation practices, implying 

that rampant prevalence of the practice regard less of the 

economic status of the parents. 

3.2.4. Education of Mothers 

The below data set reflects the educational attainment lev-

els of the studied respondents and the individual categories 

are listed alongside their corresponding frequencies and per-

centages as following. 

The education of mothers has shown substantial level of il-

literacy and limited higher education attainment, the largest 

portion of the participants, 40.7% was illiterate. The second 

largest group of 37.1% were primary levels. Edgingly, 22.1% 

out of the 140 participants reached in secondary level or above. 

The overall data indicated an education gap. However, whether 

the education difference has association with the prevalence 

was cross tabulated as following and discussed below. 

As shown in table 1, there were no association between the 

education level and the practice of IOM. No difference was 

found between the highest indicated group and lowest illiterate 

group indicating; how prevalent the IOM is in the community 

and; how the common sense of the society is vastly tolerant to 

this practice irrespective of the education level. 
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3.3. Prevalence of Infant Oral Mutilation in 

Garowe District 

The prevalence of infant oral mutilation is meant to address 

and count down the total number of children that have been 

removed their teeth for the purpose of ilkow and this has been 

measured through counting the mutilated children and infants 

then the type and scope of mutilation was also studied to 

enrich the prevalence information. 

As the table 2 data reveals, only 45 (32.1%) children were 

not gauged out while 95 of the studied 140 participants were 

orally mutilated, making up an IOM prevalence of 67.9%. 

comparatively, this prevalence is more than twice over the 

findings of previous research in Sheffield, UK which reported 

32% out of 260 somali children survyed in there [9]. This is 

propabably due to their distance from the concentrated 

caltural area. Additionally, as per the available reports, it is 

the highest prevalence ever reported in the world 

approximated by a 60% prevenlence of ethiopian immigrants 

in Israel [13]. 

Table 2. Prevalence of IOM practice. 

 Category Frequency Percentage 

Response to the 

practice of IOM 

Mutilated 95 67.9% 

Not mutilated 45 32.1% 

Total 140 100% 

Number of teeth 

Gouged out 

2 91 2.1% 

1 3 65% 

4 1 0.7% 

Total 95 67.9% 

Extracted Teeth 

Type 

Lower Canine 87 62.2% 

upper canine 7 5% 

Lower and 

upper canine 
1 0.7% 

Total 95 67.9% 

Mutilation of 

another Child 

Yes 58 41.4% 

No 82 58.6% 

Total  100% 

Source: Field Survey, 2024 

Additionally, an overwhelming majority of the studied 

subjects (62.2%) were multilated at lower canine, 5% at the 

upper canine whereas the multation features at both canines 

was found only in 1 infant corresponding to 0.7% of the 

studied children and infants. This is comparable with the 

result of aformentioned research which revealed canine as the 

main enucleation site (Ibid), though, falled short to classify 

and examine the most multilated particular canine unlike this 

study. Among them 5% were missing the lower permanent 

incisors. 

As the table 2 shows, the surveyed mothers who had a 

second child other the admitted one were assessed whether 

they have mutilated the other children. Among 140 surveyed 

mothers only 82 of them had had mutilated another child 

corresponding to 58.6%. Out of these 58.6% mothers the 

majority of their children neatly 40% have survived and only 

2 mothers reported death case due the oral mutilation. The 

data suggests that while mutilation is a significant concern, it 

does not frequently lead to death, indicating that interven-

tions might be more focused on preventing mutilation in the 

first place rather than addressing fatal outcomes 

post-mutilation. 

3.4. Equipment of Mutilation 

During the operation of the mutilation among children 

different societies use different techniques and equipment for 

the teeth. The procedures and equipment used can have vari-

ety impacts on children and infant with differ intensities. In 

this we have looked for the procedures and equipment used by 

Somali society to assume its impacts. 

As shown in table 3, the largest portion of the victim in-

fants, 23% out of 95 mutilated infants were used for an awl 

to gouge out the teeth. More specifically, some of partici-

pants has also reported that the awl was hot as few traditional 

mutilators use to burn the teeth instead of removing it. Ad-

ditionally, 5% of the participants said that the awl was cou-

pled with razor blade making the awl the most used tool for 

teeth extraction either alone or with razor blade in an average 

of 28% out of the total 67.9% of infants and children that are 

mutilated. 

Table 3. Equipment for Infant oral mutilation. 

Mutilation equipment Frequency Percentage 

Metals 24 17% 

I don’t know 1 0.71% 

Scissor 13 9.3% 

Knife 5 3.6% 

Awl 32 23% 

Awl & razor blade 7 5% 

Scissor & razor blade 9 6.4 

Knife & razor blade 4 2.85 

Total 95 67.9 
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The second largest portion of 17% were used for unrecog-

nized metals while the third largest group of about 9.3% were 

used for scissor to remove their teeth with 6.4% report of 

scissor coupled with razor blade making the scissors the second 

most recognized tool for the extraction in 15.7% out of 95 cases. 

A 3.6% of victims were also used for knifes followed by 2.85% 

report of knife with razor blade while only person was not 

knowing what instrument was used for the infant. However, 

though, all traditional healers use different tools of metals or 

metal origin materials, few of them have normal surgery kits 

and sterilization material for the infant mutilation. 

In generally, the data shows, the awl stands out as the most 

significant equipment, accounting for 23.55% of the total 95 

orally mutilated infants while un classified metals may mu-

tually include awls, scissors, razor blade, knife or other in-

struments and individual equipment has varied significance, 

the equipment combinations (e.g., with razor) generally have 

lower percentages, suggesting these combinations are less 

commonly utilized. 

3.5. The Risk Factors of Infant Oral Mutilation 

Table 4. The Risk Factors of infant oral Mutilation. 

Reason for Oral Mutilation Frequency Percentage 

Illness 53 38% 

Diarrhea, Vomit & Fever 16 11.4% 

Diarrhea 14 10% 

Fever, mouth Scratching, sleep regres-

sion & unable to latch 
4 2.85% 

Diarrhea, Fever & Crying 4 2.85% 

Diarrhea, Vomit & mouth Scratching 4 2.85% 

Total 95 67.9% 

Source: Field Survey, 2024 

As table 4 shows, the most frequently reported reason for 

mutilation was "Illness, comprising 38% of the cases. This 

suggests that a majority of mutilated infants could have a 

general illness that may or may not include specific symptoms 

like diarrhea or fever. 

Diarrhea alone accounted for 10% of cases and is reported 

in multiple combinations i.e. Diarrhea, Vomiting & Fever 

(11.4%) indicating a significant combination. 

"Diarrhea, Vomiting & Mouth Scratching as well as Diar-

rhea, Fever & Crying" have lower frequencies of 2.85% each, 

additional conditions involving "Fever" together with other 

symptoms (like mouth scratching and sleep regression) was 

reported as reason for mutilation. However, the occurrence of 

these symptoms together is notably rare compared to those 

that include diarrhea. 

The other cases of multiple symptoms (e.g., Fever, mouth 

scratching, sleep regression & inability to latch the breast) 

were at 2.85%, which means they are less common though 

could be a reason in some cases. 

In generally, the data set indicates that general illness was 

significant reason for mutilation, often presenting with diar-

rhea. Alike this, many researches have previously reported 

febrile illness and diarrhea as considerable risk factor for 

infant oral mutilation and the assumption of a connection 

between these common symptoms with the eruption of de-

ciduous teeth has been made over many centuries [4]. Again, 

this data justified that many parents perform oral mutilation 

due to their assumption that it is remedy for childhood febrile 

illness. The research found that there was significant correla-

tion between infant mutilation and above list risk factors 

(given the Pearson chi square result of 0.04 and the assumed 

marginal error of 0.07). 

Apart from that, the FGDs and interview with doctors and 

Oral health practitioners also confirmed the above listed 

condition as the main reason that community removes infants’ 

canine buds. 

In line with this, the FGD and KII stated that this assump-

tion is main reason for the practice. For instance, (14) told: 

―Normally infants get fever during teething and people 

believe that this will cause death if the tooth are not re-

moved which is totally null and false, it is bacteria that 

causing the problem they see, we meet young and old 

people that were operated‖ (Key informant interview with 

Dentist, 2024). 

Similarly, traditional healers believe that doing this pro-

cedure is essential for the wellbeing of the children and can 

provide remedy quicker than the normal antibacterial treat-

ments for instant one respondent quoted: [15] 

―The procedure helps infant get quick recovery, it is bac-

terial infection but treatment cannot solve the problem 

though they get health as soon we remove the teeth‖ (Key 

informant interview with Dentist, 2024). 

In generally, the data reveals that illness, particularly di-

arrhea, is the primary risk factor parents resort to this practice. 

Other symptoms such as vomiting, fever, and mouth 

scratching appear in various combinations but are less fre-

quent. The reason is that many community members, in-

cluding traditional healers, believe that this practice provides 

a quicker recovery than modern antibacterial treatments for 

the illness, although it has no scientific basis. 

3.6. The Impact of Oral Mutilation on Infants 

The fact given that that majority of the assessed kids were 

below five years of age and yet to reach the second teething 

age to develop consequent signs, 54.3% of infants have nor-

mal teeth conditions indicating that the majority are not af-

fected by abnormal conditions, which could suggest a relative 

resilience to the effects of oral mutilation or that other factors 
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may also play a role in dental health such that some of them 

were in pre-teeth development stage (see table 5). 

Table 5. The Impact of Oral mutilation. 

 

Category Frequency Percentage 

Infant teeth con-

dition 

Not mutilated 45 32.1% 

Abnormal 19 13.6% 

Normal 76 54.3% 

Total 140 100% 

Attitude of ab-

normality cause 

by mothers 

Equipment 2 1.42% 

Mutilation 17 12.12% 

Total 19 13.6% 

However, as table 5 shows, a notable 13.6% of infants have 

abnormal teeth conditions of either missing teeth, hypodontia 

or dark stained (probably due to death of tooth as result of 

blood supply loss). This group, while less than the percentage 

of those with normal teeth, still highlighted a significant por-

tion of infants affected potentially. 

In addition to this, the practice results many complications 

later, that can result future oral problem or contraction of 

infectious disease due to the unhygienic tools that traditional 

practical use. 

Teeth deformity, bleeding, risk of communicable disease 

infection i.e. HIV and Hepatis, damage to other adjustment 

oral cavity organs such as tongue and lips and effect on the 

other permanent teeth in the future as secondary teeth may be 

missing, supernumerary, become rudimentary or becomes 

painful and infected. more importantly, the most removed 

canine designs facial structure and if that is removed earlier 

the person face becomes ugly‖ [14]. He also added: 

Even today before you come to me, I met one case resulted 

by infant oral mutilation that has affected the permanent 

canine I removed the permanent canine as result of damage 

from previous traditional teeth extraction‖ [16]. 

On the other hand, since there may be other important 

factors i.e. environmental, genetic, or nutritional factors that 

could affect dental health and may or may not be linked to oral 

mutilation and the presence of abnormal conditions could be 

influenced by various factors beyond infant oral mutilation, a 

crosstabulation was used to assess whether there is a signifi-

cant connection between oral mutilation and the existence of 

abnormal teeth. The result indicated that the abnormal condi-

tions are linked to practices of infant oral mutilation (given the 

below Pearson chi square result of 0.04 and the assumed 

marginal error of 0.07). This raises public health concerns that 

necessities intervention such as community’s education and 

awareness on the implication of oral mutilation practice. 

 
Figure 1. Association of infant oral mutilation and existence of 

abnormal of teeth. 

Attitude of Mothers Toward Cause of the Abnormal Teeth 

The study assessed the attitude of mothers of the infant with 

abnormal teeth toward the cause of their infant teeth abnor-

mality. The majority mothers perceive the practice of mutila-

tion as a main cause of the abnormal infant teeth conditions, 

while a small portion of them perceive the mutilation equip-

ment as the significant cause. Overall, the analysis indicates 

that mothers of affected children demonstrate a stronger 

concern regarding the risk of mutilation rather than equipment 

when considering the causes of abnormal infant teeth condi-

tions in their children. 

4. Conclusion 

The prevalence of Infant Oral Mutilation (IOM) in Garowe, 

Somalia, is alarmingly high, with findings indicating that 

approximately 67.9% of surveyed infants have undergone the 

procedure. This harmful practice, often performed by un-

trained individuals using non-sterilized tools, poses severe 

health risks including immediate complications like bleeding 

and infections, as well as long-term dental issues. Factors 

driving this practice predominantly stem from traditional 

beliefs linking tooth extraction to illness prevention, particu-

larly during teething episodes. 

The study showed no significant association between off-

spring age and gender, maternal age, income level of families 

and parent education with the prevalence of IOM, which 

suggested that IOM is a deeply ingrained cultural practice in 

the community, uniformly affecting infants regardless of their 

demographic differences. 

Contrastingly, the study revealed significant association 

between infant oral mutilation and abnormal teeth conditions. 

The findings underscore the urgent need for awareness and 

educational interventions to address the misconceptions sur-

rounding IOM and its health implications. 

5. Recommendations 

To combat the harmful practice of Infant Oral Mutilation in 

Somalia, it is essential to implement a comprehensive mul-

ti-faceted approach. First, public health education campaigns 

should be launched to raise awareness about the dangers as-

sociated with IOM, targeting mothers and caregivers directly. 

The campaign against IOM needs to be integrated to primary 

health care components. Additionally, collaboration with 
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local healthcare professionals and community leaders can 

facilitate the dissemination of information regarding safe 

infant care practices. Furthermore, establishing a regulatory 

framework to discourage the practice and promote the bene-

fits of informed medical intervention is crucial. 

More specifically, there is pressing need of Government to 

play role in creating legal mechanism prohibiting to publicly 

mutilate infants and before that it has to create transition 

period of notice and help those their life depends on this skill 

to transform in to other business with assistance of govern-

ment. Lastly, continued research should be encouraged to 

monitor the prevalence and impact of IOM in various regions 

of Somalia, ensuring an ongoing understanding of this critical 

public health issue. 
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