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Combating female genital mutilation
Saul Beeson, Holly Vincent and Joe Frankland discuss addressing educational needs to combat 
female genital mutilation

F emale genital mutilation is 
the cutting or changing of 
the female genital organs 
for non‑medical purposes. 
It is a form of child abuse 

and violence against women and girls; 
it is a violation of human rights that 
perpetuates gender inequality and denies 
women control over their bodies and 
lives. The consequences of female genital 
mutilation are severe and long‑lasting, 
including physical complications, such as 
bleeding, infections, pain and childbirth 
complications, as well as psychological 
trauma and a sense of violation (World 
Health Organization (WHO), 2023). 
It is a deeply ingrained social practice 
that inflicts physical and psychological 
suffering on millions of girls and women. 
The justifications for practising female 
genital mutilation vary, but are often based 
on misconceptions and misinformation 
that must be challenged.  

Despite global efforts, female genital 
mutilation remains a prevalent issue 
affecting over 200 million girls and 
women, with approximately 3 million 
girls being at risk annually (WHO, 
2023). Urgent action is necessary to 
eliminate female genital mutilation, 
which is typically performed by untrained 
individuals using unsterile instruments, 
amplifying the risks of infection and 
complications (HM Government, 2020). 
This article aims to shed light on the 
multifaceted aspects of female genital 

mutilation, raise awareness and promote 
dialogue among individuals, communities 
and policymakers. By understanding the 
complexities and consequences of female 
genital mutilation, we can strive for a 
future where girls and women are free 
from this violation of their rights.

Prevalence and risk factors
Female genital mutilation can be practised 
anywhere, but according to UNICEF 
(2023) data, the highest risk groups are 
from Africa and Indonesia. Data from the 
Somali health and demographic survey 
indicate that almost every Somali‑born 
woman in the UK has undergone female 
genital mutilation, putting children under 
their care at risk (Directorate of National 
Statistics and Federal Government of 
Somalia, 2020). Female genital mutilation 
is most prevalent in countries such as 
Somalia, Mali, Egypt, Sudan, Guinea, 
Sierra Leone, Burkina Faso, Ethiopia, 
Eritrea and Djibouti (UNICEF, 2023).

In the UK, female genital mutilation 
is illegal and considered a form of child 
abuse and violence against women and 
girls. It falls under the duty of mandatory 
reporting, which means that healthcare 
professionals and teachers are legally 
obligated to report cases of female genital 
mutilation in girls under 18 years old. 
However, this duty does not extend 
to those over 18 years old or at risk 
of female genital mutilation, and most 
cases encountered in maternity services 
are handled under local safeguarding 
procedures (Home Office, 2015). 

Family history of female genital 
mutilation practice is a significant risk 
factor for female genital mutilation in 
children (HM Government, 2020). This 
leads to referrals of female infants born 
to mothers who have experienced female 
genital mutilation, as well as any female 

children the mother may already have, 
to local children’s safeguarding teams 
(HM Government, 2020). This focus on 
safeguarding the neonate can present 
challenges in building a relationship 
with the mother and providing holistic, 
woman‑centred care (Turner and Tancred, 
2023). Preventing disengagement from 
health services because of issues related 
to female genital mutilation is vital in 
ensuring that patients continue to receive 
any physical or mental healthcare that they 
require. It has been previously found that 
over half of children believed to have been 
cut had not been subject to female genital 
mutilation, while families were subject 
to invasive police and social services 
investigations (Creighton et al, 2019).

Data from the UK
An NHS England (2023) dataset showed 
that there were 760 new patients with 
female genital mutilation identified in the 
first quarter of 2023. It also highlighted 
that female genital mutilation is often 
undetectable until much later in a 
patient’s life; the average age of a patient 
on first attendance with a female genital 
mutilation‑related issue was 32 years old. 
For those where female genital mutilation 
was performed when under the age of 
18 years old, they reported that it occurred 
at least 10 years ago in 99% of cases. 

Additionally, the type of female genital 
mutilation was on average only recorded 
in 60% of cases. Recording the type is 
important, as it indicates the severity 
of female genital mutilation (WHO, 
2023). In England, midwifery services 
were the primary identifier of female 
genital mutilation (NHS England, 2023). 
However, midwives themselves have 
reported challenges with identification 
of categories of female genital mutilation 
and inadequate provision of female genital 
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A positive relationship 
with a midwife can 
encourage women to 
have open conversations 
surrounding female 
genital mutilation  

mutilation‑specific training (Turner and 
Tancred, 2023).

Reporting and UK law
In the UK, all women, regardless of 
country of origin, are asked if they have 
experienced female genital mutilation at 
their initial antenatal consultation with a 
midwife (Royal College of Obstetricians 
and Gynaecologists (RCOG), 2015). The 
language used by those asking such a 
sensitive question is paramount; midwives 
must be professional, non‑judgemental 
and use interpreters if required (RCOG, 
2015). The choice of words is important 
to not only aid understanding but also 
to prevent offence. For example, using 
the word ‘cutting’ may be preferable 
to describing what may be a culturally 
normal procedure as ‘mutilation’.

Just as infibulation is illegal in the 
UK, so too is re‑infibulation (the process 
of re‑closing the opened introitus after 
childbirth) (HM Government, 2020). As 
such, women and their partners require 
counselling on the procedure and adapting 
to the changes in their bodies. Despite 
the well‑documented negative physical 
(Banks et al, 2006; Berg and Underland, 
2013; Berg et al, 2014) and psychological 
(Mulongo et al, 2014; Knipscheer et 
al, 2015) implications of female genital 
mutilation, the practice is culturally 
related to purity and faithfulness, and is 
considered a rite of passage for girls. 

All women who disclose female 
genital mutilation are referred to 
consultant‑led care (RCOG, 2015). The 
interventions required during (or before) 
the intrapartum period are dependent on 
the severity of cutting; therefore, specialist 
counselling is imperative (RCOG 2015). 
Where vaginal examinations, urinary 
catheterisation or other intrapartum 
per vaginal procedures would not be 
possible, de‑infibulation (the process of 
surgically opening the vaginal introitus) 
is recommended (RCOG, 2015). 
De‑infibulation has been shown to 
improve maternal and obstetric outcomes, 
reducing the risk of caesarean section, 
postpartum haemorrhage, infection 
and urinary retention (Gupta and 
Latthe, 2018).

Specialist services
The RCOG (2015) recommend that 
all acute trusts should have access to 
a consultant and specialist midwife 
responsible for caring for women who 
have undergone female genital mutilation 
(RCOG, 2015). There are currently 
25 specialist female genital mutilation 
clinics in England (NHS, 2022), with 
some of these clinics providing services 
specifically to pregnant or non‑pregnant 
patients, while some serve both groups. 
However, access to female genital 
mutilation clinics varies geographically, 
with most services being London‑centric 
(n=16). Outside of London, only six cities 
currently host clinics: two in the north of 
England, two in the Midlands and two in 
the south of England (NHS, 2022).

Barriers to accessing care
As well as potential issues accessing 
specialist services, women may face 
additional barriers when disclosing 
or seeking support for female genital 
mutilation. Women accessing maternity 
services in the UK may not have 
the language needed to understand 
conversations around female genital 
mutilation, or to enable them to disclose 
having had the procedure. Although 
the National Institute for Health and 
Care Excellence (2021) recommends 
that interpreting services should be 
available in these circumstances, they 
acknowledge that women find services to 
be ‘unreliable and inconsistent’. There is 
also the risk that even when interpreters 
are available, if these are from the woman’s 
own community (and therefore possibly 
pro‑female genital mutilation), this may 
inhibit disclosure.

Women may have experienced previous 
stigmatisation or negative reactions from 
healthcare professionals regarding female 
genital mutilation (Vloeberghs et al, 2011; 
Vissandjée et al, 2014). However, a positive 
relationship with a midwife can encourage 
women to have open conversations 
surrounding female genital mutilation. 
Karlsen et al (2019) discussed how women 
of Somalian heritage in Bristol reported a 
lack of confidence in healthcare workers, 
after experiencing discrimination and 
stigmatisation in appointments. They 
described a heavy focus being placed on 
female genital mutilation, even when 
attending appointments for unrelated 
issues, and felt perceived to be unable to 
protect their children. This led to some 
families disengaging from health services 
and seeking non‑medical or unregulated 
services (Karlsen et al, 2019).

The role of different 
healthcare professionals
In addition to female genital mutilation 
clinics, midwives and paramedics 
play a crucial role in identifying and 
supporting girls and women who have 
undergone female genital mutilation. 
These healthcare professionals are often 
the first point of contact for individuals 
seeking medical assistance or reproductive 
healthcare services. According to the 
Royal College of Midwives (2019), 
‘midwives are one of the key frontline 
healthcare professionals who can identify 
and prevent female genital mutilation’. 
Recognising, referring and working as 
part of a multidiscplinary team to support 
women who have undergone female 
genital mutilation and safeguard children 
is cited in the Nursing and Midwifery 
Council (2019) standards of proficiency. 
By sensitively and compassionately 
discussing female genital mutilation 
with women, midwives can create a safe 
space for disclosure, provide information 
about available support services and 
facilitate referrals to specialised clinics and 
healthcare professionals.

Paramedics, on the other hand, are 
trained to respond to emergency medical 
situations and provide immediate care. 
When encountering patients who have 
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undergone female genital mutilation, 
paramedics can assess an individual’s 
immediate physical and psychological 
needs, provide necessary emergency 
treatment and initiate the referral process 
to appropriate healthcare services. They 
can also offer guidance and support to 
the patient and their family, emphasising 
the importance of seeking comprehensive 
medical care and counselling (College of 
Paramedics, 2021).

The importance of education
Education plays a crucial role in 
preventing female genital mutilation 
and protecting the wellbeing of girls 
and women. It raises awareness about 
the negative impacts of female genital 
mutilation on health, rights and wellbeing, 
empowering individuals to make informed 
decisions (WHO, 2023). Education also 
influences the attitudes and behaviours of 
men and boys, who are key in supporting 
abandonment of female genital mutilation. 
Studies have shown that education is 
associated with lower rates of female 
genital mutilation. Van Bavel (2022) found 
that women with secondary education 
in Kenya were 50% less likely to have 
undergone female genital mutilation than 
those without education. In Egypt, women 
who completed primary education were 
more likely to oppose female genital 
mutilation (Hassan, 2022). 

Education also provides alternative 
opportunities for social and economic 
advancement, reducing dependence on 
marriage (WHO, 2023). To end female 
genital mutilation and promote gender 
equality, investments in education are 
crucial. Various channels, such as formal 
schooling, community‑based programs, 
media campaigns and peer networks, 
can be used to deliver education (WHO, 
2023). The target audience should include 
girls, women, boys, men, religious leaders, 
health workers, teachers and policymakers. 
Education should be culturally 
sensitive, participatory and evidence‑
based, integrated with interventions 
addressing the root causes of female 
genital mutilation, including poverty, 
discrimination and violence against girls 
and women. A holistic and multi‑sectoral 

approach is needed to eliminate female 
genital mutilation (WHO, 2023).

Conclusions
Education is imperative in ending the 
practice of female genital mutilation 
globally. This educational approach 
must be sensitive, sympathetic and 
non‑judgemental. For it to succeed, it 
must reach not only women and girls but 
also men and boys, as well as educational, 
religious, social and community figures 
and groups. Greater training and 
awareness are required for healthcare staff, 
particularly in determining the type of 

female genital mutilation. More training 
is needed for paramedics in identifying 
patients at risk and also in how to 
approach the subject and where to refer 
patients for further care and support.

Reporting female genital mutilation 
and making safeguarding referrals is 
an important method of protecting 
the vulnerable. More resources need 
to be used to identify girls and young 
women who have suffered female genital 
mutilation but have not yet required 
midwifery or obstetric services. This will 
enable services to treat and, if possible, 
reverse the damage done by female genital 
mutilation to prevent further issues during 
labour and childbirth. This also has the 
potential to reduce risks of urinary tract 
and sexually transmitted infections as these 
women become sexually active. Education 
is key in reaching out to these patients 
and encouraging them to seek help 
and support. BJM
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