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FEMALE GENITAL MUTILATION:
BACKGROUND AND APPROACH
TO MANAGEMENT
GPs have a key role to play in safeguarding and providing support to women
who have experienced or are at risk of female genital mutilation. This article
looks at ways in which this can be managed successfully in general practice.
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Female genital mutilation (FGM) is an ancient practice
dating back some 2,000 years to ancient Egypt and,
although not explicitly mentioned is alluded to in
the bible as a practice performed on Egyptian slaves.
The practice of FGM is deeply embedded in certain
communities and based on a range of motives,
although the main reason relates to ensuring a woman
is pure and chaste in preparation for marriage. FGM is
prevalent in 28 African countries, parts of the Middle
East and Asia (see Map).1 FGM can lead to serious
physical and psychological complications.
FGM is a form of abuse of women and children,
illegal in the UK since the Female Circumcision Act
of 1985, superseded by the Female Genital Mutilation

Act of 2003, which extended the offence abroad and
makes FGM punishable by up to 14 years in prison.2
With increasing migration, FGM is becoming
more prevalent in the UK and clinicians need to be
familiar with the issues and how to manage patients
who have either undergone FGM or may be at risk of
the practice. The Department of Health is gathering
data regarding UK figures for FGM, although it is
estimated that approximately 137,000 women and
girls in England and Wales are survivors of FGM.3
This article looks at the background to FGM and
aims to increase clinicians’ confidence in identifying
and managing those who may be at risk of FGM or
who have undergone this practice.

PREVALENCE OF FGM AMONG WOMEN AGED 15-49 IN AFRICA
AND THE MIDDLE EAST4

26 | January/February 2015 |

WOMEN’S HEALTH
Motives

TABLE 1 – FGM TERMINOLOGY
Country

Term used for FGM

CHAD – the Ngama
Sara subgroup

Bagne
Gadja

GAMBIA

Niaka
Kuyungo
Musolula Karoola

Language

Mandinka
Mandinka
Mandinka

GUINE-BISSAU

Fanadu di Mindjer

Kriolu

EGYPT

Thara
Khitan
Khifad

Arabic
Arabic
Arabic

ETHIOPIA

Megrez
Absum

Amharic
Harrari

ERITREA

Mekhnishab

Tigregna

IRAN

Xatna

Farsi

KENYA

Kutairi
Kutairi was ichana

Swahili
Swahili

NIGERIA

Ibi/Ugwu
Didabe fun omobirin/ ila
kiko fun omobirin

Igbo
Yoruba

SIERRA LEONE

Sunna
Bondo
Bondo/sonde
Bondo
Bondo

Soussou
Temenee
Mendee
Mandinka
Limba

SOMALIA

Gudiniin
Halalays
Quodiin

Somali
Somali
Somali

SUDAN

Khifad

Arabic

TURKEY-KADIN

Sunneti

Turkish

FGM is a practice deeply rooted in practising
communities. Individuals rejecting FGM may be
ostracised by their family and community. Motives
for performing FGM vary between communities and
reasons given can include:

 Aesthetics
 Purity
 Cleanliness
 Chastity
 As a rite of passage to womanhood
 To avoid harm to the baby at childbirth
 Social acceptance
 Respectability for the girl and her family
 Religious and cultural reasons.4
Regarding religious reasons, there is no basis for the
practice in religious texts of the Muslim, Christian or
Jewish faiths.

Terminology
Female genital mutilation (FGM) is also known as
female genital cutting and female circumcision. The
term FGM is generally applied in professional literature
and will be used in this article.
Notwithstanding this, it is important for clinicians
to ensure that they employ the utmost sensitivity in
the terminology they use when communicating with
patients, as the term “mutilation” carries negative
connotations that may impact on a patient’s selfesteem. Most would prefer to be referred to as
“survivors” rather than “mutilated”.
Furthermore, patients may be unfamiliar with
the term female genital mutilation and it would be
preferable to refer to “cutting”, “female circumcision”
or to use colloquial terms (see Table 1).

Definition
Female genital mutilation comprises all procedures
involving the partial or total removal of the external
female genitalia or other injury to the female genital
organs for non-medical reasons. The practice entails
the removal and/or damaging of normal female
genital tissue and can interfere with the normal
function of the female body.
FGM confers no health advantages and may lead to
physical and psychological complications, and in the
worst cases death of a female who has had FGM and/
or her child due to complications in pregnancy and/or
labour as outlined below.
FGM may be performed at any age, though the
peak prevalence appears to be 5-8 years of age.
However, it is important to note that FGM may
be undertaken on much younger girls, including
newborns, and many patients may not be aware that
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they have undergone the procedure.
Furthermore, women may undergo
the procedure after childbirth in
order to restore the narrow vaginal
opening created by type 3 FGM and
widened in childbirth. This is called
reinfibulation.

FGM types
WHO has classified FGM into four
types, and all are illegal in the UK.
It may be difficult for a clinician to
confidently diagnose the type of
FGM performed, particularly in
the case of type 4 FGM.

 Type 1: Clitoridectomy Partial or
total excision of the clitoris, and in a
few cases of the prepuce only.

 Type 2: Excision Partial or complete
excision of the clitoris and labia
minora, with or without the removal
of the labia majora.

 Type 3: Infibulation Narrowing
of the vaginal opening by forming
a covering seal by cutting and
repositioning the inner or outer
labia. It may also involve removal of
the clitoris. This is the most extreme
physical type and tends to lead to
the most physical complications for
the woman or girl and at childbirth.

 Type 4: Other This type of FGM
entails all other harmful practices
to the female external genitalia for
non-medical reasons, including
pricking, piercing, incising, scraping
and cauterising.5

Complications
FGM is often performed by female
elders in non-sterile conditions, without
anaesthetic. A woman or girl may need
to be restrained forcibly by several
women in order to carry out FGM.
Furthermore, the same implement
(including stones, knives, razor blades or
broken glass) may be used repeatedly.
In some areas, such as Egypt, the
practice is more medicalised with
the use of sterile equipment and
anaesthetic, yet long term physical
and psychological complications may
still arise.
Clinicians should note that
patients may be unaware that they
have undergone FGM and, even if
they are, may not associate FGM
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with some of the complications they
may be experiencing.

Early physical
complications
 Death
 Damage to soft tissues, bones
and organs due to being forcibly
restrained

 Haemorrhage
 Extreme pain
 Infections, both local and systemic,
including tetanus, hepatitis B and
C, HIV

 Urinary retention.

Late physical
complications
 Complications in pregnancy and
delayed second stage of labour
particularly in type 3 FGM, which
may lead to death of mother and child

 Obstetric fistulas
 Infections, including chronic and
recurrent vaginal and pelvic infections,
urine infections, systemic infections

 Difficulty passing urine, particularly
in type 3 FGM

 Impaired renal function, including
failure and chronic/recurrent UTIs

 Menstrual problems, including
blockage of menstrual flow in type
3 FGM

 Infertility
 Dyspareunia and lack of pleasure
during sexual intercourse

 Infibulation cysts, neuromas and
keloid scarring locally.

Psychological
complications
FGM is perceived by communities
as an “act of love”, undertaken for
the betterment of a girl’s life and to
promote her acceptance into society as
a chaste woman, in accordance with
cultural precepts.
In the immediate aftermath of FGM,
a woman or girl may be profoundly
shocked by this practice having been
arranged by loving parents and a
caring community.
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Look closely

You can identify and help protect them
13.9% of 12–13 year old girls did not get their full vaccination schedule in
the 2012–13 national HPV programme.1
1. Annual HPV vaccine coverage in England: 2012–13. Available at: https://www.gov.uk/government/
publications/annual-hpv-vaccine-coverage-2012-to-2013-by-pct-and-sha Accessed October 2014.
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FGM is a form of
abuse of women and
children, illegal in
the UK since the
Female Circumcision
Act of 1985

Women who have undergone FGM have
comparable rates of PTSD as adults who have
experienced abuse in early childhood, and 80% suffer
from affective or anxiety disorders.6
Psychological complications may include the
following:

 Psychosexual problems, including sexual
dysfunction and low libido

 Depression, including possible self-harm and
substance misuse

SCENARIOS
Consider the following case scenarios:
Case scenario 1
 A 20 year old Egyptian woman comes to see you complaining of
a 3 day history of dysuria.
 She has been suffering with recurrent UTIs for the last 10 years.
 She appears anxious.
 She came to the UK with her family eight years ago and lives
with her parents and two younger sisters.
Case scenario 2

 A 40-year-old mother of five, originally from Somalia, comes to



see you about a flare up of her eczema.
As you examine her skin she mentions that life at home is
becoming increasingly difficult due to regular arguments with
her husband.
They don’t seem to agree on much lately and her husband wants
to arrange a family trip to Somalia over the summer to visit
relatives and friends. She is withdrawn and her mood appears low.

Case scenario 3
A school nurse contacts you to discuss her concerns regarding an
11 year old female pupil who has recently returned from a family trip
to Ethiopia. She is spending long periods in the toilet and seems in
some discomfort walking and sitting in class.
Case scenario 4
The practice nurse at your surgery comes to you with concerns
regarding a young Nigerian woman she has just seen. She is three
months pregnant but has not yet attended the surgery as she says
she fears being examined and giving birth. Her sister’s labour lasted
for three days, in which both her and her child nearly died.
Approach to management
Consider the probability of FGM bearing in mind the ethnic
origin of these patients, the possible physical and psychological
complications of FGM and how to manage these, as well as any risk
to other females in the family and your safeguarding duties.
The 3 Cs questionnaire may assist when assessing whether FGM
has been performed and to assess the risk of FGM:

 Anxiety
 PTSD

Risk factors for FGM
When considering a woman or girls risk of undergoing
FGM, consider the following:

 Does she come from a practising community?
 Has any female member of her family had FGM,
particularly her mother and sisters?

 How integrated is she and her family into
UK society?

 Has she been removed from Personal, Social
and Health Education to restrict her awareness
of FGM?4

Indicators of immediate risk
of FGM
 Planned visit “home” to see the family
 Mention of a special ceremony to mark entry
to womanhood

 An older female relative visiting the UK
 Truancy
 Plea for help to a trusted adult outside of the
community.4

Signs FGM has been performed
A girl or woman may:

 Be in obvious discomfort
 Have difficulty walking, sitting or standing
 Spend long periods in the toilet due to problems
urinating

1. Do you come from a community that practices cutting?
2. Have you, or a member of your family, been cut?
3. Do you, or any member of your family or community, plan to get
any female in your family cut?

 Spend long periods away from classes due to

A yes to at least one of these questions increases the risk of FGM
and local safeguarding procedures should be followed.

 Have prolonged or repeated absences from school
 Be particularly reluctant to undergo normal

If you do not ask the question, no-one will.
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bladder or menstrual dysfunction

 Have frequent urinary, menstrual or abdominal
symptoms, including pain

medical examinations, including smear tests and
antenatal care

WOMEN’S HEALTH
 Confide in a professional
 Ask for help, but not reveal details due to fear
or embarrassment

GUIDANCE RELATING TO GPS DEALING WITH CASES
OF FGM:8,9,10,11

 Experience pain between the legs.

 GPs must be familiar with guidelines and developments that

Management

 GPs must keep up-to-date with, and follow, the law, our guidance

The GP’s role is:

 Under child protection guidance FGM is a safeguarding issue.

 To manage physical and psychological

affect your work

and other regulations relevant to your work

consequences of FGM, including supporting
survivors in coping with the consequences
of FGM, and referral to secondary care and
deinfibulation clinics where indicated

 To consider the risks to other females when a
survivor of FGM has been identified



 To ensure those at risk are safeguarded from abuse.7
Regarding the physical consequences of FGM it may
be necessary to refer a woman who has undergone the
most extreme type of FGM, type 3, for deinfibulation,
in order to widen the narrowed vaginal opening.
Deinfibulation is a surgical procedure whereby the
closed vaginal opening is opened.
With respect to safeguarding of children at risk of
FGM, clinicians should promptly refer those at risk to
social care, in accordance with safeguarding children
principles and local policies and procedures.



Women who have
undergone FGM have
comparable rates of
PTSD as adults who
have experienced abuse
in early childhood
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