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PROCEEDINGS OF THE EXPERT MEETING ON FEMALE GENITAL MUTILATION

GHENT, 5 - 7 NOVEMBER 1998
1. EXECUTIVE SUMMARY

The expert meeting on Female Genital Mutilation (FGM) was sponsored by the European Commission through the DAPHNE programme “Measures relating to Violence against Children, Young Persons and Women” and the Belgian Secretary of State for Development Cooperation. The meeting took place in Ghent, Belgium from 5 to 7 November 1998.

Organisers were the International Centre for Reproductive Health (ICRH), the Royal Tropical Institute (KIT) of Amsterdam, Defence for Children International (DCI), section the Netherlands and the Groupement d'Abolition des Mutilations Sexuelles/ European Section of the Inter-African Committee (GAMS). 

The goal of the expert meeting was to discuss a number of recommendations for the European Commission, concerning strategies to combat female genital mutilation in Europe. For this purpose, experts from Africa, Europe and the USA were brought together in order to exchange ideas and to help formulating these recommendations. The meeting was part of an overall project, carried out under the DAPHNE programme and was entitled "Towards a consensus on female genital mutilation in the European Union. An inventory and international workshop on legal, medical and socio-cultural aspects surrounding traditional female circumcision as applied in the European Union". 

Three working groups focused their discussions on medical, socio-cultural and legal aspects of FGM in Europe. Discussions and findings of these workshops are presented in detail in this report. The working groups at the expert meeting proved to be an excellent opportunity for discussing FGM in Europe. African experts could provide valuable input in making the recommendations realistic and compatible with the fight against FGM in Africa, but also against FGM among the immigrant population of other continents. The American participants contributed their long-standing experience with regard to implementation of anti-FGM legislation among immigrant populations. 

The meeting's recommendations on strategies to combat FGM in Europe will be submitted to the European Commission. The Austrian presidency organised an expert conference on “Women and Violence” in Baden (Nov. 30-Dec. 4, 1998). This conference agreed on standards and recommendations to be taken on board by the next (German) presidency. 

Point 42 of the chapter on "Violence towards Migrant Women" was formulated as follows: "Migranten sind davon zu Informieren, dass Traditionen oder Praktiken wie Straftaten, die einem Ehrenkodex dienen, Heiraten nicht erwachsener Frauen oder ohne Konsens und all Formen der Verstümmelung der weiblichen Geschlechtsorgane im Rechtsraum der Europäischen  Union strafbare Handlungen darstellen. Frauen und Mädchen, die in Ihren Herkunfstländern von solchen Praktiken bedroht sind, können aus diesem Grunde Asyl erhalten und sind von Abschiebung, Ausweisung oder Zurückweisung in ein Land, in dem eine solche Bedrohung besteht, geschützt. Spezielle Präventionsprogramme werden in Zusammenarbeit mit Migrantinnen, die aus solchen Risikoländern kommen, und besondern NGOs entwickelt. Die Mitgliedstaaten sollten bewusstseinsbildende Massnahmen setzen". 

In spring 1999 the German EU Presidency will organise a European Council of Ministers on the issue of the European Year against Violence towards Women (1999). Members of the European Parliament insist on the fact that the recommendations will be included on the agenda of this Council of Ministers. During the Finnish Presidency, in autumn 1999, a Council of Ministers of Justice and Home Affairs will evaluate action taken by the governments of the EU member states.

2. INTRODUCTION

International migration has brought the practice of female genital mutilation, also known as female circumcision, into industrialised countries, more particularly the EU, the US, Canada and Australia.  European countries are unfamiliar with these traditional practices, and health professionals, legislators and social workers are facing multiple questions for which no guidelines are available.

The European Parliament expressed concern about violence against women and children on many occasions, e.g. at the 1996 Stockholm World Congress against Commercial Sexual Exploitation of Children. Consequently, the European Union allocated part of the 1997 budget to measures for combating violence against children, young persons and women; this is called the DAPHNE budget line.

In the context of DAPHNE, the International Centre for Reproductive Health (ICRH) - a non-profit organisation based at the University of Ghent - Belgium - received a grant from the EU DAPHNE Programme to carry out a study on female genital mutilation in Europe. The overall goal of the study is to gather available resources, with the intention to examine problems surrounding FGM in the EU and to formulate recommendations on several aspects of FGM, in order to prepare a European strategy for combating FGM. The project was carried out in 1998 by ICRH in close cooperation with two partners: Defence for Children International, section the Netherlands and the Royal Tropical Institute of Amsterdam (the Netherlands).

One of the achievements of this DAPHNE project was the organisation of an expert meeting to discuss a number of recommendations concerning the eradication of FGM in Europe. ICRH, together with GAMS Belgium, provided a forum of internationally renowned experts from European member states, Africa and USA who are working on FGM related issues in a variety of settings. Representatives of (non)-governmental organisations, community based organisations, hospitals and universities, attended the expert meeting and thoroughly discussed the recommendations in 3 workshops.

3. OBJECTIVES AND METHODOLOGY OF THE WORKSHOP

3.1. General objective

· Propose recommendations for a European strategy to combat FGM in Europe.

3.2. Specific objectives

· Assemble representatives from the governmental, academic and non-governmental level of the 15 EU member states.

· Discuss a list of recommendations to be addressed to the European Commission on the following aspects: 

· Ethical aspects of FGM for health professionals in Europe;

· European legislative aspects;

· Education and prevention actions in Europe.

· Discuss the European context of FGM together with African experts in the field.

3.3. Methodology


The expert meeting ran from November 5, at noon, until November 7, 2 p.m.

The first afternoon was reserved for plenary presentations, where opening addresses were followed by presentations on medical, legal and socio-cultural aspects of FGM. 


On the second day, three working groups discussed the following issues:

· Workshop I: Socio-cultural aspects of FGM: education and prevention.

· Workshop II: Medical aspects of FGM: guidelines for health professionals.

· Workshop III: Legal aspects of FGM: advocacy and legislation.

In preparation of the expert meeting ICRH, KIT and DCI wrote 3 papers on the subjects to be discussed in the workshops. Each discussion paper included some recommendations and it was sent to each expert in advance. 

Facilitators of the workshops introduced the background papers at the start of each working group. These were then discussed together with the proposed recommendations for one day. Each workshop formulated a number of recommendations, based on the conclusions of their discussions.  These lists were presented and discussed at plenary sessions. 

A reflection of the discussions in each workshop is presented further in this report.


Participants in this expert meeting have been selected as follows:

· 15 European experts: The expert meeting was organised within the framework of the DAPHNE project, which is carried out at European Union level. Hence, representatives of the 15 member states have been invited to the expert meeting. Due to budgetary constraints, only one expert per European member state could be invited.

· 8 African experts: Discussions, the aim of which is formulating recommendations for a European policy on FGM, should always be attended by representatives of African countries where the practice of FGM is widespread. These discussions cannot be successful without solid knowledge of the socio-cultural background of this traditional practice. Therefore, the presence of African experts at the meeting was indispensable. However, since the EU DAPHNE programme is limited to funding European projects, the budget did not allow extra expenses for non-European participants to the expert meeting. For this reason, additional funding was sought, and only at the very last minute the Belgian Secretary of State for Development Cooperation agreed to fund the travel and accommodation costs for 8 African experts.

· Other experts: Other experts also showed interest in participating in this meeting and they asked whether this was possible. The organisers of the meeting decided beforehand that the total number of participants should not exceed 50, in order to guarantee a workable atmosphere in the workshops.

· Professional background of experts: Because the workshops had to formulate a number of recommendations on 3 issues (medical, legal and socio-cultural), participants were selected on the basis of their knowledge on these three aspects of FGM. The participants were divided among the workshops in a balanced way. Representatives from NGO/CBOs, the academic level, health care sector and governmental bodies were present in each workshop. 

On the third day each workshop reported in plenary on their discussions and presented their recommendations, which were then again discussed in plenary. 

The proposed recommendations and the outcomes of the discussions in plenary of the final day are incorporated in the final report, which will be submitted to the European Commission.

4. REPORT OF THE MEETING

4.1. OPENING ADDRESS, Ms Marijke Van Hemeldonck, Honorary Member of the European Parliament

Ms M. Van Hemeldonck spoke on behalf of Mrs Anita Gradin, European Commissioner responsible for the DAPHNE Programme, who apologised for not being able to attend the meeting.

Ms Van Hemeldonck noted that this expert meeting was taking place within a framework of other work concerning violence. In 1996 a European Union Ministerial Conference addressed trafficking in women. In 1997 the European Parliament (EP) granted a budget for two specific programmes: the STOP programme, which integrates education on violence against women, young adults and children into programmes for justice, police, immigration officials and staff, and the DAPHNE programme. This programme was granted 3 million ECUs for projects addressing violence in various forms and contexts. A total of 428 proposals were received and 47 of them were selected for the DAPHNE programme. This expert meeting on FGM is part of one of those projects.

The fight against FGM can count on political backing within the EU: the Women's Committee of the EP issued a position statement on the matter and Michel Rocard, President of the Development Committee of the European Parliament, also supports the idea of eradicating FGM. The Joint Assembly of the EU/ACP countries (Lomé Treaty) passed the Amsterdam resolution on FGM on 27 September 1991; this was reaffirmed in Windhoek on 22 September 1996. It has further been decided that 1999 will be the European Year of the Fight against Violence against Women, Young Adults and Children. This means that EC departments can allocate part of their budgets to address this problem.

The aims of this meeting from the EC's point of view are threefold:

· It should result in action to prepare codes of conduct for professionals in the health, education and justice sectors.

· It should provide practical recommendations for policy makers in the EC, EP and EU member states. In this context, it is particularly important to determine whether specific legislation is needed to prohibit FGM  (and the possible drawbacks of such legislation) and whether provisions should be included in immigration policy (e.g. specific exceptions for women and children affected by FGM practices).

· If possible, recommendations should be passed on to the DGVIII Health Policy Unit, which is responsible for EU programmes in developing countries.

4.2. FGM: A HOLISTIC AND REALISTIC APPROACH, Ms Berhane Ras-Work, Inter-African Committee

For many women FGM is a fact of life, a fait accompli, a pain that must be borne - because they must conform to social expectations in order to survive. The lack of alternative means of survival and of information is one of the major problems for the practitioners of FGM. In Africa FGM is not yet a political issue, especially among politicians. FGM is interwoven with the social value system; it is a subject that evokes deeply felt sentiments and reactions ("it's part of my culture"). 

From the above observations we can conclude that, in order to tackle the matter appropriately, we first have to grasp the nature and multiple implications of FGM. Communities must be empowered to find their own solutions to FGM so that the problems of displaced persons who undergo/have undergone FGM can be tackled (stigmatisation, persecution, coping and survival, adaptation to the new environment and its requirements). 

Information, education and communication (IEC), mobilisation and advocacy at the grassroots, national and regional levels are needed to influence policy. When communities ask governments for legislation on FGM, they will also be committed to its implementation and enforcement.

The Inter-African Committee

The Inter-African Committee (IAC) has 26 national committees in Africa. They train influential target groups - including health care workers and traditional birth attendants - on physiology, etc. using anatomical models, flannel graphs and slides. The communities use local media channels to educate people. For example, in Moshi and Igoma, Tanzania, education was passed through local dance and songs. School children staged plays that had adults - who know FGM very well - in tears. Advocacy of the fight against FGM is present everywhere: in Guinea, campaigns have been organised in order to promote "holidays without excision". In Ethiopia, Mali and Sierra Leone, alternative employment opportunities have been sought for circumcisers by helping them identify other income-generating activities.

IAC also has branches in Belgium, France, Japan, Sweden and the United Kingdom. They inform immigrant communities in these industrialised countries about changes taking place in their countries of origin, so that they feel more comfortable about the changes they experience in Europe.

Internationally, IAC is angling for sympathy at United Nations (UN) meetings and in UN committees. A special UN reporter on traditional practices harmful to the health of women and children was appointed and he presented a report in August 1998. This resulted in the adoption of a common policy on FGM by the WHO General Assembly, UNICEF and UNFPA.

At regional level, IAC organised a symposium for legislators during the meeting of African states in 1997, where the need for special legislation on FGM was discussed. The issue was introduced in the Addis Ababa Declaration on the Rights of Women. In April 1998, in Pretoria, South Africa, the Ministers of Social Affairs recommended that heads of state should examine and endorse the Addis Ababa Declaration. IAC is also paying attention to the draft of the African charter and of the convention on violence against women.

IAC further organised a meeting of high-level Christian and Muslim leaders in Gambia in 1998. They agreed that FGM should be opposed as women have been created in the image of God. They also committed themselves to establishing a network of religious leaders who will campaign against FGM. A meeting will be organised in 1999 in East Africa to help setting up the network.

Ms Ras-Work recommended that -for everything concerning FGM- all affected communities should be involved in discussions on prevention and policy, so that their views are incorporated. She further recommended that the educational and prohibitive aspects rather than the punitive effects of law should be emphasised and that the best African practices should be disseminated, so that the North can learn from the South and that existing materials can be evaluated in order to identify gaps. With regard to the last point, IAC can provide manuals on operational research on training-of-trainers. Ms Ras-Work also stated that IAC is opposed to a medical status of FGM.

4.3. PERSONAL TESTIMONY, Mariama Barrie, Deputy UN FGM ambassador

Ms Barrie, an FGM survivor from Sierra Leone who has lived in the USA for 20 years, established an NGO devoted to the topic 9 years ago. She underwent the procedure at about 10 years of age; she was not sewn up, instead boiling water was used to close the wounds. Since then, she has suffered ongoing incontinence and recurrent urinary/ gynaecological infections, as well as allergies caused by the need to use antibiotics constantly.

In the United States, there are no or few physicians and health care workers specialised in dealing with FGM; it is her hope that physicians such as Dr Gordon, from the United Kingdom, can be encouraged to offer training. Even in the four US states where FGM is specifically illegal, there is no policing or monitoring system. This means that the procedure is still carried out secretly by immigrants, even from countries traditionally not characterised by FGM (she gave the example of a Turkish woman who had been cut by her father and who now has to urinate using a catheter). 

Ms Barrie said that her healing process would only begin when she knows that every little girl can keep her sexual organs intact. She promotes this message in her work, e.g., in Sierra Leone in 1994 when she spoke on the radio. In her view, the positive aspects of rituals surrounding FGM should be retained since they contribute to a strong sense of sisterhood and moreover, they contribute to educating strong women who will give birth to the next generation. She explained that in Sierra Leone the Bondo women who perform the “operation” do not know how harmful it is. "Make them educators instead of mutilators", she said; let them educate the little girls instead of performing FGM and encourage families and communities to use the money they would have paid for FGM to pay the women as teachers.

4. 4. THE DAPHNE PROJECT ON FEMALE GENITAL MUTILATION IN EUROPE, Els Leye, project coordinator, International Centre for Reproductive Health

4.4.1. Introduction

In her presentation, Els Leye gave an overview of the preliminary findings of the study on FGM in Europe. This study has been carried out in 1998 under the Daphne Programme of the European Commission, by the International Centre for Reproductive Health in collaboration with two partners, the Royal Tropical Insstitute of Amsterdam and Defence for Children International, section the Netherlands. 

The specific problem addressed in the study, is the lack of coherence between EU member states regarding legislation, medical behaviour and attitudes towards FGM, if any. 

4.4.2. Study objectives

· Describe current legislation and its impact; harmonise towards a unified legal proposition;

· Describe current medical activities and suggest a code of conduct;

· Understand socio-cultural differences and views; integrate them into the European efforts towards eradication of FGM.

4.4.3. Expected outcome 

· Proceedings of the expert meeting on proposed recommendations for the EC;

· Final report;

· Baseline data bank on FGM resource groups.

4.4.4. Methodology 

· Identify FGM resource groups: legal, medical and socio-cultural groups/individuals;

· Assess the scope of their activities and/or opinions on FGM;

· Establish a baseline data bank on FGM resource groups and contact persons;

· Develop questionnaires for health professionals, legal experts and resources;

· Assess FGM related problems in the EU;

· Organise an international expert meeting to draft recommendations for European policy makers on the eradication of FGM in Europe with regard to legislation, education and prevention, and  propose a consensus statement on a 'code of conduct' for health professionals;

· Draw up a final report.

4.4.5. State of the art of the project (November 1998)

1. Identification of resource groups

Resource groups have been identified through literature, contacts at international conferences and meetings, Internet and by requesting in each questionnaire for other resource persons or groups that are working on FGM in a particular country. 

2. Data bank on FGM

The database still has to be developed. It will contain contact addresses and information on the scope of the activity of each resource group or individual in all European member states, with regard to their FGM related expertise on medical and legal level, and on educational, preventive and outreach activities. 

The International Centre for Reproductive Health is going to communicate the findings from the study as a whole, the expert meeting and the database on resource persons in Europe through: 

· the Internet (by developing a home page and linking it to other major web sites concerning FGM); 

· mailing the proceedings of the expert meeting and findings to all interested persons;

· submitting the proceedings of the expert meeting and the final report to the European Commission;

· publications.

3. Development, distribution and analysis of questionnaires

Sending and analysing the questionnaires has taken the bulk of time of the study. Questionnaires were developed on medical and legal aspects of FGM, and one questionnaire was made for resource persons. 

Each questionnaire was made up of both open-ended and closed questions, mainly with the intention to obtain opinions of health professionals on FGM, gathering resource information for developing the database and obtaining information on current legislation in each European member state:

· 1881 questionnaires were sent to health professionals; 

· 238 questionnaires were addressing legal aspects; 

· 245 questionnaires were mailed to resource groups.

Response rate was low, which might be due to the problem of FGM not being pressing (yet) in a number of European countries: only 15 % replied on the medical questionnaire, 9 % on the questionnaire on legal aspects and nearly 13 % on the questionnaire for resource persons.

The questionnaires for health professionals were distributed among gynaecology and obstetrics departments of hospitals in the major cities (from 250,000 inhabitants to >1,000,000) in each European country. The underlying assumption was that migrants are living in major cities and/or go there for health care. Other resources for sending questionnaires on medical aspects were ministries of health, NGOs/CBOs fighting against FGM, refugee centres/centres for asylum seekers.

For the purpose of distributing the questionnaires for resource persons and the questionnaires on legal aspects, relevant addresses were obtained through: Internet FGM homepage, Inter-African Committee,  snowball contacts at international conferences/meetings and literature review.

Questionnaires for health professionals were distributed to a much larger extent than for resource persons or legal experts, because extensive databases of gynaecologist/obstetricians or lists of hospitals already existed. Databases with legal experts on FGM or resource groups do not yet exist, and moreover, such experts are less numerous.  

4. Assessing FGM-related problems in Europe

a. Number of migrants from FGM risk countries per European member state

The following table gives an overview of the number of migrants from FGM risk countries in Africa per European member state, in comparison with the prevalence in the African country. If figures were available, the number of women and children has been included.

The number of migrants coming from FGM risk countries, is the highest in the UK (303,454), France (180,997 in 1997), Italy (133,847 in 1996) and Germany (77,795 in 1997). 

Ireland does not appear in the list, as we did not succeed in obtaining any figures or data from the National Office of Statistics in Ireland.

These statistics have their limitations: 

· They are not completely representative (for example, the statistics of Belgium only contain data on three FGM risk countries in Africa and the rest was placed under the common denominator  “other African states”);

· They certainly do not account for variations in ethnic groups or regions (e.g. the overall prevalence rate of FGM in Sudan is estimated at 89 %, but in some regions of Sudan, FGM is not being applied at all);

· Only official immigrants and registered refugees are incorporated, not the considerable number of illegal immigrants. 

It would have been most interesting to have figures on asylum seekers, refugees and illegal persons, but the time schedule of this study was too tight to be able to work on these figures in an reliable way.

	European member state
	FGM risk country in Africa
	Prevalence in Africa
 
	Number of African migrants 

	
	
	
	# migrants

(> 1,000)
	# women
	# children

(1 -14 yrs)

	Austria (1997)

	Egypt
	80 %
	3,198
	?
	?

	Belgium (1997)
	Cameroon

Ghana

Zaire

TOTAL
	20 %

30 %

5 %
	1,564

1,196

12,037

14,797
	677

516

5,877

7,070
	204

239

3,051

3,494

	Denmark (1998)
	Egypt

Somalia

TOTAL
	80 %

98 %
	1,217

9,888

11,105
	?
	70

2,924

2,994

	Finland (1996)
	Somalia
	98 %
	3,451
	1,486
	421

	France (1990)
	Benin

Burkina Faso

Cameroon

Cent. Afr. Rep.

Ivory Coast

Djibouti

Egypt

Ghana

Guinee

Mali

Mauretania

Niger

Senegal

Tchad

Togo

Zaire

TOTAL
	50 %

70 %

20 %

50 %

60 %

98 %

80 %

30 %

50 %

80 %

25 %

20 %

20 %

60 %

50 %

5 %
	4,304

2,280

18,037

4,059

16,711

1,077

6,341

2,809

5,853

37,693

6,632

1,342

43,692

1,418

6,009

22,740

180,997
	?
	74

212

1,541

816

2,133

74

456

213

508

2,010

432

137

3,478

248

521

4,346

17,199

	Germany (1997)
	Egypt

Ethiopia

Ghana

Nigeria

Somalia

TOTAL
	80 %

90 %

30 %

60 %

98 %
	13,927

18,744

22,170

16,919

6,035

77,795
	3,174

8,094

8,958

3,974

551

25,651
	?

	Greece (1996)
	Egypt

Ethiopia

TOTAL
	80 %

90 %
	7,035

1,157

8,192
	1,228

660

1,888
	152

17

169

	Italy (1996)
	Egypt

Ghana

Nigeria

Senegal

Rest of West-Afr.

Ethiopia

Somalia

Rest of East-Afr.

Central Africa

TOTAL
	80 %

30 %

60 %

20 %

90 %

98 %


	23,547

15,645

12,587

31,543

16,510

6,373

8,637

12,891

6,114

133,847
	4,074

5,364

6,769

1,642

7,597

4,566

5,991

7,844

2,542

46,389
	92

148

68

45

146

95

92

225

95

1,006

	Netherlands (1996)
	Egypt

Ethiopia

Ghana

Kenya

Liberia

Nigeria

Sudan

Somalia

Tanzania

Zaire

TOTAL
	98 %

90 %

30 %

50 %

60 %

60 %

89 %

98 %

10 %

5 %
	8,003

7,052

9,783

1,481

1,591

2,894

1,076

19,819

1,009

3,826

56,534
	1,433

2,924

4,582

809

417

954

211

8,207

500

1,471

21,508
	212

508

289

187

46

106

37

2,278

60

362

4,085

	Luxemburg (1997)
	African States
	
	252
	
	

	Portugal (1997)
	Guinee-Bissau
	50 %
	12,785
	3,376
	?

	Spain (1995)
	Gambia

Senegal

TOTAL
	80 %

20 %
	4,219

3,855

8,074
	?
	?

	Sweden (1997)
	Eritrea

Ethiopia

Gambia

Kenya

Somalia

Uganda

TOTAL
	}90 %

80 %

50 %

98 %

5 %
	1,003

13,306

2,156

1,008

12,012

2,313

31,798
	537

6,012

828

555

5,481

1,144

14,557
	55

667

121

95

1,272

187

2,397

	UK 
	Egypt

Gambia

Ghana

Kenya

Nigeria

Sierra Leone

Tanzania

Uganda

TOTAL
	80 %

80 %

30 %

50 %

60 %

90 %

10 %

5 %
	22,849

1,388

32,672

112,422

47,085

6,310

29,825

50,903

303,454
	10,746

615

16,805

54,660

23,602

3,349

14,250

24,264

148,291
	


b. Opinions about FGM- related issues from European health care providers

As mentioned before, the questionnaires for health professionals were developed to get an idea about their opinion and to estimate to what extent health care workers are confronted with FGM. We already mentioned that the response rate to the questionnaires was low, which should be taken into account when reading the following. In each table, the number of completed questionnaires received is mentioned. 

The following shows what the analysis of the questionnaire for health care professionals has brought.

1. Terminology

The first question tackles the terminology. At international level, the most common term used for the practice is "female genital mutilation", and the majority of the respondents follows this term to describe the practice. 

72 % prefers the use of FGM, 13 % choose for female circumcision and 1 % regards female genital cutting as better. The rest prefers a combination of phrases, such as FGM and female genital cutting.

	Preferred terminology
	Number
	Percentage

	Female genital mutilation (FGM)
	189
	72 %

	Female circumcision (FC)
	35
	13 %

	Combined phrases 
	29
	11 %

	Other
	9
	  3 %

	Female genital cutting (FGC)
	2
	  1 %


2. Opinion

The second question assesses whether health professionals regard FGM as a tradition of a foreign culture, or as a violation of an individual's rights, which has to be prohibited. 

72 % thinks FGM is a violation of human rights and only a minority thinks FGM should be respected as a tradition. 48 % thinks a specific legislation should be developed in all European countries.

	Opinion
	Number
	Percentage

	FGM is a violation of human rights
	202
	72 %

	FGM is a violation of children’s rights
	166
	58 %

	FGM is a violation of women's rights
	162
	59 %

	Specific legislation to prohibit FGM in all European countries should be developed
	133
	48 %

	FGM is a tradition and should be respected
	9
	3 %

	FGM is a religiously-based tradition and should be respected
	2
	1 %


3. Medicalisation

One of the major ethical issues to be tackled by health professionals is the question of medicalising FGM, i.e.  "to carry out the procedures under hygienic circumstances". The background paper on medical aspects, see annex 1, provides more information on the issue of medicalisation.

83 % of the respondents declared openly against medicalisation, 13 % was in favour of it. In France, Austria and Luxemburg 100 % of the respondents was against it (the high percentage is due to the very low response rate from this countries). In Italy 25 % was in favour, in Finland 33 % and in Spain 20 %.

The questionnaire also had an open-ended question concerning medicalisation of FGM, in order to gather arguments pro or contra.

The most common argument in favour of medicalisation was that it could be a temporary measure, as a first step towards eradication of the practice. 

The most frequently used argument against medicalisation was that by medicalising it, the practice is legitimised. 

Medicalisation (number of questionnaires received between brackets)

	Member state
	Pro
	Contra
	Don’t know

	Austria
	-
	100 % (1)
	-

	Belgium
	18 % (6)
	82 % (28)
	-

	Denmark
	4 % (1)
	93 % (26)
	3 % (1)

	Finland
	33 % (2)
	50 % (3)
	17 % (1)

	France
	-
	100 % (5)
	-

	Germany
	20 % (2)
	70 % (7)
	10 % (1)

	Greece
	67 % (2)
	33 % (1)
	-

	Ireland
	10 % (1)
	90 % (9)
	-

	Italy
	29 % (4)
	64 % (9)
	7 % (1)

	Netherlands
	16 % (9)
	82 % (45)
	2 % (1)

	Luxembourg
	-
	100 % (4)
	-

	Portugal
	17 % (1)
	83 % (5)
	-

	Spain
	18 %
	82 % (21)
	- (1)

	Sweden
	-
	95 % (21)
	5 % (1)

	UK
	11% (6)
	83 % (43)
	6 % (3)

	TOTAL
	13 % (36)
	83 % (216)
	4 % (9)


4. Response to an FGM request

This question wanted to test in what way people reacted when they were asked to perform an FGM procedure. Answers clearly show that only a very small percentage of the respondents would consider performing the operation. 

92 % answered that they would never perform any intervention whatsoever, only 0.5 % would consider a small incision on a female younger than 18 years, 2 % would consider an incision on a female older than 18 and 3 % would consider doing a reinfibulation after birth. 

	Member state
	Never
	Small incision

< 18 yrs
	Small incision

> 18 yrs
	Type I whatever age
	Type 4 

> 18 yrs
	Reinfibulation
	Other

	Austria
	100 % (1)
	-
	-
	
	-
	-
	

	Belgium
	85 % (30)
	-
	6 % (2)
	
	3 % (1)
	-
	6 % (2)

	Denmark
	89 % (25)
	-
	-
	
	-
	11 % (3)
	

	Finland
	83 % (5)
	-
	-
	
	-
	17 % (1)
	

	France
	100 % (5)
	-
	-
	
	-
	- 
	

	Germany
	89 % (8)
	-
	-
	
	-
	-
	11 % (1)

	Greece
	67 % (2)
	-
	-
	
	-
	-
	33 % (1)

	Italy
	100 % (14)
	-
	-
	
	-
	-
	

	Netherlands
	92 % (49)
	-
	-
	
	-
	2 % (1)
	6 % (3)

	Luxembourg
	100 % (4)
	-
	-
	
	-
	-
	

	Portugal
	100 % (6)
	-
	-
	
	-
	-
	

	Spain
	91 % (10)
	9 % (1)
	-
	
	-
	-
	

	Sweden
	95 % (21)
	-
	-
	
	5 % (1)
	-
	

	UK
	90 % (46)
	-
	2 % (1)
	2 % (1)
	2 % (1)
	2 % (1)
	4 % (2)

	TOTAL
	92 % (234)
	0.4 % (1)
	1 % (3)
	0.4 % (1)
	1 % (2)
	3 % (6)
	3 % (9)


5. Code of conduct

One of the main outcomes we have achieved with this expert meeting, is a code of conduct for health professionals at European level. Responses to the questionnaires revealed that some impulses have already been given:

· It appeared that at national level the UK and the Netherlands developed guidelines, through the British Medical Association and the National Association of Gynaecologists and Obstetricians respectively; 

· In Denmark, the National Board of Health is working on a book named "prevention of FGM" and it will include guidelines for health professionals and teachers;

· In Sweden, the UK, the Netherlands and Denmark, several hospitals developed their own guidelines.

· Respondents from France, Finland, Italy, Luxemburg, Portugal, Spain and Belgium mentioned the existence of guidelines, but no copies were received;

· From our inquiry, it appeared that no guidelines exist in Austria, Germany, Greece and Ireland.

	Member State
	Yes
	No
	Don't know

	Austria

Belgium

Denmark

Finland

France

Germany

Greece

Italy

Ireland

Netherlands

Luxembourg

Portugal

Spain

Sweden

UK
	-

21 % (7)

63 % (17)

67 % (4)

40 % (2)

-

-

22 % (3)

-

58 % (32)

25 % (1)

16 % (1)

17 % (2)

68 % (15)

58 % (30)
	100 % (1)

67 % (23)

30 % (8)

33 % (2)

40 % (2)

67 % (6)

67 % (2)

71 % (10)

75 % (6)

16 % (9)

75 % (3)

67 % (4)

66 % (8)

18 % (4)

19 % (10)
	-

12 % (4)

7 % (2)

-

20 % (1)

33 % (3)

33 % (1)

7 % (1)

25 % (2)

26 % (14)

-

17 % (1)

17 % (2)

14 % (3)

23 % 12)

	TOTAL
	45 % (114)
	38 % (98)
	17 % (46)


However, the need for such a code of conduct would be most welcome: 78 % of health professionals would like to have such a code of conduct. 

	Member State
	Yes
	No
	Don't know

	Austria

Belgium

Denmark

Finland

France

Germany

Greece

Italy

Ireland

Netherlands

Luxembourg

Portugal

Spain

Sweden

UK
TOTAL
	-

70 % (23)

82 % (22)

80 % (4)

60 % (3)

70 % (7)

33 % (1)

71 % (10)

86 % (6)

91 % (50)

25 % (1)

60 % (3)

58 % (7)

86 % (18)

84 % (44)

78 % (199)
	-

27 % (9)

11 % (3)

20 % (1)

40 % (2)

30 % (3)

34 % (1)

21 % (3)

-

4 % (2)

50 % (2)

40 % (2)

33 % (4)

9 % (2)

6 % (2)

15 % (37)
	100 % (1)

3 % (1)

7 % (2)

-

-

-

33 % (1)

7 % (1)

14 % (1)

5 % (3)

25 % (1)

-

9 % (1)

5 % (1)

10 % (5)

7 % (18)


An overview of existing codes of conduct has been included in the background paper on medical aspects of FGM (see annex 1).

6. Law

With this question, knowledge about the existence of laws concerning FGM was tested. According to the information included in the background paper on legal aspects, specific laws do exist in Sweden, the UK and France. Knowledge about the (non-)existence of laws is quite accurate in Sweden: 91 % of the Swedish health professionals knows about the FGM law, compared to 60 % of the French health professionals and 54 % in the UK. Other member states, which believed that law concerning FGM existed, mainly referred to general laws that prohibited several things, FGM only being one of them. 

	Member State
	Yes
	No
	Don't know

	Austria

Belgium

Denmark

Finland

France

Germany

Greece

Italy

Ireland

Netherlands

Luxembourg

Portugal

Spain

Sweden

UK

TOTAL
	100 % (1)

15 % (5)

85 % (23)

80 % (4)

60 % (3)

50 % (5)

- 

29 % (4)

-

42 % (23)

25 % (1)

-

25 % (3)

91 % (20)

54 % (28)

47 % (120)
	-

41 % (14)

7 % (2)

20 % (1)

20 % (1)

10 % (1)

100 % (3)

64 % (9)

44 % (4)

18 % (10)

75 % (3)

83 % (5)

58 % (7)

5 % (1)

23 % (12)

27 % (73)
	-

44 % (15)

8 % (2)

-

20 % (1)

40 % (4)

-

7 % (1)

56 % (5)

40 % (22)

-

17 % (1)

17 % (2)

4  % (1)

23 % (12)

26  % (66)


7. To what extent health professionals have been confronted with FGM

Questions on this item were: 

· Have you  seen patients with FGM in the last 5 years?

· Have you been consulted for sequelae of FGM in the last 5 years? 

· Have you been requested to carry out FGM in the last 5 years?

	Member State
	Seen FGM

Last 5 yrs
	Consulted for 

Sequelae of FGM

 last 5 yrs
	Requested for 

FGM last 5 yrs

	Austria

Belgium

Denmark

Finland

France

Germany

Greece

Italy

Ireland

Netherlands

Luxembourg

Portugal

Spain

Sweden

UK

TOTAL
	-

51 % (18)

61 % (17)

80 % (3)

60 % (3)

67 % (6)

33 % (1)

79 % (11)

56 % (5) 

89 % (49)

-

-

25 % (3)

100 % (22)

68 % (34)

68 % (78)
	-

34 % (12)

44 % (12)

60 % (3)

40 % (2)

37 % (3)

-

57 % (8)

22 % (2)

67 % (37)

-

-

8 % (1)

77 % (17)

50 % (25)

47 % (122)
	-

6 % (2)

7 % (2)

40 % (2)

-

22 % (2)

-

14 % (2)

-

16 % (9)

-

-

-

9 % (2)

12 % (6)

10 % (27)


The problem of FGM in Europe is most apparent in France, Sweden, Finland, Germany, Netherlands, Italy and the UK, which are also the countries with the highest prevalence of migrants from FGM risk countries, with the exception of Finland. 

According to figures from 1996, which we obtained from the National Office for Statistics, there are only 3,451 migrants in Finland coming from Somalia. The high figure appearing in the table above could be due to a high number of asylum seekers/refugees in Finland, or to the fact that the Somalian community in Finland can easily find their way to the regular health care, or it may also be due to selective response of those doctors confronted with the problem. The questionnaire did not provide an answer to these questions. The problem seems to be small in Spain, Luxemburg, Portugal and Greece, which is corresponding with the low number of migrants in these countries (according to the official statistics). However, the problem of FGM is nevertheless present in those countries, because there is a considerable number of illegal migrants, asylum seekers, etc. which are not included in these statistics.

We did not receive any list of gynaecologist or hospitals from Austria, as their Ministry of Health declared the problem of FGM is non-existing in Austria, as there are no African migrants.

These figures show that among the health professionals we received answer from, about 50 % have been consulted specifically for sequelae of FGM, and an overall percentage of 10 % has ever been requested to carry out FGM.

5. Preliminary conclusions 

· The number of migrants from FGM risk countries is the highest in the UK, France, Italy, Germany and the Netherlands, but we have to take into account the limitations of these statistics.

· The majority of the health care providers (83 %) are against medicalisation of FGM.

· The majority of them (92 %) would never perform an FGM procedure. However, many doctors might take an individual decision when faced with a patient requesting, for example, a reinfibulation after birth. Even after thorough discussions, a woman might ask to be "closed" again, in fear of being expulsed from her partner and /or community.

· Knowledge about national guidelines developed by professional groups, such as the BMA or the Dutch association for gynaecologist and obstetricians is fair (58 %). A general code of conduct would be most welcome: 78 % of the respondents would like to see such guidelines.

· Knowledge about specific laws against FGM is relatively low in France (60 %) and the UK (54 %), and high in Sweden (91 %).

· Almost 50 % of  the health care professionals have been confronted with FGM complications, and     10 % has been requested to carry it out themselves.

It is true that the situation is different in the various countries, but we cannot ignore that FGM occurs in Europe, especially in large hospitals in major European cities. With the globalisation of the migration over the past years, FGM will probably become an inevitable reality for European health care providers in the  years to come. 

4.5. MEDICAL MANAGEMENT OF FGM: THE LONDON EXPERIENCE, Dr Moneli Golara, Northwick Park Hospital, United Kingdom

Dr Golara stressed that health professionals must take three points into consideration when dealing with FGM:

· The commonly-used classification system for types of FGM may not always be helpful (for example, in cases that seem to comprise the most severe form of infibulation, the clitoris may actually still be present);

· Patients do not always inform health workers about having undergone FGM during their first consultation - the health worker must therefore specifically raise the matter in order to receive some  information (e.g., asking whether the practice occurs in their country of origin or asking if they have been closed);

· It is important to be familiar with the laws concerning FGM (e.g., in the United Kingdom reclosure after childbirth is illegal even if a woman requests it).

She gave a brief summary of FGM implications. In the short term, these may include shock, haemorrhage (as the clitoral artery is quite extensive and cutting it may result in severe blood loss), sepsis and mortality (estimated at 10% according to a survey carried out by Dr Gordon among women attending his African Well Woman Clinic in London). 

The long-term complications include micturition problems, recurrent vaginal and urinary tract infections, end-stage renal failure, infertility, dyspareunia (painful intercourse), psychosexual problems and "flashbacks" (psychologically reliving the experience many years later).

More problems may arise during pregnancy and delivery. If a woman is tightly closed, catheterisation may be difficult. Health workers need to know where an episiotomy should be placed (though it is better to avoid this); midwives should be well-informed on FGM and should be trained to make cuts. 

African Well Woman Clinic, London
This clinic provides care for three categories of women who have undergone FGM:

· pregnant women (seen every month up to 16 weeks for full antenatal care, every 2 weeks from weeks 16-36 and every week thereafter until delivery)

· non-pregnant women (to offer only reversal procedures, without encouraging FGM)

· non-pregnant women with gynaecological problems such as an inability to have sexual intercourse and infertility.

Three major clinical protocols guide the work:

· Protocol 1: Women who are still closed (e.g., primiparae) are opened through surgery at week 20 of their pregnancy. The timing to perform the opening at week 20 is suitable for two reasons: if the procedure is done during the first three months, when miscarriages are not uncommon, a miscarriage could be erroneously blamed on the opening procedure; if it is done during the last three months, complications could ensue due to high blood pressure, diabetes and breech presentations.

Spinal rather than general anaesthesia is used. Flashbacks are possible but this procedure is considered to be the safest for the baby. Performing the opening operation during labour is a poor second-best option.

Suturing after birth is refused; the health workers inform women who request reclosure that it is illegal and therefore cannot be done. 

· Protocol 2: This protocol applies to women who have had previous vaginal deliveries. The health worker checks whether the woman has been resutured and/or whether the opening is adequate for a vaginal delivery. The existence of abnormal scarring is also checked in order to avoid complications. 

· Protocol 3: This protocol is used to provide service to non-pregnant women. They are asked about their reasons for coming to the clinic (e.g., an inability to have intercourse) and all symptoms are being registered. A quick, minimal assessment is carried out and the woman is offered the opportunity to undergo a reversal procedure under general anaesthesia (to help avoiding flashbacks). Experience with the Somali community has shown that, in the majority of cases, only the labia minora have been removed with the clitoris remaining intact, so that a large degree of reversal is possible.

Confidentiality is important (e.g., in the case of an 18-year-old Somali woman who does not want her parents informed).

The clinic has had to gain experience in dealing with problems specific to women who have undergone FGM. For example, diagnosis of urinary tract infections may be difficult because it is not easy to obtain clean samples.

Treating the effects of miscarriages with dilation and curettage can be difficult as well. Another common problem is para-clitoral cysts (implantation dermoid or epidermal cysts caused by building up skin secretions). These may become quite large and excision can be difficult. As a consequence, creating opening with a women during pregnancy and labour is a major problem.

Northwick Park Hospital, 1993-1996
Northwick Park Hospital is another clinic for treating women who suffered FGM. From 1993-1996, they carried out 107 reversal procedures: 57 before pregnancy, 35 during the antenatal period and 15 during labour (14 %). There were 9 cases of para-clitoral cysts (about 10 %), four of which were removed as part of the reversal. Up to December 1996, three cases of sexual assault on children (attempted FGM) and two cases on adults were registered. In one case, they intervened at a school where a young girl had problems because she would stay in the toilet for 30 minutes and the teachers did not understand that she was suffering from urinary retention.

Central Middlesex Hospital African Clinic
Between June 1997 and October 1998, this clinic had a visitors record of 449, approximately equal to 150 women (who attended about three times each). 98 of them were new visitors; they had been sent by general practitioners and others. A total of 41 reversal operations was carried out: 18 on non-pregnant women (including a woman who had a miscarriage), 16 during the antenatal period and 7 during labour. Three cases of para-clitoral cysts were treated. 

The majority of the women were Somali. The clitoris was still intact with 30 of the 41 women; with 7 women it was damaged, three women no longer had a clitoris and in one case this information was not registered.

It seems that fewer reversal procedures are taking place here than at the African Well Woman Clinic. This could be related to factors such as income, class and cultural affiliation of the women involved.

It is remarkable that some cases of resuturing have been noted pre-delivery: three cases at Central Middlesex Hospital (two done by physicians and one by a midwife) and one at another hospital. 

Lessons from the London experience
Experience at these clinics shows that it is very important to have ethnically sensitive and very capable interpreters. Midwives are very well capable of leading such clinics, but back-up is needed. The most important element contributing to success is building up a trust relation with your patients.

"Pre-conceptual defibulation" should be the gold standard we are striving for. The second option is performing opening procedures during pregnancy and the third option is to do this during the first stage of labour. The aim of surgical reversal is restoring a woman to 100 % normality. 

As client referrals depend on word-of-mouth publicity, it is essential that patients who want to undergo reversal are offered adequate anaesthesia and receive immediate attention (day cases). Guaranteeing open access to the clinic (i.e., no need for referrals or appointments) is very helpful. Allowing women to use the clinic as a meeting place where they can chat with friends, help creating a comfortable atmosphere. 

It is also important that staff are well-acquainted with the problems that refugees may face. The opportunity for counselling and community support should exist. At the London clinics, where women come voluntarily, few psychological problems have been detected - women in the antenatal period are generally in a good psychological state. Counselling may especially be needed for women who suffer infertility and sexual problems (the latter particularly among young girls who have English boyfriends and feel that they have been done grave injustice). In such cases, people should be referred to social workers. 

4.6. WORKING WITH HEALTH CARE PROFESSIONALS IN THE WEST, Dr Nahid Toubia, Rainbow, New York, USA

The goal of Rainbow, an NGO, is not just to stop FGM, but to give African women more rights. It is a multi-cultural organisation with strong African leadership (Board and staff). They work with community-based organisations (CBOs) in the USA and provide financial, technical and information assistance to NGOs in Africa. Their aim is to act as a catalyst for action.


 



Their staff consider FGM to be more than a health problem; it is also a social means of controlling women's sexuality. They therefore do not strive for eradication of FGM as such. Instead, they want to label it as social behaviour, using gender as a basis. This means that their message is not "don't do FGM"; they rather aim to facilitate social change. They consider FGM as a form of gender-based violence, although it is recognised as not being an intentional and deliberate effort to produce injury.

Between August 1996 and January 1997, they carried out a needs assessment among health professionals in New York. Questionnaires were distributed to 8 out of 11 New York City public hospitals and 10 maternity and infant care/family planning clinics; this resulted in response from 148 health care providers (HCPs). Furthermore, they interviewed 20 women who were affected by FGM. 

Questions and responses included the following:

· For HCPs: what are the real, everyday problems in the clinics? (feeling uncomfortable talking about the problem; not knowing how to manage FGM; a lack of protocols; unavailability of counselling);

· For the women: what problems do you face when seeing HCPs? (financial constraints; language barriers; inadequate information on the health consequences of FGM; no counselling; embarrassment when students are brought in to look at FGM).

Based on the results of this questionnaire, a training programme and a manual were set up for HCPs (nurse practitioners, nurses, midwives) called Caring for women with circumcision.
Rainbow has also produced a research guidebook that helps professionals determine what is known and what will bring about social change through programmatic interventions. They have contributed to the development of training modules (e.g., an Egyptian reproductive health module that is used to train people in a life-cycle approach), which cover cultural concepts such as fertility, cleanliness, sex and menstruation and how to conduct focus groups as a basis for community development. Rainbow advises UNICEF on its policies and programme guidelines and they have provided scientific reviews for a book produced by WHO.

4.7. STRATEGIES FOR COMMUNITY INITIATIVES, Vesna Neskow, Rainbow, NY, USA

US law has stipulated that community outreach and work with HCPs and communities must be part of the effort to combat FGM. Rainbow tries to fulfil this by organising community meetings, holding training workshops on women's health and providing consultations to CBOs.

In 1997, Rainbow participated in a 7-site study carried out by the US Department of Health and Human Services; they were responsible for the work done in New York City. Recently, they worked with the Ethiopian Community Development Council on a 3-year project. In the first year, they only provided information; in the second year, they were allocated one day of the Council's annual 4-day meeting to show the relevance of FGM-related work to the African community. In the third year, they collaborated in formulating strategies for developing community health projects.

Some of their work has been done together with IRSA (Immigrant and Refugee Services of America) e.g. the development of a women's health training model that focuses on conflict negotiation, FGM, pregnancy, menopause and other subjects. A two-day training was organised with CBOs for 35 men, women and HCPs. 

On Day 1, the male and female participants stayed together in the morning to discuss women's reproductive health in general. Topics covered included personal hygiene, contraception, HIV/AIDS and STDs. In the afternoon, separate groups of men and women reviewed the US health care system and identified issues of primary concern to them.

On Day 2, separate groups of men, women and HCPs were formed for the morning session. The men and women talked about accessing services, identifying resources and creating networks for child care. The HCPs discussed the role of language, cultural perceptions, health practices and use of community resources. In the afternoon, the groups presented their conclusions to one another.

This work led Rainbow to produce a women's reproductive health manual and a question-answer brochure on legal, health and cultural issues. They are now piloting the first support group for circumcised women.

The Rainbow representatives stressed that they use terminology carefully. While many people might object to the use of the term "female circumcision", they believe that it is permissible as it shows respect for women when one uses words they know. The goal is to stop the practice of FGM by addressing the context in which it occurs; this can be achieved by assisting communities to take action from within, while showing respect for traditions and cultures.

4.8. FEMALE GENITAL MUTILATION/FEMALE CIRCUMCISION - A HUMAN RIGHTS AND LEGAL DIMENSION FOR ERADICATION, Jane Wambui Kiragu, Kangemi Women Empowerment Centre, Kenya

Ms Kiragu noted that perspectives on FGM have changed over the years in Kenya. In colonial times, missionaries said it was a practice that contradicts Christianity. Later it came to be seen as a health problem, while now it is viewed as a human rights problem. The term "female circumcision" is preferred for references to the practice.

In Kenya, girls aged 5-10 years are circumcised. This takes place within a cycle of early marriage, lack of schooling, low literacy, low availability of information, low status and a low place in society. 

FGM is a form of physical assault that violates the reproductive health rights stipulated at the International Conference on Population and Development (ICPD) in Cairo. The Beijing Conference Platform for Action mentions FGM in its 12 points of action, stressing that it has "no cultural function in a dynamic society". Nevertheless, legislators may be reluctant to address it since they believe that a private issue is being brought into the public domain. One of the most recent opponents of a specific FGM law in Kenya was a female Parliamentary candidate; a male MP candidate forced his wife to undergo FGM in a bid to win election (he lost).

Legislators must be convinced that even if no medical complications ensue, FGM causes damage and is therefore a human rights violation. This is supported by the Kenyan Constitution and the Universal Declaration of Human Rights which require the following rights:

· security and personal liberty (violated when women bleed to death);

· privacy and bodily integrity (violated when, for example, midwives and nurses from one ethnic group circumcise women from another group during labour);

· freedom of conscience (violated when girls are too young to give informed consent);

· a right to health (violated by the ensuing health complications).

FGM has an impact on a woman's expression of her sexuality and her ability to decide herself about her reproductive health and fertility. Everyone has the right to be protected under the law; however, frustrations arise since it becomes difficult to prosecute people according to the law. One must ask, if existing laws to protect women are not being utilised to address FGM, will specific FGM laws solve the problem?

Using legislation means that difficult issues will have to be tackled. For example, parents and guardians must normally give their consent for an operation to be performed on their children. It could be argued that if they consent to FGM, it would be permissible. This argument can be countered by pointing out that FGM interferes with a child's rights since it leads to permanent disability and has life-long effects.

In Ghana, FGM has been criminalised, but this entails the risk of underground practices and ignores the need to educate people about FGM and its consequences. Women who have undergone the procedure may also avoid seeking medical services. The constitution prohibits traditional practices harmful to women; the aim of the law should therefore not primarily be punitive, but prohibitive so that education can also take place.

The law can indeed be a useful tool for education. It must be remembered that policing the law requires resources for law enforcement. The judiciary must be sensitised. Possibilities must be created for going to court before and not after the act, i.e., placing girls in safe houses while an injunction is sought to stop the process. However, this would also require family courts which do not exist in Kenya.

We need to demystify the language, said Ms Kiragu. If we talk about mutilation, people will say they do not mutilate. Education is the key. For example, in one peri-urban community of Nairobi, 20 % of the women were circumcised. Now they are campaigning themselves for a non-punitive FGM law since they have been educated.

What does this all mean for immigrants in Europe? Immigrants often live in fear of violations of their own security. If punitive laws are encouraged, this could further compromise their basic human rights.

4.9. SEXUAL MUTILATION: THE FRENCH APPROACH IN THE APPLICATION OF LAW, Linda Weil-Curiel, Commission pour l'Abolition des Mutilations Sexuelles, Paris, France

Ms Weil-Curiel, a lawyer, said that French law views African immigrant children as European citizens. Every person living in France is considered a French subject; speaking about specific ethnic communities is avoided. French legislation must therefore protect children, regardless of their origin or nationality. This means that traditional practices, which adversely affect their wellbeing, must be put aside, whether their parents like it or not. Indeed, the law must be used against parents when children’s rights have been violated.

In 1983, seven hospitals requested whether FGM was a legal procedure. This resulted in a French law on FGM. The highest court ruled that cutting of the labia was a form of mutilation and therefore a crime; this meant that a special law was not needed. After a French woman was involved in an FGM case, the issue was brought before the Court de Cassation.

French authorities do recognise that simply enforcing the law is not enough. Preventive work with HCPs and African women is their first concern. Femmes relais - women from the immigrant communities - explain to other women how the law thinks about FGM, so that they understand the implications.  Unfortunately, despite the education, the practice has gone underground since families learned that FGM is illegal. In order to tackle this problem, French physicians have become very careful in providing infant care; they explain to families that FGM is illegal and that their daughters will be watched and checked; if the procedure is carried out anyway, the parents will be taken to court. 

So far, about 25 trials have taken place in France. These have resulted in prison sentences that were mainly suspended for parents (because judges know they are acting on the basis of a cultural context). Two excisors have been prosecuted; one received a 5-year prison sentence and the other is awaiting trial in February 1999. In the latter case, a young girl who came of age is the plaintiff. She protested to the judge about no one preventing the procedure being done on her while she was a minor; she now wants compensation.

Ms Weil-Curiel remarked that, if FGM were practised against white children, it would not take so long to eradicate it. In her view, European societies must show the affected children that we care about them. This means enforcing the law; it would be senseless to have a law prohibiting FGM if violators of the law are not punished. An example can illustrate this. In 1984, many excisions were taking place in the 18th district (arrondissement) in Paris. One female physician put the text of the pertinent penal code on the wall of her office; she began informing parents that if she ever saw a child that had been cut, the parents would lose child support and be taken to court. For six months thereafter, she did not see one cut child. However, one family still carried out FGM and no repercussions followed.

In her opinion, penalties have been very useful. If they are publicised, together with education, penalties become fruitful. In one Paris suburb, for example, 500 excisions were carried out in 1985; after enforcement of the law, no excisions took place in 1997-1998. Physicians can tell families that they will inform a judge about their planned vacations to Africa, that FGM remains illegal even if it is performed abroad, and that the parents can be prosecuted if they return with a cut child (which would be discovered when the physicians check the children). Many younger immigrant parents have said that they are glad they can refer to the law when talking about FGM to their families back in Africa. In this way, the law serves a preventive function. 

Ms Weil-Curiel concluded by saying that one journalist remarked that it is scandalous to prosecute parents. However, she replied that the real scandal is to see children being mutilated.

4.10. WORKSHOP I: SOCIO-CULTURAL ASPECTS OF FGM: COMMUNITY OUTREACH, EDUCATION AND PREVENTION, Maria de Bruyn, Royal Tropical Institute, the Netherlands

Chairperson: Berhane Ras-Work, Inter-African Committee, Switzerland

Reporter: Adriana Kaplan, Associación de Mujeres Africanes contra la Mutilación (AMAM), Spain

Facilitator: Maria de Bruyn, Royal Tropical Institute, The Netherlands

Participants: Abwao Stella (Kenya), Apers Ludwig (Belgium), Heldring Frauke (Netherlands), Diallo Kadja (Belgium), Georgakopoulou Nadia (Greece), Van Geertruyen Godelieve (Belgium), Nienhuis Gerda (Netherlands), Esken Piret (Sweden), Rizkallah Jacqueline (Belgium), Sörensen-Hoff  Lone (Denmark), Neskow Vesna (US), Bekers Liesbet (Belgium)

Having listened to an introduction by Maria de Bruyn (Royal Tropical Institute, Amsterdam, The Netherlands) and having browsed through her background paper for the meeting, the workshop participants identified issues which they felt to be important regarding the socio-cultural aspects of FGM. These issues were grouped into five categories which served as a basis for the group's subsequent recommendations.

Specific comments on the issues are summarised below.  On the basis of the discussions, all participants agreed to add the term "community outreach" to their workshop title, so the participatory approach – needed to combat FGM – would be emphasised more. 

A. Community-based research
· Defining and reaching communities

In their work with communities, it is important for researchers to identify which groups are involved with/affected by FGM. It is necessary to determine their ethnicity, numbers of members, length of residence in Europe and the types of FGM practised in their countries of origin.  To complete these profiles, members of the various groups must also be asked to identify their needs and priorities (which might not include FGM), as well as their suggestions for possible interventions on FGM.

In some cases, it may seem that there are no real ethnic communities. Immigrants and refugees may live far apart and/or seem to have little contact with one another. In such cases, it is useful to work with one or two key people from the various ethnic groups, since they may be able to provide information on how people can be reached anyway. NGOs focusing on African, immigrant and/or refugee groups in general may also be helpful.

· Research

The communities must be involved in all research actions necessary to determine to what extent FGM is present in Europe, because they can be very helpful in developing appriopriate interventions. The goal of research must be to listen to and learn from the affected communities.

· Training of community members as field workers and researchers

The research is not exclusively made up of academic staff; community members can also contribute to the planning and implementation and they can be trained as field workers. NGOs and CBOs can also be encouraged to incorporate research into their ongoing activities. 

· Personal and group identity, in relation to rites of passage

It was recognised that rites of passage are not of relevance when FGM is performed on infants and very young girls. However, when such rites do accompany FGM, the "hidden logic" behind them should be determined.

One participant from Senegal explained that FGM in her community was associated with ceremonies in which young women learned useful tasks and crafts (making music, preparing perfumes, etc.). The FGM procedure itself was not very severe originally; its purpose was to teach girls how to bear pain and survive in life. Her community began practising the harshest forms of excision at a later time when ethnic jealousies came into play. The positive aspects of such rituals should be emphasised and retained in Africa; it would be sufficient to eliminate only the cutting and painful aspects.

Some participants questioned whether it would be feasible to promote alternative rites among ethnic groups in Europe.  They argued that it would be difficult to "invent" and promote a cultural practice. Others said that if the idea were to come from immigrant/refugee groups themselves, it could be feasible. In any case, both for the European and African situations, it is necessary to remember that culture is dynamic and not static. Immigrants and refugees begin to change their practices in the situation of immigration and have fewer links with their home countries.

Furthermore, it was argued that it is important to focus on the female gender in personal identity investigations and more specifically on its relation to FGM. For example, among some groups, uncut women would be seen as incomplete so that their female identity could be doubted.

B.  Development of a holistic approach: addressing FGM within the context of violence against women
· Development of bottom-up community-based approaches

Because FGM may not rank highest among immigrant and refugee priority needs, it is important to place work on this issue within a broader, more holistic approach. It was pointed out that proposing holistic interventions could affect funding possibilities: perhaps donors will only make funds available for FGM-specific work. It is therefore important to determine whether money would decrease if NGOs/CBOs request funds for projects that also include other subjects. In such cases, it might be necessary to use FGM as a focus issue in proposals, while using a more holistic approach in actual community-based work. 

In this context, advocacy and lobbying of policy makers should be done in order to allocate money to holistic approaches. European policy makers can be asked why they are concentrating only on FGM at the moment - is this because it is a sensational subject or because they consider it to be a real problem? Outreach to policy makers can emphasise that singling out FGM as a problem could unfortunately contribute to marginalisation of the groups involved.

· Capacity-building of key people from communities

Women who can speak their mind about FGM, such as ambassadors, are needed, but few women match that description at the moment. Women who would be willing anyway to do this need training; there are various options for this.  NGO staff such as GAMS (Belgium and France) can train individuals. Seminars could be organised for immigrant groups, focusing on how they can help prevent FGM by presenting the media with a factual picture that has a human face. 

It is important to instruct community members on what is involved and/or may be at stake when they give press interviews. Training may cover various subjects, for example: 1) before interviews are given, community members can request written confirmation that they will have the possibility to edit and approve articles and interviews before publication/broadcasting; 2) spokespersons can learn when and how to say no to intrusive or inappropriate questions from journalists.

It is also important to identify key people whose capacity can be built up to educate and pass on information to their fellow community members.

· Mobilising funds for CBOs

NGOs and CBOs will need funding to carry out training and interventions. They therefore need to learn how to prepare and submit project proposals (e.g., formulating proposals so that they fit in with donor priorities). NGOs and CBOs can share their experiences with one another on prospective financiers. Rainbow incorporates information sessions in its training workshops on how CBOs can link up with other organisations and manage projects. IAC African experts can give European CBOs technical assistance in learning how to write proposals. Members of the immigrant community can then use such information as an opportunity to come together in order to develop a strategy and specific proposals.

In some countries (e.g., Sweden), certain Ministries may be able to provide facilities for training community-based leaders in lobbying for funds. The EU can also be asked to recommend national governments to allocate money for funding CBOs. It is now known, for example, that the Swedish government will allocate 1 million kroner for NGOs to work on FGM and violence against women.

· Developing approaches to the mass media

Media reports that only focus on the FGM procedure itself (e.g., television films) could lead to isolation and rejection of the people involved, because the reports evoke hatred against the African community. Film makers may run risks themselves as well. A woman who made such a film was almost assassinated in Chad after an imam issued a fatwa against her.

Though caution must be taken in working with the media, they can play a useful role in education and prevention. It would therefore be wise for NGOs and CBOs to educate decision makers in the media as well as journalists. Assistance can be given to them as well, e.g., by providing them with written materials, inviting them to seminars organised for professionals and by having staff available for interviews.

Two points are important in working with the media: journalists should be fully informed about all aspects of FGM, while shocking and sensational aspects should be avoided.

C.   The role of bridge building
A wide variety of people can be involved in building bridges between: 1) affected immigrant and refugee groups within European countries; 2) affected communities and policy-makers in European countries; and 3) policy makers and communities in Europe and similar people in the immigrants’ and refugees’ countries of origin.  Potential candidates for this role include HCPs, social workers, teachers, researchers, religious and community leaders.

These persons should be both African and European, be credible for those “on both sides of the bridges” and be able to communicate easily using appropriate language. Such persons will also serve as cultural intermediaries; they play an important role in informing CBOs in Europe and the countries of origin about changes taking place regarding policy making and interventions in both regions.

Their work can be defined as taking place at four levels: 1) to help people affected by FGM; 2) to contribute to FGM prevention; 3) to help empower communities by identifying pioneers and leaders; and 4) to contribute to building consensus around the issue.

· The status and context of immigrants and refugees

All FGM intervention teams must recognise that communities are often not homogeneous groups. There are differences between immigrants from rural and urban areas, between immigrants and refugees from different ethnic groups from the same country of origin, and between immigrants and refugees. For refugees especially, a perceived lack of security can make it difficult for them to address a sensitive topic such as FGM, particularly if they fear penalties.

Cultural intermediaries, who can be identified by members of the population at large, policy makers and the affected communities, must therefore be sensitive to the status and context of immigrants and refugees. They may need assistance to help them build bridges and to learn how to promote collaboration as this is not always easy. 

Community outreach workers can identify young men and women for training and offer them support, because it can be difficult for community members to deal with FGM. For example, other community members could get suspicious when they start mentioning FGM. 

European intermediaries (and African intermediaries who work with people from other African countries and ethnic groups) will need to have knowledge about the countries of origin. It is important that national and local governments, financiers and the communities themselves help create a policy environment which is conducive to bridge building.

· The role and position of men

Among some ethnic groups, men play a direct role in FGM; in others, their role is more ambiguous. They nevertheless retain influence in their families and for this reason it is important to involve men in work against FGM.

In Sweden, for example, 80 % of the Somali community leaders are male. The Göteborg project asked the men permission to talk with women about health issues; they also talked with groups of men. The groups of men and women were subsequently brought together and the men expressed their satisfaction with the  Swedish Health Service approach. Now men from the Somali community are actively involved in the fight against FGM. This is an example of how bridge building can work.

In some communities, most immigrant and refugee men are without status and jobless. Women, on the other hand, continue performing many of their traditional domestic tasks. In such situations, the men may use what little domestic power they retain to oppress women even more. Projects should therefore not try to avoid men.

It must be recognised that awareness-raising and education can take a long time. In Senegal, one woman’s NGO began working on FGM in 1984. They first asked women what they wanted in life and what their problems were. The women themselves eventually brought up FGM, which gave the NGO the chance to begin education in some 70 villages. The educational effort was sustained for a long period; eventually, the male villagers also became convinced that FGM is an important issue to address. This work finally culminated in the Declaration of Malipunda, which opposes FGM.

D.   The role of religious and community leaders and policy makers
· Mobilising religious and community leaders

The participants acknowledged that many people falsely believe that FGM is required by Islam. Some of them stressed, however, that even when communities are aware that it is not a religious requirement, the practice may continue because it serves as a way of controlling women’s sexuality. It is therefore necessary to work with women first, before approaching religious leaders, so that they become convinced of the need to stop FGM due to its health consequences.

When asked about his opinion on FGM, the rector of the Dakar Mosque, Mr  A. Makhtar Kante, said that FGM is not an Islamic custom; Muslims encountered a practice that already existed when they arrived in some countries. Because the Prophet Mohammed was dealing with an existing practice, he said only the lightest form of FGM could be practised ("do not go too deep"). The rector said that he could not in all conscience state that the Prophet had forbidden FGM completely. On the other hand, it was pointed out that some Islamic leaders have stated strongly that Islam cannot condone FGM.

In July 1998 the IAC brought together religious leaders of high scholastic and moral standing from 15 countries (e.g., Ghana, Nigeria and the Sudan).  During their meeting in the Gambia, they found quotes from the Koran as well as hadiths that honour women and hold them in high esteem. They subsequently issued a communiqué and the Banjul Declaration in which they promised to work against FGM. The IAC is planning a similar meeting in East Africa, to which religious leaders from Africa, Jordan and Saudi Arabia will be invited.

Though the participants acknowledged that this is valuable work, they also pointed out some difficulties:

The imams who state publicly against FGM may not be members of the strongly-affected communities. One participant suggested that this could be overcome by lobbying top-level religious leaders to issue statements saying that FGM is not condoned in the Bible or Koran. They could also be asked to inform lower-level religious leaders about this fact. The religious leader from Senegal, however, noted that it would be an error to believe that Islam is as centrally organised as Catholicism. While Catholics everywhere may be aware of statements issued by the Pope, Islam is a very decentralised religion. People in Senegalese villages, for example, may not have any idea about who the official mufti in Dakar is, because Islam has only an informal hierarchy.

In Denmark and Sweden, some religious leaders condemn infibulation, but they say that people must decide themselves if they wish to carry out the sunna form of FGM (because they believe it is less severe). Their advice to their followers therefore remains very vague. It was suggested to invite an important religious leader who signed the Banjul Declaration and to organise a meeting with the leaders who are favouring sunna. Moreover, NGOs and governments could invite important religious leaders to events that are not only centred around FGM. This could give them the opportunity to speak with their colleagues in Europe within a general context (i.e. a context not specifically on FGM).

In some (new) immigrant communities, religious leaders also play a political role. Because of this, they may be reluctant or refuse to confront the community on such a sensitive issue. If community members who are against FGM were to ask them for guidance, it is very likely that they will remain vague in order to avoid conflicts and in this way they will retain their status. It could also be useful to invite high-ranking European religious leaders to the meeting the IAC wants to organise in East Africa. They could then participate in the network of religious leaders against FGM that the IAC intends to support.

It is important to work with leaders of immigrant organisations, as well as professionals from the immigrant communities. They must be treated with respect. For example, their wishes must be taken into consideration e.g. with whom they want to collaborate and the meeting places that they wish to use. It was recommended that community leaders should be provided the opportunity to meet EC officials in order to discuss FGM in the community perspective.

· Responsibilities of policy makers in relation to marginalisation

European policy makers need to create an environment that does not contribute to the (further) marginalisation of refugees and immigrants. This means that they must evaluate current social policies and statements about immigrants in this context. For example, immigration and asylum laws should be assessed as to how they affect identity and to what are the potential links with immigrants in favour of FGM. Women should be able to request political asylum on their own and not only as dependants of men. Girls should be made aware of the possibility of seeking help and refuge, e.g., through telephone helplines, social services and battered women’s shelters that are relevant to the needs of this target population.

It is the responsibility of policy makers to meet with communities; these consultations can identify important issues, which can be used as a basis for developing a policy framework that tackles the medical, economic, social and legislative aspects of FGM. Immigrant and refugee workers then will have to receive systematised information on groups that still perform FGM and on groups that provide services to deal with FGM. Advocacy towards policy makers should stress that a holistic approach is needed towards immigrants and that immigrant women have rights too. Funds should be raised in order to tackle more than one aspect of immigrant women’s lives. 

E. Networking and sharing
· Development of materials and best practices

Several NGOs, CBOs and other organisations have already prepared useful materials for IEC, training and advocacy. It would be helpful if an independent agency was granted funds to monitor materials development, create a database on available materials and facilitate exchange of materials.

Policy makers should be reminded of the fact that their governments have signed documents and conventions, some of which include sections relevant to FGM. They should ensure that these documents and instruments are widely disseminated to their staff and that governmental delegates to conferences on women’s issues have the necessary documents at their disposal.

· Dissemination of practical CBO work examples  

In some European countries, FGM-related projects have been running for quite some time (e.g., Belgium, Denmark, The Netherlands, Sweden, the United Kingdom); in others, attention is just beginning to be paid to the issue (e.g., Greece, Portugal, Spain). Funding is needed to enable CBOs and NGOs from inexperienced countries to learn from CBOs and NGOs in experienced places. Funding should also be made available by national governments to facilitate CBOs within a country to meet, and by international agencies to permit exchange of information and experience between organisations in Europe and Africa. Not only policy makers but also community groups and persons engaged in bridge building should be enabled to participate in such exchanges. The above-mentioned database could also include information on organisations with experience and expertise on offer.

F. Proposed recommendations 

We recognise that:

· it is necessary to formulate policies and interventions that are community-based and sensitive and 

      relevant to the needs of the target groups;

(    FGM should be approached within a broad holistic context that addresses the health of  

      women and female children and violence against women, young adults and children;

(    there are two sources of knowledge for action research: the community and community-based 

      organisations and academic institutions;

(    the mass media play an important role in educating and disseminating information to the general public 

      and policy makers;

(    a large variety of committed people can serve a bridge-building function for both communities and   

      higher level work on FGM and that such persons should be credible and have good communication 

      skills;

(    there is confusion about religion prescribing FGM and that religious leaders are opinion makers and 

      have an influential role;

(    both female and male African, immigrant and refugee community leaders play an important role in

      education and prevention;

(    it is important to make networks for bridge building and communities.

We recommend that the European Commission commits itself to supporting and promoting the following recommendations:

1. National and local governments should promote and establish consultation, dialogue and collaboration with non-governmental organisations (NGOs) and community-based organisations (CBOs), assist them in identifying community leaders from a gender-based perspective, and provide minsiterial capacity to train community-based leaders in mobilising resources.

2. CBOs should be enabled to carry out capacity-building of key community persons, to gain skills in project management and proposals for a holistic approach to FGM.

3. CBOs and NGOs should come together to develop a strategy and proposals for a holistic approach to FGM.

4. Action research should be done by academic institutions in close cooperation with the communities involved to determine community profiles, identify community needs and priorities and their ideas for future interventions. Such research should also investigate how identity is formed and adapted among immigrant and refugee groups and its relationship to FGM and other traditional practicers affecting the health of women and children. 

5. NGOs and CBOs should be encouraged to collaborate with academic institutions on applied research.

6. Governments should develop a policy framework that can be adapted to the local context and that promotes an environment conducive to bridge building and a holistic approach.

7. The following groups of people could serve and be trained as resource persons for bridge building: policy makers, social workers, researchers, HCPs, teachers, intercultural mediators, male and female African, immigrant and refugee community leaders.

8. Media workers should be well-informed about the facts of FGM from a human perspective and the need not to contribute to stigmatisation and marginalisation of the affected groups.

9. “The Banjul Declaration on Violence against Women from the Symposium for Religious Leaders and Medical Personnel on FGM as a Form of Violence”, organised by the IAC in the Gambia in July 1998, should be disseminated and distributed to European religious leaders and CBOs.

10. High-ranking religious leaders who signed the Banjul Declaration should be invited to consult with religious leaders in European communities.

11. Networks should be promoted and facilitated at regional, national and international levels to permit exchange of experiences and best practices.

12. An Afrcian meeting should be organised to which European representatives are invited to share experiences, inform one another about changes and share materials.

13. National governments should facilitate networking among CBOs within their own countries and provide funding for materials production.

14. Not only FGM-focused projects should be supported, but rather holistic approaches that address the lives of immigrants and refugee women as a whole.

15. The EC and EU member states should disseminate the relevant conventions and information on FGM to their staff.

16. The EC should provide funding, technical assistance and human resources to support the above-mentioned recommendations.

We strongly urge the EC to pass on these recommendations to the EU member states, the European Parliament and NGO networks and federations affiliated with the EC/EP.

The group would like to ask whether the recommendations will be presented to the communities affected, before they are implemented by the EC.

G. Plenary discussion of the proposed recommendations

The recommendations from the workshop on socio-cultural aspects and community outreach were endorsed by the participants without further comments.

4.11. WORKSHOP II: MEDICAL ASPECTS  OF FGM: GUIDELINES FOR HEALTH WORKERS, Els Leye, Patricia Claeys, International Centre for Reproductive Health 

Chairperson: Dr Olayinka Koso-Thomas, Inter-African Committee of Sierra Leone

Reporter: Lisbet Nybro, Frederikshospital Denmark

Facilitator: Patricia Claeys, International Centre for Reproductive Health, Belgium

Participants: Daniel Dominique (Belgium), Donnelly Valerie (Ireland), Grassivaro Galo Pia (Italy), Livio Marika (Italy), Momoh Comfort (UK), Golara Moneli (UK), Sariola Anna (Finland), Gichangi Peter (Kenya)

Dr Patricia Claeys introduced the background paper on medical aspects of  FGM, which was prepared by the International Centre for Reproductive Health, Ghent, Belgium. 

The following recommendations were discussed by the assembled medical experts:

· All forms of FGM should be eradicated.

· Training and sensitisation of health workers in Europe is necessary because international migration has raised the number of circumcised women in Europe. 

· Health education programmes for migrant communities are necessary to help eradicate the practice. Health care workers should discourage women from performing FGM on their daughters.

· A European code of conduct for different professional groups should be developed.  

· Medicalisation is not recommended, but it might be considered as a first step towards eradication. 

· A request for reinfibulation from a woman older than 18 years should be considered individually and with respect for the woman's decision, even if the woman and her partner were informed about the health effects of FGM.

Based on these recommendations, three main issues were debated thoroughly, namely: medicalisation, education and the issue of reinfibulation. Prior to the debate, the workshop participants concluded that the term "mutilation" should be maintained. Their main argument was that this term clearly describes the severe physical impact of the practice, in comparison to the term "female circumcision" which obscures the serious physical and psychological effects of the procedure.

A. Medicalisation

All participants strongly opposed the suggestion that medicalisation could be a first step towards eradicating FGM. The following arguments were used:

(
Africa has been fighting for more than 15 years against the practice. Medicalising the practice in Europe would be considered a form of legitimation and would cause severe damage to the work already done in Africa.

(
European health professionals argue that medicalisation could be helpful to reduce the number of complications and woman’s suffering and/or to stop the procedures being done by unskilled personnel. However, the African participants in the workshop argued that Africans hold Western health professionals and Western medicine in high esteem. Medicalising FGM in Europe would seriously hamper the sensitisation and education of Africans on abandoning this harmful traditional practice.

· Another strong argument against medicalisation was that there are no medical reasons to perform the

practice. Health professionals are therefore not allowed to perform it according to the medical ethics of their profession. European health professionals often perform it at their patients' request because they are ignorent or disrespect other cultures (cultural relativism).

B. Education, communication and counselling of health professionals

The group discussed the need to focus education and prevention campaigns towards different target groups: adolescents, refugees, men and women of the communities involved, and health professionals who work with communities with a high FGM risk degree. They felt that cultural facilitators should be involved in work with migrant communities. Furthermore, intensive education on FGM should be included in the official curricula of midwives, nurses and medical doctors and the subject should also be tackled through publications in medical journals. They proposed that a committee should be constituted to evaluate existing guidelines from New Zealand, Denmark, Italy, the NGO Rainbow, etc., as a basis for developing a framework for European guidelines, which can easily be implemented in the legislation of all European countries. 

C. Reinfibulation

The legal situation regarding reinfibulation or resuturing differs from country to country. In the UK reinfibulation is illegal, for example, while in Denmark it is legal to restitch what has already been cut. In general, the participants rejected the procedure of reinfibulation for the same reasons they rejected medicalisation. 

D. Proposed recommendations of Workshop II

· Preamble

Consultation and interaction between health care professionals and affected communities should serve as a  basis for preparing guidelines for health workers. African people must be involved in educating health care professionals.

· Proposed recommendations:

1. FGM, in any form, should not be performed under any circumstances. Medicalisation is to be rejected as it legitimises FGM and spoils the work done for many years to stop the practice, especially in Africa. It was recommended that Europe should make a strong declaration against medicalisation of FGM.

2. Intensive education for health workers i.e. doctors, midwives, nurses and others dealing with genitally mutilated women and female children, is a first priority for tackling the problems in Europe. This enables health professionals to give intensive education and adequate care to the target group.

3. Education for health professionals should be carried out at the following levels:

Primary care and local hospitals: guidelines, study days, in-service days, information in libraries. 

Academic level: curriculum (knowledge of FGM must be included in all (para)medical courses as part of the curriculum), journals and textbooks.

National level: guidelines on FGM that cover medical, social and legal aspects. All (para)medical organisations must be targeted, as well as European medical professionals working in Africa.

European level: practical courses for health care professionals.

4. We recommend sensitive media coverage of educational programmes, so as not to isolate African women.

5. In European countries with low numbers of African women, we recommend setting up referral centres run by health professionals with expertise.

6. Collaborative research and auditing of psychological and medical problems related to FGM should be undertaken throughout Europe.

7. A European network on FGM should be established.

8. African people fighting to eradicate FGM should be supported and involved in European work.

9. We propose the establishment of a committee which would examine all existing guidelines (e.g. from Rainbow, Denmark, Sweden, New Zealand, British RCOG, etc.) as a basis for developing one framework for guidelines on training and management of African women and children, adaptable for each European. 

E.  Plenary discussion (by Maria de Bruyn)

As a response to the proposed recommendations on medical aspects, it was argued that consultation and interaction between HCPs and affected communities should form the basis for preparing guidelines for health workers. African people must be involved in educating HCPs. 

It was stressed that support mechanisms for women affected by FGM should include counselling, not only for medical, but also for psychological and marital problems; family members should be included in such counselling.

This group initially advised against media coverage of the FGM issue because they feared that it would  isolate African women. However, it was recognised that the media can play a positive role, provided that careful consideration is given to the choice of media and the ways of involving them. 

Rather than focusing on the general media, for example, it could be more useful to target television programmes made specifically for immigrants. NGOs, CBOs and community groups, whose members give  interviews, can coordinate this approach by refusing to collaborate on sensationalistic reports and by stressing solidarity among people who will be interviewed. Moreover, media representatives who present the issue in a positive way can be "fostered" and encouraged so that they will continue their positive approach. 

All participants stressed the necessity of setting up referral centres in countries with few African women and added that the focus should be on positive action rather than positive discrimination - this can be important when funding is sought.

Recommending a formulation of model guidelines will be the responsibility of a group of experts who will review guidelines already being used in various countries, as well as international guidelines (e.g., for nurses and midwives). Their task would be to harmonise these documents, taking the best elements from each to prepare a model that can be presented for replication in each EU country.  

4.12. WORKSHOP III: LEGAL ASPECTS: ADVOCACY AND LEGISLATION, Annemiek Woltuis, DCI the Netherlands

Chairperson: Dr Nahid Toubia, Rainbow, US

Facilitator: Stan Meuwese, Defence for Children, the Netherlands

Reporter: Annemieke Wolthuis, Defence for Children, the Netherlands

Participants: Duarte Fátima (Portugal), Kiragu Jane Wambuii (Kenya), Stevens Liesbet (Belgium), Weil-Curiel Linda (France), Heptonstall Sonia (Switzerland), Jett-Ali Joyce (Switzerland), Barrie Mariama (SA), Ismail Ellen (Germany), Thoss-Klein Isabelle (Luxemburg), Samateh Mama (Gambia/Spain), Boom Lucenda (the Netherlands), Van Hemeldonck Marijke (Hon. M.E.P.)

Though most of the participants in the workshop on legal aspects of FGM were lawyers, their backgrounds differed, which contributed to a lively discussion. All agreed that the main aim of the workshop was to combat and prevent FGM from being practised on girls and women in Europe. FGM should always be considered within the context of violence against women and girls. A major point of discussion was how to achieve this within a juridical context.

A. International and national levels 

To provide a shared basis for the discussion, the facilitator first gave a short overview of international conventions and declarations that have inspired the fight against FGM. Human rights, women´s rights and children´s rights all prohibit harmful traditional practices such as FGM.  The following “actors” are involved in the fight against FGM in the national legislation of various European countries:

(
  physicians, nurses, midwives (and management of health centres);

· circumcisers;

· mothers, grandmothers, fathers, other family members;

· other people.

The emphasis can be put on people directly or indirectly involved in an FGM operation. The absence of a victim’s consent can be a factor that makes the procedure an aggravated offence. 

A variety of laws that can be used to address FGM cases include:

· criminal law (penal code);

· administrative law (concerning health centres and health professions);

· family law (relating to the parental role and the possibility of suspending/withdrawing parental authority and rights and placing threatened children outside the family);

· civil law (especially regarding financial compensation);

· immigration law (relating to the status of refugees and asylum seekers).  

Based on this introduction, the participants addressed the following questions:

· National legislation versus international instruments: what has our preference?

· Is there a preference for general or specific laws?

· Who should be held responsible for FGM - parents, grandparents or other family members? Who gave the order to mutilate the girl? Who should ultimately be held responsible - the persons who actually carry out and abet the procedure, men who condone it and/or the society?

· Should adult women decide themselves about the mutilation of their own bodies?

· What can be done to prevent FGM?

· What are the possibilities of compensation for the victims of FGM?

Case examples and country-specific experiences were mentioned. In France, a case was brought as early as 1982 when a Somali baby died after being mutilated. More cases have followed since, and parents and other persons were held responsible for the mutilations and were prosecuted. Some participants reacted to this by pleading that legal authorities should make decisions in the interest of the children involved (e.g., is it good for the child if a parent is imprisoned for FGM?).  

B. Legislation 

Different systems of legislation are used against FGM. Some states use general laws, while specific laws are found in Australia, Canada, Sweden and the United Kingdom. Some workshop participants preferred the use of specific laws above general laws, but the majority considered general laws to be the best choice in the fight against FGM. Although specific laws have been passed in Sweden and Australia, this has not yet led to any convicti​ons. On the other hand, some participants pointed out that specific legislation can offer advantages, e.g., criminalisation of cases in which girls are taken abroad to undergo FGM (Sweden, Canada).

C. Age

The major part of the discussion was centred on the question whether FGM should be forbidden in all its forms or whether adult women should be able to decide for themselves if they wish to undergo the procedure. It was agreed that the practice should be dealt with within a European context. Immigrants and refugees should learn about Western standards and human rights. 

The issue was nevertheless considered difficult since it raises the question to what extent individuals can decide what to do with/ to their own bodies. In Sweden even body piercing is now forbidden. In other countries such a prohibition is considered too extreme: in most countries, for example, women can decide to enlarge or reduce their breast size, and both women and men may pierce their ears, noses, genitalia and other body parts. One workshop participant therefore argued that it would be discriminatory if African women could not decide for themselves on these issues, while Western women can decide what they want to do to their bodies without any interference. It is important to treat people equally under the law. Other workshop participants nevertheless argued that the question of age is irrelevant and that bodily harm should be considered a criminal offence in all cases.

D. Education

It was unanimously agreed that people entering Europe and settling in their new countries should be educated about practices such as FGM. Authorities should also stimulate the education and training of immigration officers, police officers and others who work with immigrants and refugees.

E. Compensation

It was generally agreed that (financial) compensation should be offered to FGM victims. If it is not paid by the perpetrator(s), it should come from a state or social fund; France is already working on regulations in this field. We can also learn from experiences outside FGM, but where compensation is also relevant, e.g., compensation for victims is sometimes an important factor in the field of child sex tourism and extra-territorial legislation.

F. Other issues

Another problem was the voyage of girls back to their "home countries" in order to have them undergo FGM. In some countries, specific laws protect girls in these circumstances but, in general this aspect of FGM needs more attention. 

In relation to immigration, the participants pointed out that there is inequality between men and women regarding their social status. For example, a woman’s residence may depend upon her spouse’s status; if her relationship with the spouse changes because of FGM (e.g., divorce), the woman could lose her residence rights. Another example concerns women who come from countries where polygamy is widespread. If a second wife comes to Europe, the first wife must leave the country. To protect these women, the participants considered it necessary for women to have the right to an individual status. 

G. Recommendations 

The following are the recommendations that finally emerged from the workshop on legal aspects:

· Stimulate the implementation of existing international instruments;

· Give priority to the use of general laws above specific laws;

· Promote the use of national legislation - in particular penal law, immigration law, adminis​tra​tive law and youth care law - to combat FGM and prosecute violators;

· Stimulate training of the police, justice authorities, immigration officers, social workers and teachers about FGM;

· Encourage compensation of victims;

· Take preventive measures;

· Inform refugees and immigrants entering Europe about FGM and European policy and protect them against FGM.

H. Plenary discussion

When the above-mentioned recommendations were presented in plenary session on the last day of the meeting, the question of an 18-year age limit was again taken up. Most participants in the meeting emphasised that FGM should be prohibited for all women, regardless of their age.  Social pressure is usually so strong that it can be doubted whether women ever choose voluntarily for FGM.  If the aim is to prevent FGM from happen​ing, the practice should not be permitted at all. Participants emphasised the importance of education as a means to oppress the desire of adult women to undergo the procedure.

Concerning responsibility it was again questioned whether or not parents should be prosecuted if they cut their daughters or have them cut. The practice, however, is culturally so deep rooted that participants felt that parents cannot really be “blamed”. Others nevertheless believed that from European standpoint FGM practices and the parents who allow the practice, should always be prosecuted. 

4.13. FOLLOW-UP OF THE RECOMMENDATIONS, Dr Lieve Fransen, EU Directorate General VIII, section Health, Population and the Status of Women in Developing Countries

Dr Fransen expressed her appreciation for this expert meeting, noting that far too often violence against women and FGM remain part of women's private lives, rather than a matter for public debate. Personal testimonies are important to stimulate the public debate and she congratulated EC Commissioner Anita Gradin for her bravery in addressing this issue politically.

The EU Directorate General VIII (DGVIII), which is concerned with development assistance, intends to extend the recommendations from this DAPHNE project to the Year on the Fight against Violence Against Women, Young Adults and Children.

Two characteristics of the modern world, said Dr Fransen, have drawn the EU's attention to the subject of violence. First, despite a trend towards increasing globalisation, laws dealing with violence have predominantly remained national in scope. There is little EU-level or international legislation although we live in a very interconnected world: what happens in one country affects people in other countries. Second,          violence in general has risen and this has its influence on the refugee problem - societies are being confronted with this problem whether they like it or not.

FGM is only the tip of the "iceberg of violence", so DGVIII will deal with it through general development programmes focusing on human rights, social welfare, AIDS, etc. It is important that FGM is brought in connection with economic violence, depriving women of land and other economic resources, as well as sexual and psychological violence. In South Africa, for example, President Mandela has spoken out against rape, since research showed that rape has been the first sexual experience of many young girls. 

It will be important to motivate governments to tackle the issue. A good example is set by Burkina Faso. In 1983, 70 % of all women had undergone FGM. The President and government took a strong stand opposing it and awareness-raising campaigns were launched. By 1985, laws were passed in order to abolish the practice and this was received positively; "only" 20-30 % of women were still being mutilated. Such facts should be publicised in the context of the Year on Violence, which will be launched through an international event organised by UNDP.

4.14. FOLLOW-UP AND CONCLUSION OF THE EXPERT MEETING

Marijke van Hemeldonck, Honorary Member of the European Parliament

Ms van Hemeldonck remarked that this expert meeting was organised as part of a process. ICRH, Defence for Children International and the Royal Tropical Institute were commissioned by the DAPHNE programme to prepare a background report and an advice on possible EU policies related to FGM. The recommendations from the expert meeting will be redrafted and incorporated into a final report which all participants will receive.

The expert meeting recommendations will be taken into account for the final report on the DAPHNE FGM project. For the recommendations a complete consensus could not be reached on, the final report will provide the EC with a document, containing arguments pro and con. This is important as it can help warn the Commissioners in advance about particularly sensitive issues and potential pitfalls associated with the various measures proposed. The final FGM project report will be presented to the EU Task Force on Technical Cooperation.

Ms van Hemeldonck remarked that the time schedule for dealing with the FGM issue is quite tight. The European Commission's current composition and competence will change in June 1999; the aim is therefore to have an irreversible procedure started at the Council of Ministers before the end of May 1999 in order to guarantee the establishment of programmes dealing with violence. 

In order to achieve that goal, the EC will not wait for the DAPHNE FGM final report; parts of the report that are already finished will be used where appropriate. For example, within two weeks of this meeting, a meeting was to be held in Vienna with representatives of the judiciary, police and immigration services of (candidate) EU countries. The general recommendations from the project could be presented there, so they could decide that money from the EU STOP programme should be allocated to FGM-related projects.

As of 1 January 1999, Germany will succeed Austria in the EU presidency. The German Ministry of Justice has therefore planned a Council of Ministers in Germany on 8 March 1999, which will bring together Ministers concerned with Justice, Home Affairs and the Status of Women to discuss measures dealing with violence against women, young adults and children. The DAPHNE FGM recommendations will also be presented there for consideration.

Ms van Hemeldonck appealed to the expert meeting participants to convince the authorities in their home countries of the importance of work preparations concerning violence. If EU countries take the issue of FGM and violence seriously, this can stimulate African governments to do so as well and encourage them to apply to DGVIII for financial assistance. She further encouraged the participants to inform affected communities, NGOs and CBOs in their countries about this initiative so that they can lobby their governments to support the process.

5. FINAL RECOMMENDATIONS

It must be stressed that recommendations regarding the socio-cultural, medical and legal aspects of FGM are strongly interrelated and must be seen as an inseparable whole.

I. Recommendations on socio-cultural aspects and community outreach

We recognise that:

(
It is necessary to formulate policies and interventions which are directed towards the immigrant population and are sensitive and relevant to the situation of the target groups;

· The mass media play an important role in educating and disseminating information to the general public and policy-makers;

(
Both female and male African, immigrant and refugee community leaders play an important role in education and prevention.

Recommendations

(      National and local governments

· Promote consultation, dialogue and collaboration with NGOs and CBOs.

· Provide possibilities for NGOs and CBOs to train community-based leaders in identifying target groups, education & prevention, community outreach.

· Facilitate networking among CBOs within their countries to exchange experience and materials.

· Governments should develop a policy framework that can be adapted to the local context and that promotes a holistic approach and an environment conducive to bridge building.

(      Academic institutions

Action research should be performed by academic institutions together with persons from countries where FGM is practised, to determine community profiles, identify community needs and priorities and their ideas for future interventions. Such research should also investigate how identity is formed and adapted among immigrant and refugee groups and its relationship to FGM and other traditional practices affecting the health of women and children.

(     Religious leaders

We have to keep in mind that there is confusion about religious prescriptions concerning FGM and that religious leaders are influential opinion makers. Therefore:

· The Banjul Declaration on Violence against Women from the Symposium for Religious Leaders and Medical Personnel on FGM as a Form of Violence, organised by the IAC in the Gambia in July 1998, should be disseminated and distributed to European religious leaders and CBOs.

· High-ranking religious leaders who signed the Banjul Declaration should be invited to consult with religious leaders in European communities.

(     CBOs and NGOs

· CBOs and NGOs should network to develop a strategy and proposals for a holistic approach to FGM, adressing both the health of and violence against women, young adults and children.

· CBOs and NGOs should collaborate with academic institutions on applied research.

· CBOs and NGOs should identify and train community-based leaders in mobilising resources, project management, proposal writing, monitoring and evaluation of projects.

(     Bridge-building person
· The following groups of people could serve and be trained as resource persons for bridge building: policy makers, social workers, researchers, HCPs, teachers, intercultural mediators, male and female African, immigrant and refugee community leaders.

II. Recommendations on medical aspects

(
Medicalisation of FGM is to be rejected since it legitimises FGM and undermines the work that has been done for many years to stop the practice, especially in Africa. This means that no form of FGM should be performed under any circumstances, including reinfibulation.

(
Consultations and interaction are needed between health care professionals and members of affected            (African) communities as a prerequisite for action in the medical sphere.

(
Collaborative research and audits of psychological and medical problems related to FGM should be carried out together with affected ethnic groups throughout Europe.

(
A first priority for dealing with problems in Europe is intensive education - including members of affected ethnic groups as educators - of health workers (i.e., physicians, nurses and others) on FGM with women and children.

(
Education for health professionals should be carried out at different levels, using varied methodologies and materials:

· Local hospitals and primary care level (general practitioners and school health services): guidelines, study days, in-service training, information provision through hospital and university libraries;

· Academic level: inclusion of FGM in all curricula for medical and para-medical courses, journals, textbooks;

· National level: guidelines on the socio-cultural, medical and legal aspects of FGM for all medical and para-medical professional organisations as well as for European (para)-medical professionals working in countries where FGM is performed;

· European level: practical courses for health care professionals.

(
A European framework should be developed for training and management guidelines that can be adapted to suit individual countries. An expert group should be established to examine and harmonise existing guidelines from organisations (IAC, Rainbow, British RCOG) and countries (Australia, Canada, Denmark, The Netherlands, New Zealand, Sweden).

III. Recommendations on legal aspects

Preamble

FGM should always be considered within the context of violence against women and girls. European Union laws should be based on legally-binding international instruments related to FGM and international decision-making related to violence against women and the condition of the girl child. Every effort should be made to build policies and implement action on the basis of existing laws.

(
Prevention

· The law must provide special protection for children at risk.

· Special attention must be paid to the possibility of FGM taking place abroad; this may require attention for extra-territorial laws.

· Education and training

· Funds should be made available for training on FGM and gender sensitisation of police, justice and immigration officers.

· Resources should be made available so that immigrants and refugees can be informed and trained on the laws concerning FGM in their new country.

· In combating FGM, the whole legal system must be involved, including immigration law, child protection law, administrative law and penal law.

Administrative law
· The laws that regulate the medical profession (e.g., codes of conduct that include professional secrecy) should be amended in the case of FGM.

· Health professionals should have an obligation to report to the authorities on children who have been or are likely to be mutilated.

· No person should be allowed to perform FGM on children.

Immigration law

· Women should have individual rights to asylum and immigration apart from their husbands' status, particularly in divorce and deportation proceedings.

· Special attention should be given to gender-related difficulties faced by women in asylum procedures.

· Immigration law should take into account human rights law regarding FGM.

· The EU should take into account legal interpretations regarding FGM, also in relation to the Geneva Convention of 1951.

Penal law

· FGM is not only mutilation, but also an example of grievous bodily harm. Prosecution for performing FGM can therefore fall under any law which forbids such acts.

· Under no circumstances can the parents or representatives of a child ever give permission to perform FGM on a child.

· A general law should be preferred to a specific law. Where a specific law exists against FGM making it a criminal offence, FGM should not be permitted at any age.

(
Compensation

· Information should be made available to all parties concerned on the possibility of prosecution and/or bringing a civil suit.

· The possibility of claiming damages from the perpetrators should be disseminated.

· If there is no possibility of claiming damages directly from the perpetrators, there should be a possibility of state-funded compensation.

IV. Additional general recommendations

(
Member states of the EU should commit themselves to supporting and promoting the above mentioned recommendations by providing funds, technical assistance and human resources.

(
Training and information materials for immigrants, social workers, educators, members of the health professions, should be developed taking into account the advice of migrant women.

(
States within the EU have the responsibility to raise consciousness about legislation on FGM using the media and other relevant methods of communication. Media workers should be broadly informed about FGM facts and the need for them not to contribute to stigmatisation and marginalisation of the affected groups. They should be encouraged to report on the issue from a perspective of a violation of human rights, while respecting the privacy and dignity of individuals. FGM must be placed in the context of violence against women and children in general.

(
In the framework of ACP-EU cooperation in the field of public health, a meeting should be facilitated, preferably in Africa, with participants from both continents, to share and compare information, legislation and practice. The EU should encourage, support and assist African governments which take measures to eradicate this harmful practice.

(
The EU should support holistic approaches that address the lives of immigrant and refugee women as a whole, and situate the FGM-focused projects in this perspective.

(
The EC and the governments of the Member States will ensure that the relevant international conventions and information on FGM are familiar to all officers in charge of education, public health, child welfare, immigration and repression of violence.

(
Networks should be promoted and facilitated at the regional (European and African), national and international levels to permit exchange of experiences and best practices.

(
The EC has been strongly urged to pass on these recommendations to the EU member states, the European Parliament and NGO networks and federations affiliated with the EC/EP.
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1. DISCUSSION PAPER: MEDICAL ASPECTS OF FGM, Els Leye, Kristien Roelens, Marleen Temmerman, International Centre for Reproductive Health, Ghent, Belgium

1. Introduction

This paper gives a review of the medical complications of female genital mutilation (FGM) and a background for the main discussion points concerning ethical issues health professionals are facing, such as medicalisation of FGM and reinfibulation after delivery, as well as some recommendations concerning education of health professionals and health education for the target group. 

In preparation of the expert meeting, a questionnaire on medical aspects of FGM has been sent to gynaecology and obstetrics departments of hospitals in the major cities in each European member state. Data obtained from the questionnaire for health workers have been analysed and are included in this draft paper. However, these data are preliminary, as questionnaires still have to be received from the UK. 

Findings from the questionnaire concerning codes of conduct for health professionals are included  in this chapter. 

2. Definition (WHO, UNICEF, UNFPA) 

Female genital mutilation comprises all procedures involving partial or total removal of the external female genitalia or other injury to the female genital organs, whether for cultural or other non-therapeutic reasons. FGM procedures described above are irreversible and their effects last a lifetime (WHO, 1997).

3. Classification 

Medically unnecessary procedures on female genitalia can be classified as follows:

1. Clitoridectomy: Partial or total removal of the clitoris. 

2. Excision: removal of the clitoris and partial or total removal of the labia minora.

3. Infibulation: removal of clitoris, partial or total removal of labia minora and incisions are made in the labia majora, with stitching or narrowing of the vaginal opening (Toubia, 1995).

In a joint statement, WHO/UNICEF/UNFPA have classified the procedures somewhat different: they include a fourth category collecting all unclassified procedures of FGM, while in the first category they include excision of the prepuce only (WHO, 1997). However, even after extensive clinical experience in Sudan and after careful review of the literature, Nahid Toubia never found a single case of female circumcision in which only the skin surrounding the clitoris is removed, without damage to the clitoris itself (Toubia, 1994). She beliefs that "male like" female circumcisions are only possible in modern surgical settings, usually on adult women (Toubia, 1995).

There is considerable evidence in literature that classifying these procedures can only be done theoretically. In her article "Rethinking female circumcision", Melissa Parker states that it is likely that many females do not fall neatly into the three categories as mentioned above. A gynaecologist working in Nigeria observed considerable variation in the severity of the operation among women from the same region and ethnic group (Parker, 1995). In practice, the three forms are not clearly separated anthropologically and many groups practise intermediate forms (Asali et al., 1995). Also, the degree of mutilation depends on the skills of the performer and the struggling of the girl. 

Categorising the different types of FGM in an anatomically precise and simplified system is only a guide to help clinicians and researchers standardise their descriptions of a multitude of operations (Toubia, 1995).

4. Terminology

Terminology used for FGM procedures varies considerably, depending on region (international versus local level terminology) and ethnic group. In the international arena, the term female genital mutilation is widely used. At local level, female circumcision or referring to a woman as being "open" or "closed" are commonly used terms. In analogy of male circumcision
, the term "female circumcision" could be used to describe excision of the prepuce. However, a number of researchers argue that because the term "circumcision" is used to describe a specific male procedure, which is less invasive, the term "female circumcision" obscures the more serious physical and psychological effects of genital cutting on women. Analogous operations for men would involve the partial or complete removal of the penis rather than just removal of the foreskin (Carr, 1997).

Others use the term "ritual female genital surgery" (Asali et al., 1995; Grisaru et al., 1997), which refers to the non-therapeutic nature of the procedures and has a less emotional connotation than the phrase "female genital mutilation".

The European inquiry among health professionals on the most appropriate terminology for FGM procedures reveals that 74.3 % prefers the term female genital mutilation (see proceedings chapter 4.4). 

Other phrases suggested by respondents:

1. tribal and/or religious rituals affecting genital anatomy

2. female physical mutilation

3. community based phrase, such as ‘open’ and ‘closed’

5. Medical implications of FGM procedures

In cultures where it is an accepted norm, female genital mutilation is usually performed by traditional practitioners, including midwives and barbers (de Bruyn 1998). Many of these ‘circumcisers’ have no or limited medical training and/or knowledge of anatomy and surgical techniques. Surgical skills may also diminish with age (WHO, 1998).  Therefore, the extent of cutting or stitching may vary considerably, aggravated by the fact that the operations are performed under local or no anaesthesia and with a struggling child. This may cause inaccurate cutting and damage the neighbouring organs. Fractures of the clavicle, femur or humerus may appear due to strong pressure applied to the struggling girl.

Field research suggests that traditional practitioners often use non-sterile equipment such as razor blades, knives, and strings or wire. Even surgical instruments are not properly sterilised. To close the wounds of infibulated women, practitioners may use thorns or strings. Sometimes poultices made of herbs, coffee, mud, ash, egg white, … are used for hemostasis. The use of these materials can increase the risk of infection, cause damage to adjacent tissues from inaccurate cutting or cause other problems.

In several cultures the girls’ legs are bound together from either ankle to hip or knees to waist and she is immobilised between 10 and 40 days to allow the formation of scar tissue (Elchalal et al., 1997). This again enhances the risk of infection. 

Since many procedures take place outside medical facilities, post-operative care may be inadequate or unavailable. And even if people go and see health professionals, they might be reluctant to broach sensitive subjects and illegal acts with medical professionals.

The age at which female genital mutilation is carried out varies. Reports indicate that FGM is performed on infants a few days old, on children between 5 and 10 years of age, in adolescence and occasionally in adulthood. The younger the child is, the easier its struggling can be controlled, and hence, the more accurate the cutting can be done. If FGM is performed during infancy, it is unlikely that the girl will remember the event itself. Even if the trauma lingers deep in her subconsciousness, psychology cannot predict to what extent this traumatic memory will be linked to sexuality in her conscious mind (Toubia, N., 1995). However, a recent study by Taddio A. et al. argues that neonatal circumcision in male infants induces long-lasting changes in infant pain behaviour, meaning that circumcised male infants have a higher pain response than uncircumcised infants during routine vaccination (Taddio et al., 1997). Hence, genital cuttings in female infants could cause higher pain response levels, as the degree of genital mutilation is often much more serious than in male infants.

6. Complications

The exact incidence of morbidity and mortality associated with FGM is difficult to measure. Until now, few studies have been done on this subject. As mentioned above, only 15 to 20 percent of the complications ever come to the attention of medical personnel due to the unavailability or distance of health care, ignorance, or fear of legal retribution. Most operators take care of the complications themselves, sometimes with devastating results. Only the more serious complications are referred to the health sector (Elchalal et al., 1997). Complications requiring hospitalisation pose a significant constraint on already scarce resources.

Since many women underwent FGM as infants, they may not remember any immediate adverse effects. Complications arising during childbirth or later in life, may not be linked by women to ‘surgery’ they underwent as children. Also FGM-related complications may be considered normal and natural to women, especially among populations where FGM is nearly universal. 

The effects of female genital mutilation depend on the type performed (in general, infibulation is considered far more hazardous than other types of FGM), the expertise of the circumciser, the hygienic conditions under which the operation is conducted, the cooperation and the health of the child at the time of the operation (Koso-Thomas, 1987).

The effects of female genital mutilation may be divided into the following categories: 1) immediate; 2) intermediate; 3) late; 4) obstetric complications; 5) other gynaecological complications; 6) psychological disorders. Complications may occur in all types of FGM, but are most frequent with infibulations.

6.1. Immediate complications 

Approximately 25 percent of infibulated women suffer from one or more of the immediate complications of FGM (Elchalal et al., 1997). A study among Somali women showed that acute complications occur in 39 % percent of the procedures (Dirie et al., 1992).

· Agonising pain due to lack of anaesthesia;

· Haemorrhage: Amputation of the clitoris involves cutting across the clitoral artery, which has a strong flow and high pressure. Cutting across the internal pudendal artery can cause serious bleeding. Haemorrhage may also occur after the first week as a result of sloughing of the clot over the artery, usually because of infection. If bleeding is very severe and uncontrolled, it can result in death;

· Shock because of the sudden blood loss and/or the unexpected and agonising pain;

· Tetanus can occur due to the use of not sterilised equipment and lack of tetanus toxoïd injection;

· Trauma to the adjacent structures (the urethra, bladder, anal sphincter, vaginal walls, and Bartholin’s gland); 

· Acute urinary retention occurs nearly always because of 1) the pain and burning sensation of urine on the raw wound; 2) damage to the urethra and its surrounding tissue; 3) labial adhesion or nearly complete closure of the vaginal orifice, as in infibulation;

· Wound infection and urinary infection due to urine retention, the use of non-sterilised equipment and the application of local dressings of animal faeces and ashes. The infecting organisms may ascend through the short urethra into the bladder, and the kidneys;

· Fever and septicaemia;
· Group circumcisions using the same unclean cutting instruments are still common, and can spread HIV infection;

· Fractures of the clavicle, femur, or humerus due to strong pressure applied to the struggling girl;

· Eventually death can occur due to haemorrhagic or septic shock, tetanus and lack of availability of medical services or delay in seeking help. 

6.2. Intermediate complications

· Delay in wound healing due to infection, malnutrition and anaemia;

· Anaemia due to profuse bleeding;

· Pelvic infection: infection of the uterus and vagina ascending from the genital wound, and necrotising fasciitis;

· Irregular bleeding and vaginal discharge;

· Dysmenorrhoa due to pelvic infection, or due to the obstruction of the vaginal orifice (as in infibulation);

· Vulvar dermoid cysts and abscesses are a very frequent complication and result from the edges of incision being turned inwards and inclusion of the epithelium. Damage to the Bartholin’s duct can also lead to cysts and abscesses;

· Formation of a keloid scar because of slow and incomplete healing of the wound, and infection after the operation leading to production of excessive connective tissue in the scar;

· Dyspareunia due to the tight vaginal opening, to pelvic infection or to vaginismus. Over 70 percent of circumcised women derive no pleasure from intercourse (Arbesman M. et al, 1993). 

In case of infibulation, it may be necessary to cut the bridge of skin created by the labia majora before coitus. In one study surgery was needed in 23 percent before penetration could occur (Dirie et al., 1992). 

6.3. Late complications

Dirie and Landmark (1992) found that 37 % of Somali women reported late complications such as dermoid cysts formation and urinary problems after circumcision. Late complications are associated more often with infibulation than with clitoridectomy alone, because of the interference with the drainage of urine and menstrual blood (Toubia N. 1994).

A recent study carried out in a London teaching hospital found evidence of morbidity in 60 percent of infibulated women (Fox EF, et al., 1997).

· Haematocolpos is estimated at 2 - 3.5 percent in Sudan and Somalia (Dirie MA, Lindmark G, 1992), due to closure of the vaginal opening by the scar tissue. The menstrual blood accumulates over many months in the vagina and uterus . It appears as a bluish, bulging membrane on vaginal examination;

· Infertility because of chronic pelvic infection blocking both Fallopian tubes –undiagnosed and untreated until it is too late. Recurrent infections can also cause miscarriages;

· Formation of a rectovaginal fistula;
· Recurrent or chronic urinary tract infections due to stasis of urine in the bladder and behind the scar tissue;

· Difficulty in urinating because of damaged urethral opening or scarring over the urethral opening, or inability to completely evacuate the bladder when urinating;

· Calculus/stone formation in bladder and in the vagina because of stasis of urine coupled with urinary infection;

· Urinary incontinence as a complication of an overdistended bladder and recurrent urinary infections. Vesico-vaginal fistula result in a distressing condition of urinary incontinence, for which women are often ostracised from their community (Toubia N. 1994);

· Hypersensitivity of the entire genital area , development of a neuroma on the dorsal nerve of the clitoris;

· Anal incontinence and anal fissure due to rectal intercourse when vaginal intercourse is not possible;

· Transmission of HIV because of bleeding during unprotected intercourse and because of anal intercourse.

6.4. Obstetrical complications

Although few reliable data exist, it is likely that the risk of maternal death and stillbirth is increased, particularly in the absence of skilled health personnel and appropriate facilities.

Maternal obstetrical complications

According to the WHO, FGM doubles the risk of the mother’s death in childbirth.

· The major obstetrical problem is prolongation of the second stage of labour because of scar or soft tissue dystocia, with the attendant need for “anterior episiotomy” (defibulation);

· Perineal lacerations because of loss of natural compliance of the tissues;

· Perineal wound infections and postpartum sepsis;

· Haemorrhage, leading to shock and death because of tearing of the scar tissue;

· Vesico-vaginal or recto-vaginal fistula : obstructed labour can cause necrosis of the vaginal wall, because of the constant pressure of the baby’s head on the posterior wall of the urinary bladder and the anterior wall of the rectum;

· Difficulty in performing a good pelvic examination in infibulated women, resulting in the inability to effectively monitor the progress of labour;

· Difficulty with urinary catheterisation;
· Repetition of deinfibulation and reinfibulation: leaves extensive scarring which is often unstable (WHO, 1998);

· Unnecessary caesarean sections where doctors are not familiar with FGM. Resort to caesarean section for fear of handling the infibulation scar adds the risks of general anaesthesia and major surgery (Toubia, 1994).

Child obstetrical complications

According to the WHO, FGM increases the risk of stillbirth three to four times.

· Prolonged, obstructed labour and lack of oxygen during the second phase of labour can result in stillbirths or children with cerebral palsy;

· Increased risk of HIV transmission in infibulated women: Excessive blood loss at delivery in infibulated women might expose the child (and staff) to HIV infection.

6.5. Other gynaecological consequences

A proper bimanual and vaginal speculum examination ( including PAP smear taking, STD screening, IUD insertion, …) might be hampered by FGM.

6.6. Psychological and sexual problems

Little scientific evidence is available on the psychosexual effects of the practice. Literature review revealed the following complications:

· Sexual problems: 1) Frigidity due to dyspareunia, injuries sustained during early intercourse, pelvic infection; 2) Lack of orgasm due to the amputation of the glans clitoris. A study conducted on 651 circumcised Egyptian women showed that their sexual desire was not affected by the procedures, but the ability of achieving an orgasm was depending on the severity of the operation and the extent to which social messages inhibiting sexual expression were internalised (Karim et al., 1965); 3) Coital difficulty or inability to have vaginal intercourse at all, because of stenosis of the vagina, may effect up to 35 percent of infibulated women (Ozumba, 1992); 4) Marital conflicts.

· Psychological problems such as post-traumatic stress disorder, behavioural disturbances, psychosomatic illnesses, anxiety, nightmares, depression, psychosis, neurosis, suicide are due to the painful FGM procedures, painful menstruation afterwards, painful intercourse, recurring episodes of frigidity, formation of dermoid cysts, urine incontinence. 

A syndrome of ‘genitally focused anxiety depression’, characterised by a constant worry over the state of their genitals, intolerable dysmenorrhea and fear of infertility, has been described in Sudan among infibulated women (Toubia, 1994).

In communities where FGM has a high social value, girls and women who are not mutilated may be ostracised from their communities. 

Genital mutilated women in migrant communities may face problems concerning their sexual identity when confronted with non-mutilated Western girls and women and the strong opposition against FGM in their host country.

7. Proposals for action

7.1. Education of professionals

FGM is a problem unfamiliar to most Western physicians. Besides a lack of clinical knowledge of FGM procedures and its complications, knowledge about the underlying socio-cultural beliefs and traditions is lacking. 

For example, in many communities where FGM is traditional practice, women are reluctant to discuss sexual matters with health personnel and are shy to complain about painful intercourse or inability to consummate marriage. In Northern Sudan, women have a defibulation procedure performed immediately after marriage. This procedure is carried out by a local midwife or birth attendant  and facilitates consummation of marriage. Many Somali women living in the UK experience difficulties in obtaining such a facility (Mc Caffrey et al., 1995). 

Physiological, psychosexual and cultural aspects of FGM should be incorporated in training of health care workers working with communities who practise FGM.

Existing guidelines in European member states

Guidelines for health professionals have been developed in several European countries, especially in those countries where there is a large migrant community from FGM practising countries
. 

In our European inquiry, most European health professionals from countries with a significant migrant community of FGM practising countries had good knowledge of an existing code of conduct (see chapter 4.4. in proceedings).

In the questionnaires, health professionals were asked to provide us with the texts of protocols and guidelines regarding management of patients with FGM. The following is a review of 'codes of conduct for health professionals', forwarded to us with the questionnaires:

1. Denmark

(     The National Board of Health is working on a book “Prevention of FGM”, which includes guidelines for health professions, teachers, …

(    Frederiksberg Hospital in Frederiksberg: Somali women delivering at Frederiksberg Hospital are sent to one midwife. This midwife will gain experience, be confident and act naturally when dealing with the matter. Empathy is important. A good female interpreter is present. During counsellings, they talk about the circumcision, the long-term complications of the infibulation, a physical exam is carried out to see the extent of the infibulation, defibulation before delivery is offered, drawings are shown about the female anatomy (health education), the advantages of defibulation before delivery are explained, as well as information on anaesthesia, natural birth process, etc. The woman's decision is entered into her file record describing the midwife’s colleagues what to do. Also the issue of the unborn child is raised and what to do if it is a girl. Again the severity of the infibulation is tackled and the consequences for the child's health. According to this midwife, no Somali couple leaves her without having promised that their daughter's is not going to be infibulated. 

(     Amtssygehuset of Roskilde: Midwives are advised to use a female interpreter with African women at childbirth and pregnancy controls.

(     Sundhedsstyrelsen: edited guidelines concerning care and treatment of pregnant women who had FGM.

(     Odense Universitetshospital in Odense: Infibulated women should be reopened in order to restore normal anatomy as far as possible.

2. Sweden
(
Falu Hospital in Falun: women are informed on the Swedish legislation on FGM and on the defibulation procedures at delivery. They inform women on their refusal of "closing" women again after delivery. 

(
Sahlgrenska University Hospital in Östra: guidelines on antenatal care, gynaecological examinations, delivery and postpartum care. 

(
Karolinska Hospital in Stockholm: This hospital developed the following guidelines: 

-
never condemn a woman who has been mutilated; 

-
make sure she will not mutilate her daughter; 

-
minimal surgery to open; 

-
never reinfibulate after delivery, only make sutures necessary to stop bleeding.

(
Vâsterviks Sjukhus in Västervik: no FGM is performed and reinfibulation is not done after delivery.

( 
Kvinnokliniken in Gävle: no FGM is performed and reinfibulation is not done after delivery.

(
Skaraborgs Sjukhus in Skövde: A guideline exists explaining how to inform women, including information on the Swedish legislation.

(
Women's Clinic in the Hospital of Örnsköldsvik: guideline in this hospital is to do nothing on a woman before the age of 18.

(
Mälar Sjukhuset in Eskilstuna: no FGM is performed here, and midwives received a training on how to care for women with FGM.

(
Mother and Child Health Care - Female Genital Mutilation Project in Göteborg: This project developed extensive guidelines for medical and health care staff, applicable for health care and medical facilities in Göteborg:
· Guidelines for managing genitally mutilated women in antenatal care, a.o. reinfibulation is prohibited by law, use an interpreter, time of defibulation is decided in consultation with the woman and her partner, etc…
· Delivery guidelines for genitally mutilated women, more specific for infibulated women (guidelines at delivery, after delivery, for the maternity ward).
· Guidelines for gynaecological examination of genitally mutilated women.
· Guidelines for paediatric health care staff: preventing genital mutilation of girls.
· The role of the school health care system in dealing with female genital mutilation: medical check up in first grade, new pupils should be seen by the school nurse, special attention at repeated visitors (from FGM-prevalent areas) at the school nursery, school health care workers are required to participate in preventive actions.
· Guidelines for general practitioners: management of genitally mutilated women. 

3. United Kingdom

(
Northwick Park Hospital: This hospital developed the following guidelines on the management of infibulated (circumcised) women in labour:

· All of the women attending this hospital and who are infibulated should be channelled through the African Well Women Clinic Hospital.

· At the first clinic visit an assessment of the perineum should be made and its adequacy for vaginal examination and delivery determined. Where the introitus appears to be inadequate for proper intrapartum care, the patients should be offered the option of having a deinfibulation performed in the mid-trimester. This should be performed under spinal anaesthesia, ideally, between 20 and 28 weeks.

· If the patient declines to have this procedure performed, it should then be performed in the first stage of labour. Guidelines are issued regarding the type of anaesthesia that will be used. If the de-infibulation is not performed early in labour, a situation may arise where a patient cannot be adequately catheterised or have a foetal scalp electrode applied.

· If the patient reaches the second stage of labour and is still fully infibulated, an anterior episiotomy should be performed at delivery. Clearly, it is then at the discretion of the midwife to decide whether a posterior episiotomy is also necessary or not. The anterior episiotomy should NOT be resutured and an experienced doctor should be present for the repair.

· It is ILLEGAL, under the terms of the 1985 Prohibition of Circumcision Act, to resuture these women after delivery.

(
British Medical Association : “Guidance for doctors approached by FGM victims”:

· If a doctor is approached by a family asking for FGM to be carried out on their daughter, the doctor should remember that it is illegal in the UK and that participation by doctors in such practices is a criminal offence. Nevertheless, doctors should not adopt a culturally insensitive attitude, but consider the possibility of effective mechanisms for dealing with such requests (e.g. discussions with the Area Child Protection Committee. According to the BMA, this Committee is ideal for coordination of education, training and dealing with FGM. Doctors are unlikely to be able to initiate all of this work as individuals. A non-judgmental approach should be taken, but effective action must be taken to prevent risks to children and young people.

· Doctors should work closely with colleagues from appropriate statutory and voluntary organisations in order to obtain their advice where necessary and to develop local protocols for responding to individual cases.

· Doctors should counsel people about the detrimental effects of FGM. They could talk to parents about the health risks during the woman's pregnancy; they could educate families on the rights of children and should make sure they are aware about the child protection mechanisms and legislation in the country.

· If a doctor is confronted with a case of FGM, he or she should keep detailed medical records. It is the doctor’s duty to give the patient adequate help and support, to provide psycho-sexual, as well as appropriate gynaecological advice and he should warn the woman about special problems at childbirth.

· If doctors have reason to believe that other community or family members are at serious risk of abuse in the form of mutilation, appropriate child protection measures should be taken, whilst bearing in mind the likely attitude of parents in such circumstances. He has to keep in mind that delaying action may be fatal, since the child may be concealed within the community or sent to relatives abroad.

· All key professionals working with communities who practise FGM should receive specific training on the subject. 

(
Royal College of Midwives : “Position Paper No. 21. Female Genital Mutilation (Female Circumcision)”. The following is a review of the main guidelines
:

· Being aware, being informed: "Maternity services should take steps to become aware of local minority ethnic communities in favour of FGM, and of the special needs of these women."

· Being sensitive, not superior: "It is crucial that health professionals are not sounding disgusted or patronising when discussing FGM with women from communities which support it. (…) It is also important to be aware of the possible adverse psychosocial consequences for women and girls who have moved from a country where FGM is the norm, to one where it is illegal and generally abhorred".

· Assessing individual needs: "… You should always ask, as part of routine antenatal care to the communities concerned, if they have been circumcised. … If they have, the nature of circumcision and its physical sequelae should be assessed… Discuss with the woman any potential complications, and the possibility of referral for deinfibulation or surgery for structural abnormalities…"

· Informing and explaining: "The woman and her partner and/or family should be told of the implications of FGM for maternity care in this country… They will need to understand that FGM (and reinfibulation) is illegal in the UK, and that if they are insistent upon carrying out the practice, the social worker and health visitor must be informed that any female child may be at risk. A skilled interpreter may be required: this must not be someone familiar to the patient."

· Involving partners and families: "The involvement of the communities concerned in tackling the problem of FGM is essential, … It is important to raise men's awareness, too… Many men do not readily understand their role in perpetuating it."

· Involving and informing other care professionals: "The potential physical, social and psychological complications of FGM should be understood by everyone involved with the women's care, including the consultant obstetrician, health visitor and GP. If the baby is female, and the family supports FGM, social services should be informed about this. The woman must know who has been informed, and why."

· Providing continuing support: "Postnatal, the woman should be offered continuing support with physical and psychological complications arising from both FGM and deinfibulation…"

· Deinfibulation: "Women who have been infibulated should always have this reversed before childbirth, ideally at around 20 weeks gestation…After delivery, it must not be resutured, as this is illegal"…

· Protecting children: "Midwives must always involve child protection services where they have reason to believe a child may be at risk of female circumcision, either in this country or overseas. It is important, however, not to make minority ethnic communities feel scrutinised or persecuted. The approach should stress support to families through counselling and persuasion; … with removal of the child only as a last resort.

· Royal College of Obstetrician and Gynaecologists (RCOG): “Female Circumcision (Female Genital Mutilation)”. 

· The RCOG condemns all forms of FGM and wishes to see the cessation of the practice throughout the world.

· Reinfibulation: "The agreed definition of the word infibulation is that it is "stitching together of the labia". By definition, therefore, when an obstetrician is faced with the repair of the vulva of a woman who has delivered a baby vaginally following a previous infibulation, surgery can be performed for purposes connected with that labour or birth, but it is illegal to repair the labia intentionally in such a way that intercourse is difficult or impossible."

· Furthermore, although the law states that a surgical operation can be performed on the vulva if it is necessary for the mental health of the person, it cannot be performed if required as a matter of custom or ritual."

4. The Netherlands


(
Dutch Society of Gynaecologists and Obstetricians (NVOG): 

· The NVOG rejects all forms of female genital mutilation.

· When confronted with a request for FGM, the doctor/gynaecologist will reject this request. If not successful, the doctor/gynaecologist will contact the Commission of Experts on FGM (to be installed by the Ministry), who will help to find an acceptable solution for each individual case.

· There is no difference between mutilating and non-mutilating (punction or incision) procedures. 

(
Society of Dutch Female Doctors (VNVA)
· Doctors cannot cooperate in mutilating women and girls’ genitals. 

(
KNMG

· Doctors cannot cooperate in primary circumcision on minor women and girls. All types of circumcision are mutilating.

· More information for the health care sector for refugees should be provided.

· Providing an adequate health care for refugees has the highest priority.

· Medical Inspection for Public Health:

· "Guidelines concerning the notification of FGM in case there is an assumption of FGM and in case FGM has already been carried out". 

(
According to a nurse from the Centre for Asylumseekers in Hellevoetsluis, a “Written professional approach for nurses” exists. We did not receive more details.

(
We mailed our questionnaires to the centres for asylum seekers. According to the answers received from these centres, no guidelines exist for professionals working in this sector. 

5. Belgium
None of the Belgian respondents mentioned the existence of a code of conduct. However, one respondent provided us with the following articles from the code of medical ethics: 

"Physicians are entitled to refuse to carry out FGM in accordance with the code of medical ethics, and in particular: 

(
Art. 3: The practice of medicine is a highly humanitarian duty; it is the physicians’ task to take care, in all circumstances, of the health of individuals and of the community.

(
Art. 49: Surgeons are entitled to refuse to make any surgical decision if they consider the indication inadequate or for any other legitimate reason. (Ministère des Affaires Sociales, de la Santé Publique et de l’Environment. Cité Administrative de l’Etat)".
Questionnaire respondents indicate the existence of a code of conduct for most of the countries, although respondents to the questionnaire of the following member states did not provide us with specific texts of any protocol or guideline. 

(
Portugal and Luxembourg mentioned to have a code of conduct, but we did not receive the texts, and moreover, none of the responding health professionals had been confronted with FGM patients so far. Greek respondents did not know of any code of conduct nor had they been consulted by patients with FGM so far.

(
Spain, Finland, Austria, Ireland, Germany, France, Italy: respondents mentioned having patients with FGM, but no code of conduct existed or was not known to them.

The need for such a code of conduct is nevertheless present: 77.3 % of the respondents to the European inquiry think such guidelines for health professionals are useful. 

Conclusion: 

(
Psychological, psychosexual and cultural aspects of FGM should be incorporated  in training of health care workers working with communities where FGM is widespread.

(
Codes of conduct should be developed by the professional groups (gynaecologists and obstetrics, midwives, nurses) in each country, like in the UK

(
Health professionals should be well informed on such codes of conduct and on existing laws.

7.2. Health education of “circumcised” women and their partners

Education programmes on sexuality and reproduction, family planning, childbirth, women’s health issues should be organised for circumcised women and their partners.

In case of infibulation, education and counselling of women and couples will help to dispel myths around the need for “tightness” to enhance a husband’s sexual pleasure and to explain the risks of repeated surgery to open up the vulva for each birth, followed by closure after the birth. The antenatal period provides an ideal opportunity for health workers to promote health education on the health consequences of FGM (WHO 1998).

In the context of education, the background paper of de Bruyn (Socio-cultural aspects of female genital cutting, 1998) proposes valuable recommendations for education and prevention.

7.3. Medicalisation

WHO consistently and unequivocally advised that no form of female genital mutilation should be practised by health professionals in any setting – including hospitals or other health establishments. WHO’s position rests on the basic ethics of health care whereby unnecessary bodily mutilation cannot be condoned by health providers. Genital mutilation is harmful to girls and women and medicalisation of the procedure does not eliminate the harm to girls and women. Medicalisation is also inappropriate as it reinforces the continuation of the practice by seeming to legitimise it. 

The International Federation of Gynaecology and Obstetrics (FIGO), the International Council of Nurses, the Royal Colleges of Obstetrics and Gynaecology (RCOG) in the United Kingdom and Canada, the Council on Scientific Affairs of the American Medical Association (AMA) have published similar statements.

FGM is also condemned by the International Planned Parenthood Foundation (IPPF), UNICEF, UNFPA, UNHCR and the United Nations. The British Medical Association (BMA) and the Dutch Association of Obstetricians and Gynaecologists (NVOG) support the enforcement of the legislation outlawing FGM.

The Inter-African Committee (IAC) on Traditional Practices is the main pioneer in fighting FGM in Africa, fully agrees with WHO in prohibiting the medicalisation or para-medicalisation of all forms of female genital mutilation. 

The majority of the European health professionals are against medicalisation of FGM, only 12.3 % thinks this is a good way of avoiding complications. The following gives a review of the figures for each European member state and a review of the arguments in favour and against the medicalisation of FGM. 

A.   Summary of arguments in favour of medicalisation of FGM, given by European health professionals:

· Medicalisation of FGM is a first step towards eradication of the practice, as a temporary measure. It is preferable for the following reasons:

· To avoid procedures done by untrained personnel;

· To reduce/prevent complications (infection, haemorrhage, …);

· To reduce physical and psychological suffering.

· Because of respect for cultures: 

· Medicalisation would be an advantage for the health of women and children;

· Ethnical/traditional requirements have to be met. By medicalising the procedure functional long-term defects are prevented.

· If FGM is not medicalised, it remains illegal, and illegal practices increase morbidity and mortality. Medicalisation would give some kind of control on the procedure, it would give better results, the health of women and children could be monitored.

· Women face the possibility of being outcast if they are not “closed”. Therefore, they should be given the opportunity to choose freely. When they decide to be “closed”, it should be done in a safe way.

B.    How would this medicalised FGM procedure look like, according to the respondents?

· A symbolic prick or small incision, no anatomic harm (all other forms of FGM are a violation of human rights).

· Under local anaesthesia, in proper clinical conditions, in special clinics, by medically trained personnel.

· Without pressure on health professionals to perform the procedures.

· Specific legislation should be developed to regulate medicalisation of FGM. 

· Basic instructions, aseptic handling, haemostasis and wound care should be provided to performers of all types of FGM.

C.    Summary of arguments against medicalisation of FGM, according to European health professionals:

· It would legitimise the practice. 

· It is an unnecessary, harmful, barbaric, unacceptable and degrading practice.

· The practice should not be performed at all.

· There are no medical indications for performing FGM.

· FGM is a violation and should not be medicalised.

· It is forbidden.

· It should be eradicated.

· It is a non-ethical procedure/ “Primum non nocere”

D.    Anthology of reactions of respondents on the issue of medicalisation:
· "Medicalisation would also include serious damage to the enormous work already done by organisations in Africa."

· "FGM is a non-European tradition, and we should not promote it by medicalising the practice. Children undergoing this procedure here probably have to live in European societies as adults."

· "Because I have seen the results of psychological and physical complications in later life i.e. painful periods, pain when having sex, recurrent urinary tract infections and obstruction during childbirth, even death."

· "Medicalising FGM would be assisting a crime. It is the same problem as with death penalty."

· "The British Medical Association: Medicalisation of FGM would be legitimising it, removing any hope of its eradication. But, … there may be circumstances in which the disruption to the life of the woman, by making her essentially an outcast, would be so extreme that doctors may feel it is justified."

· "Circumcisers are too powerful: “it is normally performed by older women who are extremely powerful. Medicalisation would be ineffective as these women would ensure that the children would not be permitted to attend clinics where the FGM is done under medicalised circumstances.”

· "FGM is an intervention into human nature"

· "Medicalisation of FGM would be another form of social segregation, only wealthy people would have access to medicalised forms of FGM."

The issue of the medicalisation of the procedures is obviously an ethical question. There are positive effects of medicalising the procedure as well as negative effects (PATH, 1997): 

Positive effects
· Procedures are carried out under hygienic conditions

· Procedures are carried out under anaesthesia

· Painkillers and anti-tetanus drugs are used.

These may all reduce mortality and morbidity rates.

Negative effects

· Medicalising FGM does not address long-term FGM issues

· Medicalisation provides reasons for health providers to begin performing FGM

· Medicalisation does not discourage the traditional circumcisers to stop the practice (economic conflict).

Medicalisation could be seen as a short-term approach, which does not tackle the long-term issues of the problem. FGM is a tradition, that can only be eradicated by education and information campaigns. However, in a first step towards total eradication, a small incision or performing FGM under optimal conditions could be an option. This is mainly a discussion between a pragmatic approach of the problem and a more ideological approach.

Advocating medicalisation may backfire, as shown by the example of Djibouti (M. de Bruyn 1998)
, or it can reinforce the continuation of the practice. On the other hand, this may be less true when medicalisation is accompanied by educational programmes. 

Conclusion: We feel that arguments against medicalisation are as decisive as those in favour of medicalisation. It is recommended that at European level, a choice should be made between the more pragmatic, short-term approach (medicalisation as a first step, in combination with education programmes and sensitisation campaigns) and the long-term approach of saying no to medicalisation and aim at education and information campaigns. If medicalisation would be accepted as a first step, it should only be a possibility for women older than 18 years. For girls and children under the age of 18, all forms of FGM should be strongly opposed.

7.4. Obstetrical care: Issue of reinfibulation

Obstetricians and midwives should be trained how to take care of ‘circumcised’ women. The major obstetrical problem is prolongation of the second stage of labour because of scar tissue dystocia. 

Defibulation or “opening up”: Anterior episiotomy or deinfibulation is needed in these cases to prevent vesicovaginal and rectovaginal fistulas, as well as lacerations of the scar tissue with subsequent maternal haemorrhage. Obstructed labour caused by obstructed introitus may lead to foetal asphyxia or death. The scar, which is composed of a band of fibrous tissue, encloses the upper part of the vestibule. To release the outlet from the scar tissue, the upper part of the vestibule is incised during the second stage of labour before the episiotomy. The incision is made by introducing a finger through the introital aperture directed to the pubis. This flap of tissue anterior to the pubis is cut in the midline, over the finger with scissors until the urethral meatus is visualised. Episiotomy is also performed, if the operator thinks it is necessary, for the completion of foetal expulsion. 

The procedure of defibulation must, ideally, be performed antenatally in order to avoid acute problems at the time of delivery when oncall staff may not be familiar with the associated problems. According to the experience of the Northwick Park Hospital (Harrow, Middlesex) in the UK, who established an African Well Women Clinic to care for infibulated women, this approach has several advantages: 1) at the onset of labour the introitus is adequate for vaginal examinations and any intervention procedures necessary; 2) one is not dependent on the presence of suitably knowledgeable personnel at delivery and 3) one avoids excessive blood loss at delivery which may be important in maternal and child health (anaemia, HIV transmission, …).

The African Well Women Clinic developed guidelines on the management of infibulated pregnant women. All infibulated women should be channelled through this Clinic, with specialised staff in FGM. At the first visit an assessment of the perineum should be done to determine its adequacy for vaginal examination and delivery. Where the introitus appears to be inadequate for proper intrapartum care, the patient should be offered the option of having a deinfibulation performed in the mid-trimester. This should be performed under spinal anaesthesia, ideally between 20 and 28 weeks. If the patient declines to have this procedure performed in advance, it will be done during the first stage of labour. If the woman reaches the second stage of labour and is still fully infibulated, an anterior episiotomy should be performed.

Reinfibulation or “repair/reconstruction”: Many women demand a repair operation after giving birth because they have been strongly socialised to find an “exposed vulva” unacceptable. From a legal point of view, the argument could be made that these women are usually above the age of consent and can choose to be reinfibulated. Ethically, based on the increased health risks of infibulated women, health professionals should opt not to reinfibulate. However, the feelings of the women should not be ignored either (Toubia N. 1994). Repair of the scar tissue after delivery should be discussed with the patient beforehand. Counselling of the woman and her partner could play a major role in changing opinions on reinfibulation. 

Reinfibulation can be performed by reapproximating the cut edges of the scar tissue by interrupted sutures of absorbable suture material. 

Concerning reinfibulation, the Royal College of Obstetricians and Gynaecologists (RCOG) and the Royal College of Midwives (RCM) clarify that after childbirth, it is illegal to “repair the labia intentionally in such a way that intercourse is difficult or impossible”. However, there may be circumstances in which the disruption to the life of the woman, by making her essentially an outcast, would be so extreme that doctors may feel reinfibulation is justified. 

Conclusion: The question of reinfibulation should be handled with care. The following statement (Toubia N. 1994) is in this context interesting: “It is also necessary to standardise legislation, consent, counselling, and approval procedures for all body alteration operations. Thorough medico-legal deliberation on the issue will possibly result in the conclusion that female circumcision and reinfibulation for adult women are not illegal, but are subject to the same rigorous approval requirements as sex change operations. These prerequisites would include adequate psychological counselling, proof of sound and independent decision-making ability, and a prolonged waiting period”.

8. Conclusion and recommendation

1. FGM comprises different types of genital mutilations on girls and women and they should be eradicated.

2. Globalisation and international migration result in an increase of circumcised women in Europe. Health care workers are not familiar with the problems. Health care professionals, especially those working with communities who practise FGM, need to be sensitised and trained on the physical, psychosexual and cultural aspects and effects of FGM and the needs of genitally mutilated women.

3. Health education programmes targeted towards migrant communities should include information on sexuality, FGM, reproduction, … 

4. Codes of conduct should be developed by the professional groups (gynaecologists and obstetrics, midwives, nurses) in each country.

5. Health professionals should be well informed on such codes of conduct and on existing laws.

6. Health care workers should discourage women from performing FGM on their daughters.

7. Medicalisation is not recommended, the first aim is total eradication of all forms of FGM. However, medicalisation might be considered as a first step towards eradication. 

8. A request for reinfibulation from a woman older than 18 years, should be considered individually and with respect to the woman's decision, after careful counselling of the woman and her partner and informing the woman on the health effects of FGM.
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2. DISCUSSION PAPER: LEGAL ASPECTS OF FGM. LEGISLATION ON INTERNATIONAL AND NATIONAL LEVEL IN EUROPE, Stan Meuwese and Annemieke Wolthuis, Defence for Children International the Netherlands

1.  Introduction

A legal approach to the phenom​enon of FGM, especially the use of criminal law, shows very clearly the limitations of the jurid​ical system to combat historically and socially deeply-rooted behaviour.

The law can formulate a standard, a social norm and value, but the enforcement of such a law has very great limitations. The main difficulty is that FGM is being performed secretly and in this way it remains hidden to police investigators. And even if the police is informed about violations of the law concerning FGM, evidence will still be hard to obtain. The communities where FGM is widespread (mostly communities of refugees and asylum seekers) often remain closed to official outsiders.

In other words, the law can set a standard (which has some meaning in expressing the values of the surrounding society), but formal enforcement is almost impossible.

It also very important to realise that a penal approach of FGM will be in most cases a late reaction for something that has already taken place. One should not confide too much in the preventive power of the  penal code. It is well known that severe punishment based on a penal code is really not deterrent to people who believe that what they are doing is acceptable, justified and even requested by custom, religion and culture.

FGM is a social phenomenon, but for a legal approach a juridical definition is needed. In most penal code ‘mutilation’ or ‘bodily harm’ is used a legal term, in most cases without a more precise definition. Studies on the medical dimension of FGM have revealed a variety of descriptions. In the questionnaire used for this study four types of FGM have been identified. 

One should be very careful to be too precise in a juridical definition, because especially in penal cases every element of the definition of the criminal act should be supported by evidence. 

The penal code can formulate a moral standard, often without effective means to enforce the law. But also other legal dimensions can be taken into account: foreign law, family law, private law (financial compensation for the victim) and law regulating the medical profession.

There are two basic levels on which the legal system can operate to combat FGM:

(
the international level;

(
the national level.

The international law is providing international standards and open possibilities for interna​tional

cooperation. The international law, however, will in most cases not act in a direct way for the people

involved as victims, parents and circumcisers. International law contains an obligation for the states to

adapt, improve or correct their own legislation.

2. The international level 

There can be no doubt that at international level, in (binding) conventions and (non-binding) declarations, there is no room for a traditional practice as FGM.

The research of Jacqueline Smith (Visions and discussions on FGM in international perspective, Defence for Children Inter​national, Amsterdam 1995) contains an overview of international documents with at least three dimensions:

1. the dimension of human rights; 

2. the dimension of women’s rights;

3. the dimension of children’s rights.

2.1. The human rights dimension

The discussion on the universality of human rights - in which a rejection of the dominant western vision of human rights is hidden - is focusing on the position of the citizen in relation to the state and the position of the individual in the group. 

(
Universal Declaration on Human Rights

The Universal Declaration of Human Rights, adopted by the General Assembly of the United Nations on 10 December 1948, has five articles which together form a basis to condemn FGM: article 2 on discrimination, article 3 concerning the right to security of person, article 5 on cruel, inhuman and degrading treatment, article 12 on privacy and article 25 on the right to a minimum standard of living (including adequate health care) and protection of motherhood and childhood.

The (non binding) Declaration on Human Rights is the basis for two Covenants, the International Covenant on Civil and Political Rights and the International Covenant on Economic, Social and Cultural Rights. The preamble and the articles 1, 3 and 5 are in both covenants identical. Article 5 expresses in paragraph 2 safeguards of these covenants in relation to law, conventions, regulations and customs.

(
International Covenant on Civil and Political Rights

In this Covenant emphasis has been laid on the classic or freedom human rights. Most important articles in this perspective are: article 7 on cruel, inhuman or degrading treatment, article 17 on privacy and article 27 on the protection of minority groups.

(
International Covenant on Economic, Social and Cultural Rights

The International Covenant on Economic, Social and Cultural Rights is an international convention on social human rights. It contains provisions for all citizens to be provided by the government. The following articles are in one way or another related to FGM: article 10 on protection of children and young persons, article 12 on a healthy development of the child.

(
International Convention on the Elimination of All Forms of Discrimination

Article 5 (b) is especially important: the right to security of person and protection by the State against violence or bodily harm whether inflicted ... by any individual group or institution. 

(
Other international declarations

In a number of declarations adopted at recent UN conferences such as the Social Summit in Copenhagen (1996), the Human Rights Conference in Vienna in 1993, the Beijing Declaration (at the UN Women’s Conference in 1995) and the World Population Conference in Cairo 1996, there is a strong condemnation of FGM practises.

(
Regional international documents

Besides international declarations and conventions with a worldwide range there are also regional human rights instruments which combat traditional practices such as FGM.

Africa
For FGM the African Charter on Human and Peoples’ Rights is especially important: article 4 on the integrity of persons, article 5 on human dignity and protection against degradation of man, such as torture and cruel, inhuman or degrading treatment, article 16 on the right to health and article 18 (3) on the protection of the rights of the woman and the child.

Europe
The Council of Europe adopted the Final Report of Activities of the Group of Specialists for Combating Violence against Women (including a Plan of Action for Combating Violence Against Women, document EG-S-VL (97)1):

10.97
Few countries have specific laws, although FGM may be actionable under general assault laws. Even when there are specific laws in a country, very few cases – if any – reach the court room. This suggests that there is little enforcement. 

10.98
A number of countries saw FGM as an issue which did not concern them since it did not exist or ‘hardly’ existed in their country.

10.99
Cultural relativism often surfaces, and inaction is justified out of respect for different traditions and cultures.

10.100
France, the Netherlands (= not correct), Norway and the United Kingdom have passed specific laws outlawing FGM.

Recommendations

10.101 
FGM must be defined in law as a violation of human rights and an offence within the penal/criminal code. This statement of principle should be accom​panied by concerted attempts to communicate these principles to migrants and settled commun​ities.

2.2. The women’s rights dimension 

The most important document on women’s rights is the Convention on the Elimination of All Forms of Discrimination against Women.

Article 2 (f) demands from the States Parties:

“To take all appropriate measures, including legislation, to modify or abolish existing laws, regulations, customs and practises which constitute discrimination against women.”

2.3. The children’s rights dimension 

The UN convention on the Rights of the Child stipulates in article 24 paragraph 3:

“States Parties shall take all effective and appropriate measures with the view to abolish​ing traditional practices prejudicial to the health of children.”

This is a direct reference to the practice of FGM (without expli​citly mentioning the term).  

2.4. International statements and declarations of NGOs

(
Dakar Declaration of the Inter-African Committee on Traditional Practices, 17-21 November 1997


“the promulgation of national legislation banning these prac​tices"

· Addis Ababa Declaration of the Inter-African Committee on Traditional Practices, 10-12 September 1997


“Adopt clear and consistent national policies for the abol​ition of female genital mutilation and other harmful practices including the enactment of specific national legislation to prohibit them”.

2.5. Conclusion

The conclusion of this overview can be that FGM is a violation of most of the fundamen​tal human rights, including:

(
the right to life;

(
the right to protection against cruel, inhuman and degrad​ing treatment;

(
the right to self-determination;

(
the right to physical integrity;

(
the right to health;

(
the right to protection against discrimination.

What is more difficult to determine is who is to be considered as the violator of the human rights of the young victim: the circumciser, the parents and maybe other family members. Or is it the government and officials who are to be blamed because of their non-activity in the combat against FGM (with insufficient laws and with insufficient enforcement of existing laws)?

3.  At the national level  

National legislation combating FGM has to deal with the following “actors”:

(
doctors, nurses, midwives (and management of health centres);

(
circumcisers; 

(
mothers, grandmothers, fathers, other family members;

(
other people.

The emphasis can be laid on people directly or indirectly involved in a FGM operation. 

The consent of the victim can be a factor to make the offence an aggravated offence. However, it is also possible that it is considered irrelevant whether the victim has given her consent or not.

A variety of laws can be applicable in case of FGM. The different laws, which can be involved, are:

(
criminal law (penal code);

(
administrative law (concerning health centres and health professions);

(
family law (relating to the role of the parents and the possibility to suspend the parental authority and the placement of the threatened children away from the family);

(
civil law (especially on financial compensation);

(
migration law (relating to the status of refugees and asylum seekers).  

In the next paragraphs we will describe the legal situation in the western European countries. We will make a distinction between the EU countries and other western countries which are not a EU member. We have limited the information to Western Europe, because this study has been set up within a EU framework. Norway and Switzerland are added because these two countries have the same structure and culture as the EU countries. We have not collected information on the legal situation in eastern European countries. Information on legislation of African countries was not gathered, because that was not the goal of this study project. The main issue is what the EU and EU members can do to combat FGM, as it is practised in their own territory. 

3.1. Countries of the European Union

Austria

The Austrian Penal Code contains no specific provision on FGM. The general legislation on bodily injury (article 83 § 1 of the Strafgesetzbuch) is applicable. The maximum penalty is six months in prison. 

Because a FGM operation not only affects the physical integrity, but also causes a serious mutilation, article 85 (bodily injury with long term consequences) is applicable. This article says:


In case the procedure causes everlasting or long-term consequences, such as:

a. the loss or  serious damage of the speech, the sight, or the hearing;

b. a serious mutilation or a remarkable disfigurement; 

c. a serious suffering, illness or incapacity for work.

then the perpetrator will be punished with the confinement of six months to five years, irrespective of his nationality or religion. 

The operation is still considered a criminal offence, even if the girl or woman has given her consent (Einwilligung des Verletzen), according to paragraph 90 of the Penal Code.

Belgium

On 7 September 1995 Mrs Jacqueline Herzet, member of the Belgian Parliament, presented a draft law, which reads:  

“Every person who deliberately commits, facilitates or promotes acts of sexual mutilation, such as circumcision, excision or infibulation, will be treated equally and will receive the same penalty.” 

On 3 June 1998 the Belgian government adopted a proposal for a law protecting minors. In this proposal a prohibition of FGM was also included.

Draft article 409 reads as follows:

1. Every one who intentionally practises, facilitates or stimulates any form of mutilation of genital organs of a person of the female gender, with or without the consent of that person, will be punished with a confinement of three to five years.

An attempt will be punished with a confinement of eight days to one year.

2. In case the mutilation is carried out on a minor, the confinement will be five to ten years.

3. When the deliberate mutilation causes the death of the person without intention to do so, the confinement will be ten to fifteen years.

Denmark

According to the government information paper ‘Forebyggelse af omskæring af piger, - Oplysningsmateriale fra Sundhedsstyrelsen’, Ministry of Health, Copenhagen, October 1998 FGM is prohibited in Denmark as “grievous bodily harm”, but there is no specific law.

The Danish Penal Code par. 245, no 2, prohibits bodily harm (Straffelovens par. 245, stk.2, om legemsbeskadigelse). This is applicable for all forms of FGM, for example Sunna. Committing such a crime can be punished with imprisonment of maximum four years (for more severe conditions with imprisonment of maximum eight years). This shows that female circumcision has such a character that even the consent of a woman or girl or her parents cannot prevent it from being a criminal offence.  

Health personnel and other persons performing or assisting in female circumcision can also be prosecuted under par. 245, no 2.

It is also possible to punish persons, assisting in the circumcision of girls abroad or sending their daughters to another country for practising FGM. Danish citizens and persons who are living in Denmark, can - under the given circumstances -  be held liable, since they have assisted in breaking the law par. 245 no.2.

Doctors assisting in the practice of FGM are also acting in contradiction with the Medical Act (‘lægelovens par.6, stk.1’).

The possibility of a reinfibulation (after delivery) is not excluded. It is a doctor’s duty to give information about the health risks such as urinary tract infections.

FGM on medical indication is not formally prohibited by Danish law. Apparently, the law can be interpreted very broadly, since FGM can be acceptable within a medical context.  

Finland

FGM is considered an assault or aggravated assault, as defined in the Penal Code. No cases have been reported.

France

In the ‘Code Penal’ two new articles 222-9 and 222-10 have been added on mutilation (non-specific genital mutilation) and entered into force on 1 March 1994.

10 years in prison and/or 1 million FF fine is the maximum penalty for a mutilation or permanent damage (article 222-9).

When the victim is a child below the age of 15 years the penalty is 15 years in prison. The maximum penalty is 20 years in prison when the offence is committed by the parents or grandparents.

The fact that parents acted out of tradition, which makes them believe they have done the right thing, does not change anything about the penal qualifica​tion. The French law is applicable to everyone living on national territory.

Even without the new law approximately 10 cases have been brought to court. 

(
In March 1991 a Mali couple was sentenced to 5 suspended years in prison for allowing 6 daughters of the man’s first wife to be circumcised and the circumciser received for performing excisions on 17 children an unconditional sentence of 5 years in prison;

(
in January 1993 a Gambian woman was sentenced to 5 years in prison (of which 4 years suspended) for the genital mutilation of her two baby daughters;

(
In February 1993 two women from Mali admitted in court that they had paid another women USD 30 each to cut genital parts from their 3-year-old daughters in 1989; both were convicted to 5 years suspended sentence;

(
In May 1994 a Malian man was sentenced to 1 month in prison after his two wives (polygamy!) testified in court that he had ordered them to have their daughters excised.

These convictions are based on article 312 (about mutilation) and before the adoption of the new Penal Code this article said: 

“Quiconque aura volontairement porte des coups a un enfant age de moins quinze ans ou aura commis des violences ou voies de fait sera puni de la reclusion criminelle a temps de dix a vingt ans, s’il en est resulte une mutilation, une amputation, la privation de l´usage d´un membre ou la mort, sans que l´auteur ait eu l´intention de la donner.”  

Germany

There is no specific law on FGM (Genitalverstümmelungen) in Germany. The Penal Code (Strafgesetzbuch) article 223 prohibits ‘physical damage’ (Körperverleztung) with a maximum penalty of 3 years. It is also possible that FGM is considered as a form of ‘dangerous physical dam​age’ (gefärhliche Körperverleztung), according to article 223a, because of the use of a knife. A violation of this law can result in a maximum penalty of 5 years in prison.

Article 224 concerns ‘schwere Körperverletzung’, serious physical damage: the loss of the use of essential parts of the body. The loss of sexual capacity (‘Zeugungsfähigkeit’) is mentioned as one of the forms of serious physical damage. The minimum penalty is one year in prison, the maximum is five years in prison. When serious physical damage was inflicted ‘on purpose’ (beabsichtigt), the maximum penalty will be raised to 10 years according to article 225; the minimum penalty is 2 years in prison.

Article 226a is also important: in cases of physical damage the procedure is still illegal in spite of the consent of the victim, because the procedure is to be considered ‘contrary to good manners’ (‘Verstoß gegen die guten Sitten’).

In a recommendation, adopted by the German Parlia​ment (Bundes​tag) on 8 May 1998 (Drucksache 13/10682), emphasis was laid on information about the penal consequences of commit​ting FGM. There is no proposal for a specific law on FGM.

The penal law is considered sufficient in Germany. There are no FGM cases reported in Germany.

Greece

According to the Greek government the phenomenon of FGM does not exist in their society. Therefore,  there is no reason for establishing a special legislation. Nevertheless, in case this procedure is performed in Greece, the Penal Code includes general dispositions, especially in the articles 309, 310 and 311, where the grievous or severe bodily injury and deadly injury are punished with heavy penalties. 

Ireland

Little data was available on the situation in Ireland. There is no specific law and no cases have been reported. 

Italy

There is no specific law on FGM in Italy. FGM is punishable under article 5 of the Civil Code and under articles 582 and 583 of the Penal Code.

Anyone who practises FGM can be sentenced to 12 years. If something serious happens to the child as a consequence of the practice, the child can be taken away from the parents.

In 1997 and 1998 numerous questions have been raised in Parliament and various laws have been proposed including: sanctions against the practice, expulsions of practitioners, educational and prevention programmes. 

The possibility has been discussed to consider FGM as a special type of crime. Alternative punishment could be the expulsion of the immigrant family from the country.

Currently two cases of FGM carried out abroad have been brought to Court in Italy.

Luxembourg

According to the Luxembourg government there are no cases of FGM in Luxembourg. If by chance such customs were to be practised in Luxembourg, they would be punishable according to the penal law (Code Penal), article 392 and the following articles concerning homicide and voluntary corporal lesion.

Portugal

There is no specific law on FGM in Portugal, but article 144 of the Penal Code (Decree-Law 400/82, 29 September 1982, entered into force 1 January 1983, reviewed by Decree-Law 48/95, 15 March 1995, entered into force 1 October 1995) reads:

Anyone who hurts someone else’s body or health in such a way that:

(
that person is deprived from an important organ or limb, or disfigured seriously and permanently;

(
that person’s working capacity, intellectual or procreative capacities, possibility to use the body, the senses or the language are suppressed or affected in a serious way,

(
that person is caused a particularly painful or permanent illness or a serious or incurable psychic anomaly;

· that person’s life is endangered;
will be punished with confinement in prison from 2 to 10 years.

No FGM court cases have been reported. 

Spain

In Spain there is no specific FGM legislation. Article 147 of the Code Penal prohibits serious bodily injury (with a penalty from six months to three years).

Sweden

In Sweden a new act prohibiting the female genital mutilation of women (Lag 1982: 316, med förbud mot konsstymping av kvinnor) came into force on 1 July 1882 and was changed on 1 July 1998.

The main articles of this new law describe the acts as:


§ 1. “Operations on the external female genital organs which are designed to mutilate them or produce other permanent changes in them (genital mutila​tion) must not take place, regardless  whether consent to this operation has or has not been given.”


§2 “Anyone contravening §1 will be sent to prison for a maximum of four years.”

“If the crime has resulted in danger to life or seri​ous illness or has in some other way involved par​ticularly reckless behaviour, it is to be regarded as serious. The punishment for a serious crime is prison for a minimum of two and a maximum of ten years.

Attempts, preparations, conspiracy and failure to report crimes are treated as criminal liability in accordance with section 23 of the Penal Code.”

According to the act, all types of female genital mutilation are prohibited:  - from the moment that large parts of the genital organs are removed and the opening of the vagina is sewn up (infibulation) to the pricking of the clitoris with a sharp or pointed object. Even if the girl or woman consents, it is prohibited.

Contravention of the act on genital mutilation of women involves a prison sentence of a maximum of four years. If the crime is deemed serious, the punishment is a prison sentence of a minimum of two years and a maximum of ten. Attempts to perform genital mutilation which have failed are also punishable by law. In addition to the person performing the genital mutilation, any person/s involved in organising the procedure may also be punished. According to the change in the act that came into force 1 July 1998, it is punishable to prepare, conspire or neglect to report the crime.  

Anyone living in Sweden who helps to organise genital mutilation in another country can be punished in Sweden, if genital mutilation is prohibited in the country where it takes place (double criminality). If, on the other hand, it takes place in a country where genital mutila​tion is permitted, these persons cannot be punished in Sweden.

This law of 1998 replaces a law of 1982, the first specific anti-FGM law in Europe. 

The maximum penalty in the 1982 law was 2 years in prison or a fine. 

One court case was reported in 1984; details of this case are not available.

The Netherlands

There is no specific law in the Netherlands. According to an official statement by the Dutch government on 5 February 1993 and 16 March 1993, FGM is intolerable and unacceptable. The existing law on physical abuse (in the penal code) and unqualified practising of a medical profession (in administrative law) is  considered sufficient enough. In 1994 the Medical Inspectorate published its guidelines on how to act as a responsible person in the medical profession.

There are no cases brought to court yet.

At the moment, there is a case ‘sub judice’ in the Netherlands, in which a woman from Sierra Leone is seeking for asylum, because of the threat of FGM practices on her daughter. There is no final decision at the moment.

United Kingdom

There is a specific law on FGM in the UK: Prohibition on Female Circumcision Act, entered into force 16 July 1986. 


Article 1: “Subject to section 2 below, it shall be an offence for any person: 

a. to excise, infibulate, or otherwise the whole or any part of the labia majora or labia minora or clitoris of another person;

b. to aid, abet, counsel or procure the performance by another person of any of those acts on that person’s body.”

The maximum penalty is 5 years in prison. 

Exceptions are operations, carried out by a registered medi​cal professional, if they are necessary for the physical or mental health of the patient or if they are necessary for the deliv​ery of a baby (also to be carried out by a midwife).

“Religious beliefs or the idea that the operation is required as a matter of custom or ritual, are not being taken into account.”

The 1985 FGM Act together with the 1989 Children Act provide the legal basis to investigate suspected violations and to remove a child from her home. This may be the only way to guarantee her protection. The Children Act also empowers the courts to prohibit parents from removing their children from the UK to have an operation done elsewhere.   

3.2. Other Western European Countries (non EU)

Norway

The law of 15 December 1996, number 74, prohibiting genital mutilation (lov om forbud mot kjønnslemlestelse) entered into force 1 January 1998.

There is one case going on right now, not in the domain of the penal code, but in the domain of the foreign law. It concerns a Somalian woman who has asked asylum out of fear that her daughter will be genitally mutilated if they return to Somalia. The law is not clear on this matter, but it is very likely that the woman and the child will get a refugee status based on this ground.

Switzerland

In article 122 of the Penal Code, Switzerland has created several categories concerning the protection of the physical integrity of a person: (...)

“Anyone who intentionally has mutilated a body of another person, limbs or one of the important organs or has diminished the function of that organ or has caused a infirmity, or (...), anyone who intentionally has done serious harm to another person’s bodily integrity or physical or mental health, will be punished with a detention of 10 years or an imprisonment of from six months to five years.”

4. Conclusions

Only in a few European countries (Sweden, Norway, England) specific law exists, prohibit​ing all or some forms of FGM. 

The formulation of the law, however, does not seem to be the main problem in the enforcement of the law. Investigation and prosecution on FGM cases are more depending on the energy, expertise and political will of authorities. It also is possible that FGM practices do not occur in a certain country. In the Netherlands, for example, no NGO representatives, no key persons or officials are aware of the real existence of the practice of FGM. Sometimes there are rumours that FGM is being practised, and that parents are taking their children to another country (in Africa or in Europe) to have them circumcised. However, these are all wild guesses; no evidence of FGM practices has been found in the Netherlands. This does not mean that FGM practices do not exist, but it is impossible to prove it and to bring it in the open. And of course there are adult women living in the Netherlands who have been (and still are) FGM victims since their childhood. 

The Dutch situation can be the same in other countries. In some countries, such as the UK and France, it is clear that FGM no longer is a taboo: FGM is practised, but in most cases it will not lead to investigation and prosecution.  

In a way our judgement may sound contradictory: on the one hand FGM is not being practised in our country, but on the other hand we regard it as a criminal offence, which is committed frequently.  

On behalf of the victims we should be alert.

The law, especially the Penal Code, is setting a moral standard on what is to be considered socially (and legally) acceptable in a country. If a specific FGM law, which includes general prohibition of bodily harm and mutilation, has been created, then this should be communicated to the people involved. Information campaigns directed to refugee families, but also to professionals in the field of medical care and care for refugees can be very important in this perspective.

A general law is preferable to a specific law: the less specific elements are described in the penal code article, the easier the evidence can be produced. Mutilation is mutilation, whether or not it is of genital organs.

In case a general law on bodily injury has failed to lead to convictions, a specific law on FGM can be taken into consideration.

The consent of the victim should be considered irrelevant for the definition of the criminal act. The victim, represented or not by NGOs combating FGM, should consider to take civil action for (financial) compensation against perpetrators (circumcisers) and/or parents responsible for the operation. 

Not only a penal code is an instrument to combat FGM, but also other laws should be taken into account such as: 

(
administrative law (especially on the medical profession);

(
migration law (a possible grant for asylum in case of a FGM operation in the country of origin);

(
child protection law (removal of the child from her home in case of a possible FGM operation).
3. DISCUSSION PAPER: SOCIO-CULTURAL ASPECTS OF FEMALE GENITAL CUTTINGPRIVATE 
, Maria de Bruyn, Royal Tropical Institute, Amsterdam, The Netherlands

1. Introduction

Female genital cutting (FGC), also known as female circumcision, is increasingly considered a form of female sexual abuse.
  There is considerable evidence that it leads to long-lasting physiological and psychological damage and harm. In this sense it is also seen as a form of violence and, consequently, a denial of girls' and women's fundamental human rights [1]. This viewpoint is reflected by the widespread adoption of the term "female genital mutilation" (FGM) as recommended by UN agencies.

Nevertheless, a great number of people in areas where FGC is prevalent believe that it is a beneficial practice and continue to promote it as such. Efforts to eradicate the custom must therefore be based on an understanding of its socio-cultural background. 

This review of recent literature discusses socio-cultural aspects of FGC. It begins with information on where and how it is carried out and then examines factors that contribute to continuation of the practice: religious beliefs, health beliefs, tradition and ethnic considerations, aesthetic considerations, socio-economic factors and gender-based factors. The conclusion suggests how these factors can be incorporated into actions to fight FGC. The socio-cultural background of FGC of course varies from country to country (and even within countries); for purposes of summarisation, it has been necessary to generalise, using varied examples to illustrate the main points. 

2. Where does female genital cutting take place?

The practice of FGC has been traced back to the cultures of Pharaoh Egypt and Phoenicia, but its precise origins remain unclear. Nowadays, some forms of FGC have been observed to take place in more than 30 countries, including developing and industrialised nations. 

Until the early 1990s, few large-scale surveys had investigated the prevalence of FGC [2]. Based on the evidence available, the greatest incidence is observed in African countries, although the custom is not seen in North African countries such as Algeria, Morocco and Tunisia. Some report that FGC is not practised in Arab countries that adhere strictly to Islamic law such as Iran, Iraq, Libya, Saudi Arabia and Syria; others note that the procedure has been seen there, but has never been studied to determine its extent [3]. It is seen incidentally in other coun​tries such as India, Indonesia, Malaysia, Oman and the United Arab Emirates and has been reported among indigenous groups in Brazil, Colombia, Mexico and Peru [3-8].

As recently as the 1940s and 1950s, clitoridectomies were practised by physicians in Europe and the United States to treat hysteria, epilepsy, mental disorders, masturbation, nymphomania, melancholia and lesbianism [9-11]. European women who marry foreign men today may undergo the procedure. In England, for example, FORWARD International dealt with the case of a 25-year-old woman who underwent FGC by a midwife from the Somali community prior to marrying a Somali man [3]. The large majority of operations in industrialised countries occur among members of refugee and migrant groups.

In countries where Demographic and Health Surveys (DHS) have included data on FGC (Central African Republic, Côte d'Ivoire, Egypt, Eritrea, Mali, Sudan, Tanzania and Yemen), the percentages of women of reproductive age who have been genitally cut vary from 18 % (Tanzania) to 98 % (Djibouti) [2, 12-16]. There is variation according to ethnic group and geographic area. In Mali only 17 % of Tamachek women have undergone FGC though 94 % of all women in the country have been genitally cut, while in Tanzania 81 % of women in Arusha region and no women in Kigoma have undergone the procedure. Different types of FGC co-exist within countries as well; for example, in Tanzania 57 % of women underwent clitoridectomy, 36 % excision and 5 % infibulation.

In Sudan, the prevalence of FGC seems to have declined from 96 to 89 % between the 1978-79 and 1989-90 DHS surveys; longitudinal data are not available for other countries [7]. In the Central African Republic, a slight decline across age groups has been observed: 43 % of women aged 20-24 years have been genitally cut versus 53 % of those 45-49 years old [2].

Changes in attitudes have been signalled in a few countries. People younger than 25 years in Eritrea are more likely than adults in their 40s to believe FGC should stop [7]. Educated urban women in the DHS countries appear to oppose FGC more often than rural, less-educated women. Nevertheless, even mothers who do not favour FGC have had or intend to have at least one of their daughters genitally cut: 23 % in Egypt, 34 % in Sudan and 65 % in Mali [2]. 

FGC practices have also appeared where they did not exist before. In some cases, this appears to be related to the rise of Islamic fundamentalism (e.g., parts of southern and western Sudan). Women of fundamentalist groups in Sri Lanka, Indonesia and Malaysia began requesting extremer versions rather than the symbolic procedures which had been carried out before [4]. In Chad, women of the Sara ethnic group reported to researchers in 1993-94 that they were the first generation of their families to be genitally cut [17].

3. How is FGC carried out?

Context

The context in which FGC is carried out varies per ethnic group. In some communities, it is done for single girls alone within a purely familial setting. Somali girls undergo FGC privately in the presence of female family members and perhaps some neighbour women; the aura of secrecy, says Talle, helps make the event a distinctive social occasion [18].

Where FGC takes place in late childhood through adolescence, it may be (part of) a ritual for (groups of) girls just prior to menarche; in other places, it is part of ceremonies that initiate girls into womanhood. During such puberty rituals, the young women learn their responsibilities as future wives, mothers and community members, receiving instruction in their people's traditions and matters such as hygiene. 

The girls are accorded special favours on the day or during the initiation period (which may last up to a month). There may be preliminary consultations with diviners, dancing rituals, special songs and food to make the event a "festive occasion". The girls may have their names changed, be decorated with henna, receive scarification and/or tattoos and receive new clothes, gifts (e.g., jewellery, pottery, utensils) and money (especially important in the lower classes) [4, 17, 19-21].

Some argue that FGC is not really an initiation rite because the girls' social roles do not change considerably after the procedure [3]. Where the procedure is being carried out at ever earlier ages (without the other ceremonial aspects), FGC seems to be losing its significance as a puberty ritual. It may continue to be viewed as an initiation rite where older girls are expected to make behavioural changes showing their new adult status, such as changing the way they walk (no longer running and jumping like children) [18].

There have been incidental reports of FGC being used as a form of retribution. In Sierre Leone, members of a female secret society were reported to have forcibly cut a woman who was publicising their traditions in order to "teach her a lesson" [20].

Age

FGC may be carried out at almost any time of a woman's life: the postnatal period (including a few days after birth), childhood, adolescence and the reproductive years (after the first child in Guinea); it has also been reported among widows in Ethiopia [3, 4]. In countries with DHS data, the median age ranges from less than 2 months (Eritrea) to almost 10 years (Egypt) [7]. In many areas, the procedure is carried out between the ages of 3-12 years.

In some places, the age of the girls has been declining. In Sudan it is said that younger girls do not struggle and are easier to control during the operation; moreover, they are thought to suffer less psychological trauma [4]. Among some tribes in Ghana, girls are genitally cut at a younger age because educated girls are protesting the procedure [20]. In other cases, parents wish to avoid government interference [23]. It has also been reported that refugees have had girls genitally cut at an earlier age before seeking asylum in European countries in order to circumvent pressures against FGC. Migrant parents do the same to avoid protests from their daughters who have more access to information opposing FGC and support systems such as telephone helplines for children [3].

Renewed FGC (e.g., after delivery of a child, divorce or death of the spouse) is not practised everywhere where FGC is carried out. In some cases, it has been introduced rather recently. In Sudan, for example, older women in the early 1980s had not heard of the practice; El Dareer believes that trained midwives had been introducing it as they earned a considerable income in this way [24].

Practitioners
The persons carrying out FGC include women and (less frequently) men who have inherited the position of circumciser, traditional birth attendants, male barbers, herbalists and traditional health practitioners, members of secret (religious) societies and of certain castes or families, midwives, nurses and physicians [3, 9, 25]. WHO suggests that many traditional practitioners have limited anatomical knowledge; their surgical skills may diminish with age [16].

In Egypt, the persons who carry out FGC include midwives, barbers, doctors, trained nurses and gypsies; 80 % of women in the DHS survey were cut by traditional practitioners and 17 % by a nurse, trained midwife or physician [2, 21, 26]. In Sudan, 64 % of women were operated on by traditional circumcisers while 36 % had the procedure performed by a medical professional [2].

Among the Sara of Chad, the women who supervise FGC are usually a close relative (paternal aunt, mother, older sister); sterile women and women who have lost their husbands or children are rejected as it is thought that their bad luck could be transferred to the girls. The women who actually perform the procedure itself belong to a special group of artisans [17]. In Sierra Leone, FGC is carried out by members of female secret societies, the Bundu, who wield considerable political power [19]. Among Ghanaian tribes, the circumcisers may be herbalists, members of secret societies, traditional birth attendants and/or elderly persons (both male and female) [20].

In Europe, some private doctors and other health professionals may offer their services to migrant communities. There have been reports of physicians in the United Kingdom receiving an equivalent of $2000 for the procedure [3, 27]. Many European health workers insist that they would not carry out the procedure even if asked to do so. Others may be willing to perform certain types of FGC. In 1991, for example, the head of the gynaecology department of the Academic Hospital in Leyden, The Netherlands, said she would not genitally cut young girls, but would consider renewed FGC for adult women after childbirth or a rape [28].

By preference or because health workers refuse to help, migrants may seek out persons who will perform the procedure for them. It was reported in the USA that families will pay jointly to bring someone over from their homeland for this purpose [11]. In the early 1990s in The Netherlands, rumours circulated that Somali migrants were offering (1500 to practitioners who would carry out FGC [28]. Recognised circumcisers are also members of the migrant communities who continue their practices in Europe. There have been incidental reports of parents who have carried out the procedure, e.g., a male migrant worker from Mali who excised his daughter with a pocketknife in Paris [3].

Conditions 

In developing countries, FGC is performed in both urban and rural areas (with urban residents sometimes returning for it to their rural places of origin). El Dareer has stated that urbanisation may help spread the practice as the Fur and Nuba tribes only began carrying it out after they migrated to urban areas [24]. The sites for the procedure vary considerably; the operation may take place outside (underneath trees, in yards by houses), in homes (bathrooms), special initiation huts, or clinics and hospitals [20].  

Sometimes girls or women are sent to other regions or even other countries, e.g., where FGC has gone "underground" and is performed in secrecy because opponents have become more vocal or the government is officially forbidding it [20]. This is also the case among some migrants in Europe, who return to their place of origin or a nearby country for the procedure. 

Not uncommonly, the procedure is carried out without anaesthesia under septic conditions [7]. The instruments used to cut away tissues include knives, razor blades, pieces of glass, sharp stones or scissors; they may be non-sterile and rusty and scarcely cleaned when used to cut groups of girls at one time [24]. In Ghana a form has been identified that is practised on infants up to 8 days after birth; the circumciser nips off the clitoris using her fingernails [20]. 

Instruments such as needles and thread and thorns and catgut are used to stitch up the wounds. The girls' legs may be bound together during the healing period; the wounds are usually tended regularly and cleansed (e.g., with leaves steeped in hot water, herbal powders and pastes, rubbing alcohol, cotton soaked in oil, and even pharmaceutical products such as antibiotics) [17, 19, 20]. Intake of food and fluids may be restricted [29]. Biomedically-trained health workers may also provide injections (e.g., with antibiotics and against tetanus). 

Procedures other than cutting of the genitals are also used to diminish the sensitivity of the clitoris and to reduce sexual desire. Cauterisation (burning) has been reported as a method in Ethiopia; elsewhere corrosive substances may be introduced to cause narrowing of the vagina [3, 16]. Muslim Mamprusi in Ghana do not perform excision (although traditionalists and Christians may do so); they do apply a mixture of crushed herbs and red peppers into the vaginal orifice for about 30 minutes at a time in five-year-old girls; this procedure is repeated about thrice yearly until the girl marries [20].

Very little has been documented about the conditions under which FGC takes place in industrialised countries.

4. Contributory socio-cultural factors

Given the variation in circumstances in which FGC is carried out, there is also a wide variety of factors contributing to its maintenance and even introduction.  WHO has pointed out that both reasons and rationalisations motivate the custom at the individual level [6]. Reasons are "the true behavioural motivations for an act" - they may nevertheless be based on incorrect information. Rationalisations "are what an individual repeats to herself or himself because they are accepted wisdom". Lightfoot-Klein has given some examples of individual motivations for FGC in Africa [30]:

· "The girl does not miss it. She can still feel, after all. There is hardly any pain. Women's pain thresholds are so much higher than men's" [rationalisation]

· "All the women in the world are circumc​ised. It is something that must be done. If there is pain, then that is part of a woman's lot in life" [rationalisation]

· "Doctors do it, so it must be a good thing" [rationalisation]

· "Infibulation prevents the uterus from falling out [uterine prolapse]. It keeps her smell​ing so sweet that her husband will be pleased. If it is not done, she will stink and get worms in her vagina" [reason]

· "No man would dream of marry​ing an unclean woman. He would be laughed at by everyone" [reason]

· "A circumcised woman is sexually more pleas​ing to her husband. The tighter she is sewn, the more pleasure he has" [reason].

Often, multiple justifications are given for the custom. In Côte d'Ivoire proponents recently argued that FGC was required because [31]: 

1) it is demanded by powerful spirits 

2) it is a tradition that must be maintained 

3) the pain suffered by the girls is a necessary evil as it helps to make them strong 

4) girls remain children unless they are genitally cut 

5) uncut women will only have stillbirths since they are impure 

6) uncut women are considered pariahs by the community because they are sexually deviant

7) no man will marry an uncut woman and unmarried women have no status.

Married women in a 1997 reproductive health survey in Fayoum, Egypt (100 % genitally cut) and women in Sierra Leone (90 % genitally cut) were asked about the reasons for FGC [26, 27]. Their responses are shown in the table below:

	PRIVATE 
Women (347) in Egypt
	Women (300) in Sierra Leone

	· normal practice (56 %)

· cleanliness (32 %)

· it is good for the girl (27 %)

· religious reasons (14 %)

· husband's preference (14 %)

· beautification (14 %)

· the girl's body flourishes (5 %)

· no benefits but "it's a must"(49 %)
	· tradition (85.6 %)

· to belong to a group (35 %)

· religion (17 %)

· increase marriage chances (4 %)

· preserve virginity (3.7 %)

· hygiene (3.3 %)

· prevent promiscuity (2 %)

· enhance fertility (1 %)

· please husband (0.7 %)

· maintain good health (0.3 %


In the following section, factors affecting continuation of FGC on the social level have been broadly categorised. The emphasis placed on each type of factor varies from place to place.

Religious beliefs
It is firmly believed by many people that FGC is primarily practised within a religious - Islamic - context. The practice does seem to be more common among Muslim groups in some countries. In Côte d'Ivoire, 80 % of Muslim versus 16 % of Christian women have been genitally cut [2]; in Burkina Faso more Muslim women have also undergone FGC, some due to a belief that God does not listen to the prayers of uncut women [32]. FGC has nevertheless also been observed among Christians (e.g., Copts, Catholics and Protestants), animists and Jews (Falashas in Ethiopia) [4, 7, 17].

Debate has been ongoing among Islamic scholars regarding whether or not FGC is mandated by Islamic teaching. It is now generally conceded by many Islamic authorities that there are no authenticated Islamic texts requiring the practice. On the contrary, a publication prepared for WHO states: "...it cannot be legitimate under Islamic law, particularly since nothing that recommends it is definitely established as said by the Prophet. It is, however, established that he has said: 'Do not harm yourself or others.' This hadith is one of the basic principles of this True Religion" [33].

Local leaders of the Catholic Church generally do not seem to have opposed the practice; authorities of Protestant churches more often have rejected it together with other cultural traditions that they deemed inappropriate for Christian people.

Health beliefs 
One justification cited by advocates of FGC is that it contributes to women's cleanliness and purity. This (together with religious beliefs) was the reason most commonly given by 32 mothers in Sudan [34]; the Lo-Dagaa and Lo-Wiili in Ghana believe it keeps the vagina clean [20].

Another widespread health-related belief is that FGC may affect fertility.

Some say that FGC does not aim to lessen sexual desire; rather it enhances femininity and asserts women's indispensability as mothers of men instead of objects of male sexual desire [4]. Some ethnic groups believe that it increases fertility; women in Ghana and Nigeria have been genitally cut to cure infertility [20, 25]. Some groups (e.g., the Mossi in Burkina Faso and Bambara in Mali) believe that the clitoris may render men impotent or even kill them during intercourse.  Members of the Wala (Ghana) believe that an erect clitoris could prevent a man from having an erection, thereby preventing conception [3, 19, 20].

FGC is also thought to help prevent infant and child mortality. The Mossi (Burkina Faso), Bambara and Dogon (Mali) and some Nigerian groups believe that the presence of a clitoris may kill a child at delivery [3, 19, 35]. Some Sudanese are convinced that circumcision can help cure childhood diseases [24].

Opponents of FGC stress that the practice is harmful to health, but this view is often not supported by proponents. Mo people interviewed in Ghana stated: "All our girls, except those born outside home, go through this operation and we have no health problems"; members of the Pantera group said that health problems were just something imagined by doctors. Sisaala informants said that "there are accidents, bad doctors and irrevocable destiny in all human health matters" [20]. The DHS survey in Eritrea notes that few respondents associated self-diagnosed problems with FGC, probably because such problems are considered normal and natural, especially among groups where FGC is common [14].

Tradition and ethnic considerations
FGC may be seen as a ritual that strengthens community cohesion since it is thought to promote identification with a culture or lineage group [4]. In Ghana, elders of the Banda Kabrono ethnic group state that FGC helps girls take up responsibilities for the extended family, lineage and the community at large, thus preserving the group's survival mechanisms [20]. Sara women in Chad said that the practice guarantees inter-generational continuity and observance of tradition [17].

Girls and women who have not been genitally cut may be prohibited from various actions within their communities such as participating in funeral rites or preparing food for men and genitally cut women [3, 18, 20]. Their condition could also affect other family members. Among the Samburu in Kenya, boys with uncut older sisters may not be initiated as warriors [7]. In some Burkinabe communities, complications following FGC operations are interpreted to signify that the family involved has sinned [6]. A woman who fled from Mali to France to avoid FGC later learned that her father had divorced her mother because he "thought that only a bad mother could have given birth to such a bad girl" [36].

Bartels has speculated that FGC may be seen in some cases as a demarcation ritual: it serves as a characteristic that helps distinguish ethnic groups from one another [37]. The Kinin in Sudan, for example, originally came from Chad. They are a Muslim group but believe that FGC transgresses Islamic prescriptions; other ethnic groups avoid them "because they are not circumcised", emphasising that they are inferior. In other cases, when an uncut woman from one ethnic group marries into another that practices FGC, she may be pressured by her female in-laws to undergo the procedure so that it becomes obvious she has joined the new ethnic group [38].

Opposition to FGC may further be seen as "Western" or "imperialistic" so that especially first- and second-generation members of migrant communities might maintain it as a way of preserving their culture against such outside influences [7]. This is because immigrants to industrialised countries may adhere even more strictly to their original culture's norms than their compatriots at home. Two comments from the USA illustrate this view [11]:

· "I think some people leave some traditions behind, but some traditions are stronger than others. This is one that's very strong. The community here sees explicit sex on television, they hear a lot of alien things, and so it becomes more urgent for mothers to do this to their daughters so the girls don't fall into loose groups. They think if they don't follow the tradition, they don't know what will happen." (Somali paediatrician)

· "In this country you see a lot of young women unmarried, pregnant. Maybe if American girls were circumcised, this wouldn't happen. When I was growing up, a girl had to stay within the family. She could be home no later than five or six in the afternoon. But in this country there are no rules. When you circumcise a woman, they're less active sexually and more interested in their schoolwork." (Ethiopian taxi driver)

Such reinforced resolve to carry out FGC undoubtedly also occurs among migrants in Europe who feel that European society is attempting to oppress their culture. The social pressures surrounding FGC may be so great that girls and women request the operation or even try to do it themselves. Adult women may undergo the procedure themselves to avoid rejection and belittlement; they believe that they are helping rather than harming their daughters, since the procedure will protect them against shame, rejection and isolation [3, 9, 32, 36, 39].

Aesthetic considerations
Sylla places the defence of FGC in another broad context: modernisation in some African countries, such as Senegal, has been paralleled by a new African sense of aesthetics, in which women more often beautify themselves through traditional measures (clothing, ornamentation, scarification and tattooing, teeth filling) [19]. FGC then forms part of this overall aesthetic revival.

Parker has noted that opposition to FGC by people from industrialised countries has been influenced by changes in views on sexuality: the "sexual revolution" of the 1970s and 1980s led to a shift of emphasis from the vagina to the clitoris in discussing women's sexual pleasure [39]. Some African and Western women have pointed to a certain degree of "hypocrisy" or "racism" that underlies such opposition to FGC. They say that, in order to increase their sexual desirability, women in industrialised countries also undergo medically unnecessary procedures and engage in practices that can lead to health hazards (cosmetic surgery, breast implants, excessive dieting, wearing high-heeled shoes); consequently, they have no right to impose their views concerning FGC [9, 40]. 

Socio-economic factors
FGC is a prerequisite for marriage eligibility in many areas [3, 24]. Where women are largely dependent on men, economic necessity can be a major determinant of their willingness to undergo the procedure. FGC may further affect a woman's access to resources; in some African countries, uncut women are considered illegitimate and ineligible to inherit money, cattle or land [4].

DHS data show that women with higher educational levels and their own income are less likely than others to have undergone FGC or to have their daughters genitally cut [2, 7, 12-15]. In Egypt, it is less likely that women are genitally cut if either of their parents or their husbands have a higher education [41]. In Sierre Leone, on the other hand, elders have defended the practice as a "social leveller" that makes all women equal, regardless of their socio-economic status, education or religious background [4].

The economic disadvantages of FGC often go unrecognised by families and the communities where it is practised, e.g., medical attention for complications (including surgery) that impose extra expenses on the household [4]. Some expenses are difficult to enumerate, such as loss of productivity and days of work lost by women suffering complications and sequelae of the procedure [19]. One study in an Egyptian hospital showed that 1967 hospital days were used in one year for treating conditions related to FGC [23]; perhaps communities should be made more aware of such statistics.

Many persons who perform FGC are midwives and women of middle or older age who gain considerable access to resources (money, gifts, food, livestock, a loan of labour) and status as upholders of tradition [4, 25]. They are compensated not only for carrying out FGC, but may be paid for opening up young women to permit intercourse when they marry (if the husband does not succeed in penetration). Some women have left lower-paid jobs such as teaching or civil service to devote more time to FGC as it provides a better income [4]. In Chad, Sara women who supervise the initiation ceremonies involving FGC are entitled to a portion of the brideprice paid for girls they have genitally cut [17]. 

Given the afore-mentioned considerations, older women in patrilineal households not uncommonly are avid defenders of FGC. As the women age, they gain more power and status within the family and see it as their duty to support the status quo [3, 4]. 

Social change can also lead to propagation of the practice; an example is provided by the Balante people in Senegal [37]. In recent decades, Balante women made significant socio-economic gains and the power relationships between the sexes began changing in their favour. The initiation rites for young men ceased and inter-generational contacts subsequently diminished; moreover, preference began to be given to matrilinear ties. The women, who came to play an important role concerning marriage, assumed ritual tasks previously carried out by men and introduced new rites: initiation of girls and FGC. Through the latter rite, the women further assumed responsibility for maintaining contact with the ancestors, one reason that Balante men oppose the practice since it expresses the women's new social power.

A second example comes from Sudan [37]. Women in the rural and poor urban areas contribute to the family income through their work so that divorce is not an easy option - it would entail economic loss for the family. Women of the urban bourgeoisie, on the other hand, have become more dependent on their husbands and fear divorce. By undergoing renewed FGC after childbirth, they reaffirm their worth as wives and mothers, thereby hoping to maintain their social position.

Gender-related factors
Gender-based ideas, related to concepts and norms regarding "proper" womanhood, femininity and female sexuality, play a major role in the propagation of FGC. Some authors characterise FGC as a rite of passage, in which a girl accepts her female identity and is prepared for later marriage; others state that it is a demarcation ritual in which a distinction is made between gender-ambiguous children and adults and/or between males and females [5, 37]. 

Among the Dogon and Bambara ethnic groups in Mali, it is believed that people possess both male and female souls at birth; the boy's female soul is in the prepuce and the girl's male soul in the clitoris. An evil spirit resides in the prepuce and clitoris that prevents his hosts from uniting with members of the opposite sex and entering adulthood. Neither child is completely male or female until he/she has been genitally cut [25]. 

Among the Sara in Chad, it is believed that people are born with a childlike spirit or soul and a mature adult spirit. During adolescence the first must be expelled and the second drawn out; the death of the child and development of the adult is achieved through rites that teach initiates to endure pain and physical deprivation with dignity and adult character [17]. In Somalia, it is thought that the human body has soft female (e.g., blood, muscles, skin) and hard male (e.g., bone, teeth) components; through FGC, hard parts are removed from the girls [42]. 

In Ghana, some groups believe it is an important part of the ritual marking the physical and psychological transition from childhood to womanhood [21]. Among numerous ethnic groups, FGC is also felt to enhance female beauty (making the body smooth, pure, clean) and to prevent undue growth of the genitals whereby women could come to resemble men [3].

In many countries, honour is a crucial component of a person's social identity. A boy's honour is related to concepts such as morality, courage, religiosity and hospitality; a girl's honour additionally is characterised by premarital chastity and marital fidelity [5]. This difference is important because in some societies it is interpreted to mean that a man might regain honour if it is lost; if a woman loses honour in relation to sexuality, it cannot be recuperated. In other societies, the idea of "recuperating" or "renewing" virginity is accepted; in Sudan, for example, renewed FGC is seen as a modality for this [34].

Such norms contribute to the immense value placed on female virginity and control of female sexual desire and practice; this is expressed through making virginity a prerequisite for marriage eligibility and/or payment of bride price. Women of some groups refer to FGC when speaking of a girl's honour. In Somalia, disputes between girls may be ended when they challenge one another to compare their genitals; the girl with the most tightly sewn vagina is considered to be of higher moral standing [18]. 

It is often in this context of honour that FGC is defended: it is assumed to reduce women's sexual desire and lessen temptations to have extramarital sex (thus also reducing chances of children being born outside the patriarchal lineage) [3, 4, 19]. In one community of Burkina Faso, for example, young women are genitally cut just before they marry in order to symbolise the passage from their lives of (sexual) liberty to their lives as faithful wives [32]. It has nevertheless been noted that FGC may affect a woman's capacity to enjoy sex, but not her sexual desire or sexual activity. Data from DHS surveys in two countries with a high prevalence of FGC indicate that women nevertheless engage in non-marital sexual relationships [13, 14]:

· In Eritrea, where 95 % of women have undergone FGC, about 10 % of women aged 35-39 years have occasional sexual partners; overall, rural and urban areas show a similar level of non-marital female sexual relations: 3 %.

· In Mali, with a 94 % prevalence of FGC, 17 % of never-married women admitted to sexual activity in the month preceding the DHS survey while 44 % had had sexual relations at some time in the past.

Research in Kenya has shown that one reason for a decline in FGC is people's realisation that it indeed has no effect on girls' behaviour [23]. 

An alternative explanation regarding the relation of FGC to sexuality is offered by Sylla [19]. Sexual sensitivity is not entirely eliminated; rather the goal is to mark passage from a state of solitary and sterile sexuality to a state of sexuality that serves society through an emphasis on procreation. 

Within the context of marriage, male sexual satisfaction is seen as paramount; many women (and some men) say that FGC enhances a husband's sexual enjoyment. This reason was mentioned most frequently among a small sample of secondary school teachers who had undergone reinfibulation in Sudan [34].

It might be speculated that fears of girls being sexually tempted have increased in recent years with an increase in the availability of "Western" influences through film, advertising and television. Al-Ebraheem notes that there are more than 30 television stations in the Arab countries that transmit programmes including scenes of sexuality [43].

It must nevertheless be noted that FGC could indirectly lead to breakup of marriages. A Sudanese study showed that genitally cut women were almost twice as likely to have lower fertility than other women and more than twice as likely to be divorced [7].

The role of men is important. In Kenya some fathers make the final decision about FGC for their daughters; as one man put it: "[My daughter] has no choice. I decide. Her viewpoint is not important" [44]. On the other hand, it is not uncommon for men to say that FGC is a female matter with which they are not concerned [4]. Recent research in Kenya also showed that men are ambivalent about FGC. Many respondents said that genitally cut girls are better mannered, docile and make better wives; however, they also often personally preferred marriage to an uncut girl.

Many people believe that most men concerned prefer FGC to be done for their wives. Several respondents in a study by El Dareer in Sudan (including genitally cut women and midwives) stated that husbands insist on renewed FGC after childbirth [25]. One woman said she could deduce this from her husband's behaviour: "I used to have recircumcision. I had it seven times after each delivery. Once, after one delivery, I did not have it done, thinking that the opening was not too much. I noticed a change in my husband's behaviour. He did not talk to me as usual and was increasingly absent from the house. He was always depressed and angry, even with the children....I went to the midwife to be recircumcised. My husband's behaviour then changed dramatically. He bought me new clothes, gave me more money for household expenses and stayed at home most of the time." 

On the other hand, of 300 Sudanese men who each had one genitally cut wife and one or more who were not, 266 preferred the uncut wives for sex; 60 said they had married an uncut woman because of difficulties during sex with the woman who had undergone FGC [7]. In Eritrea, men are slightly more likely than women to favour abandonment of the practice (41.5 % vs 38.4 %); those who oppose it mention more often than women the medical complications (75 % vs 37 %) and lack of sexual enjoyment (28 % vs 11 %) [14]. In southern Chad, 63 % of men had an unfavourable opinion about FGC while 68.5 % of women supported it [17]. In Ghana, about 90 % of all educated men younger than 30 years and 40 % of those aged 30-45 years said in interviews that the custom should be stopped while 40% of the latter group believed it should be modified to make it more modern [20].

5. Consequences for action
Action regarding FGC can take various forms. Some advocate "medicalising" the procedure (i.e., having only physicians carry it out). Such policies may backfire, however. In Djibouti, official policy was to promote less radical forms of FGC performed in clinics as a first step towards eradicating the practice altogether. Grandm​others complained that the procedure was incomplete and thereafter had the girls reinfibulated [3].

Others favour lessening its severity or "pretending" to carry out the procedure, i.e., perhaps making a small harmless cut that bleeds profusely and/or holding a feast for outsiders without actually performing FGC [35, 45]. Though such action may diminish the harmful physiological consequences, it could reinforce condonation of the practice.

Another group believes that, although FGC is a harmful practice, it will eventually be eliminated through a "natural" process of change that cannot be hastened [46]. Given the reemergence and reinforcement of the practice in various places, this strategy does not seem feasible. Moreover, changes in health practices can be accelerated through targeted health promotion, evidenced, for example, by the growing acceptance of male and female condom use through social marketing and HIV/AIDS campaigns.

In the European Union there is a growing consensus that FGC constitutes a violation of children's and women's rights that must be opposed. The best way to achieve this must still be decided; many are calling for legislation that will make FGC a punishable offence. Others believe that it should furthermore constitute a legitimate basis for granting asylum seekers refugee status [47]. WHO stresses: "Laws should be seen as protective rather than punitive and should be designed to prevent harm to children. This aspect should be emphasised at community level so that the law comes to be seen as providing protection and support to the individual" [29].

It has become obvious that only enacting or enforcing legislation will not stop the practice. Laws concerning FGC have been passed and/or enforced in several countries (Sudan in 1946, Kenya in 1982, Sweden in 1982, France in 1984, England in 1985, Côte d'Ivoire in 1998), but the practice continues, sometimes in secret [1, 4, 10, 48]. Egypt's highest administrative court ruled in December 1997 that FGC is illegal "even if the girl or her parents agree to it"; offenders may receive 3 years' imprisonment. Nevertheless, in July 1998, a 12-year-old girl bled to death following the procedure in a private Cairo hospital [49]. Programmes in Europe to combat FGC should therefore also take into account contributory socio-cultural factors insofar as possible. 

Religious and health beliefs
One problem encountered is that some parents and practitioners of FGC are accused of a crime although they believe that they are doing something culturally valuable and religiously appropriate. For this reason the term "genital mutilation" may be rejected by members of the target groups; it has the connotation of inflicting harm while those who practise FGC actually see it as a positive act. WHO therefore recommends that the language used to discuss FGC at the community level be chosen carefully, using local terminology where possible and appropriate. For health workers in Europe who treat genitally cut women, it is also important that they use culturally acceptable terms, e.g., describing the vulva as "open" or "closed" [29].

Culturally-sensitive actions to eliminate FGC must address both the rationalisations and reasons given for it, taking into account that these will differ among groups. As WHO has remarked [6]: 

"providing information that addresses rationalisation will not bring about behavioural change unless the true reasons are dealt with. For example, rationalisation that female genital mutilation is 'clean' and 'healthy' can be countered by facts about complications that prove the opposite. However, if the family's real reason is fear that relatives and neighbours will think a girl is immoral or not a virgin unless she undergoes the procedure, addressing this underlying concern is the only way behavioural change can be achieved."

Religious groups can play a role in addressing both reasons and rationalisations; support for such groups is necessary both in Europe and the countries of origin. The Care of Girls Committee of the Coptic Church in Egypt has commissioned the production of materials addressing FGC (plays, picture books, posters, audio-tapes, slide shows) that are used for group meetings and home visits in villages where families can discuss the social pressures exerted to keep the tradition in place [3]. This has been reported to result in parents deciding not to have their daughters genitally cut.

Members of the Inter-African Committee on Traditional Practices affecting the Health of Women and Children (IAC) are engaged in village outreach work that addresses the multiple reasons given for FGC. They use dolls, anatomical models, flannelgraphs and slides to show people that the female genitalia have a purpose [40, 50]. They challenge local Islamic leaders to provide evidence that the Koran demands FGC; when they are unable to do so, IAC asks them to help explain that the practice is not an Islamic requirement. This has led to some success. In one area, women from 74 villages were trained as educators in 1986; an evaluation in 1988 showed that no girls had been subsequently been genitally cut in 10 of the villages.

Tradition and ethnic considerations
In those cases where people believe that FGC is important as a ritual to mark a young girl's assumption of female identity, other rites of passage or rituals to mark puberty might be promoted. Projects among migrant and refugee groups in Europe can learn lessons in this regard from actions taken in countries of origin. A female teacher in Ghana provided a compelling argument for this: "I wish we can find something else to replace excision rituals. You know, you may go to a college and come back to your people, feeling very superior, but on certain occasions, you feel lost; you don't feel as if you are one of your own people. When you are young it doesn't matter, but the older you get, the more you see clearly what you are lacking when you are among your people. We have to stop excision practices, but being aware of what is happening to school girls in our school, I am even afraid for my own children" [20].

The Kenyan women's organisation Mandaleo Ya Wanawake (MYWO) has developed and promoted alternative coming-of-age ceremonies for girls, with the aim of abandoning harmful aspects of initiation rituals (FGC), but maintaining the culturally meaningful aspects (family life education, honouring of girls, celebratory elements) [44, 51]. Community leaders explain the health effects of FGC to women using an anatomical model; in one case, two women responded: "Why didn't you tell us this sooner?" and "How could you know this and not tell us?" That such information may help persuade women of the detrimental effects is supported by observations in Chad; 22 % of surveyed women opposed to the practice cited health concerns as the reason [17]. 

The first alternative ceremony in Kenya took place in August 1997 for 30 girls aged 12-24 years and about 400 other celebrants. After attending a week-long workshop on family life education, the girls (and their mothers) danced and performed songs with a "circumcision through education" theme. A representative of the District Commissioner's office presented the girls with gifts and spoke of the need to eliminate FGC.

In Uganda, the Sabiny Elders Association, a council of clan leaders, was formed in 1992 "to identify those [traditions] which are values for retaining, improve those which required improvement, so that they are consistent with modern life" [52, 53]. With support from UNFPA, the elders have educated people about the dangers of FGC and instituted a symbolic ritual that declares girls to be women. Some parents also give gifts to their daughters to initiate them into womanhood. In sub-counties where the mobilisation and sensitisation campaign was most intensive, the FGC rate declined by as much as 36.9-87.9 %.

Oware Knudsen has proposed the celebration of National Cultural Festivals for Girls during which parents, lineage and extended family members honour young women who show their skills and participate in games and sports. In Nigeria, it has been proposed to declare 1 November "national female genital mutilation day" [54]; materials developed for campaigns there could be adopted by European migrant groups for dissemination through parallel activities.

Attention needs to be paid to differences in ethnic communities, particularly regarding the arguments that will be used to counter FGC. In some cases, it might be feasible or more productive to address members of different communities at one time. Somali immigrants who belong to different clans, for example, may not be able to collaborate in health sessions due to underlying conflicts. In such cases, it might be better to address several ethnic groups together, e.g., through Refugee Councils [3].

Gender-based factors
Since the International Conference on Population and Development (Cairo 1994) and the 4th UN World Conference on Women (Beijing 1995), greater emphasis has been placed on ensuring women's reproductive and human rights. In this context, Amnesty International has included the elimination of FGC within its mandate [1]. Gender-based health promotion programmes could therefore link the abolishment of FGC with ensuring respect for girls' and women's rights. Collaborative policy work between migrant groups and organisations focused on such programmes could be useful, especially if reference can be to opinion leaders with influence in the migrant communities and countries of origin. 

PRIVATE 
"[Excision] shows an attempt to confer an inferior status on women by branding them with this mark which diminishes them and is a constant reminder to them that they are only women, inferior to men, that they do not even have any rights over their own bodies or fulfilment either bodily or personal....we can only see excision as a measure of inferiorisation." Thomas Sankara, ex-President, Burkina Faso
1
Toubia reiterates that family and peer pressure may be a very important determinant of girls' willingness to undergo the procedure [9]. Uncut girls and women may suffer teasing at best and humiliation and rejection at worst. Among some Arabs, the phrase "son of an uncircumcised woman" is considered a strong form of ridicule [4]. Toubia therefore recommends that work be done on changing the social norms that support the practice, e.g., by finding authority figures who disapprove of FGC whom young people would be happy to emulate. Parents must also be prepared to defend their children and deal with their fear of being found different.

Dorkenoo remarks that an important component of group or person-to-person work is addressing the sanctions that are imposed on women who have not undergone FGC [3]. Respected elders and professionals can play an important role here; the women affected should also be consulted on what can be done in the way of support for those who stop carrying out and promoting the procedure. Men are also an important target group; WHO has noted that "Although one of the reasons given for female genital mutilation is to please men, the practice is primarily practised, enforced and controlled by women. For this reason, many men may not readily understand their current role in perpetuating the practice" [6].

Sensitive health education that addresses the main issues of concern for parents and community members is needed. A social worker in the UK carried out an individual action that could serve as a model for others [3]. She planned a series of sessions with a refugee family in which she emphasised the positive aspects of their culture; when addressing the matter of virginity, she spoke of its importance in Asian cultures which nevertheless do not practise FGC. A director in Burkina Faso used his niece's experience to develop a drama about FGC; the play, which particularly targeted men, was videotaped and shown throughout the region [7]. Such materials could also be used among migrant groups residing in European countries.

Fears should further be allayed. In the United Kingdom, the social services department in Cardiff prepared pamphlets explaining what they do and do not do (e.g., removing children from parental care) in addressing the problem [3]. 

Provision of culturally-sensitive health care for women and girls who have already undergone FGC can help create an environment conducive to discussion of the subject. Staff of the College of Nursing at the University of Saskatchewan promoted research among Somali women to identify which Canadian health services would most likely be acceptable to genitally cut immigrants from that country [27]. They then produced guidelines regarding which types of health workers would likely be most acceptable as care-providers and reviewed interventions for FGC complications that might be rejected or considered acceptable (e.g., advising the wearing of pads to absorb urine leakage would be unacceptable while the Crede method of emptying the bladder would be considered acceptable). 

In London, three specialist clinics provide services to women who have undergone FGC (Northwick Park Hospital, Central Middlesex Hospital and St Thomas' Hospital). They promote sensitive antenatal and gynaecological care and provide prevention education via specially trained professionals and interpreters [6, 29]. In Copenhagen, Denmark, Somali women receive antenatal care from a specially trained midwife [29].

7. Proposals for action

1. Survey research on FGC is beginning to be done in African countries; few studies on the prevalence and circumstances of the practice in European countries are available. Social scientific studies that investigate the conditions under which FGC takes place among refugee and migrant populations should be supported, preferably in collaboration with NGOs that maintain close links with the target groups. European support can also be given to research on the socio-economic consequences of FGC. The information obtained can then be used to develop culturally-sensitive education and counselling interventions.

2. Counselling and education should be promoted through migrant groups and refugee organisations, using appropriate and appealing media (e.g., plays, films, puppet shows, radio/tv, artistic and literary competitions) [9]. Where possible, collaborative work with organisations in countries of origin should be pursued in order to facilitate exchange of experience and educational materials as well as programmes that can target (would-be) immigrants and their families back home.

3. Education programmes and/or materials need to be developed for social workers and school staff, especially those working in educational institutions that serve large numbers of refugee and migrant populations, so that they can deal appropriately with female pupils who face problems as a result of FGC [29].

4. It may be useful to establish special services for women from immigrant groups that widely practise FGC. The experiences and recommendations of existing services (e.g., London, Copenhagen) should be widely disseminated.

5. The debate around FGC has political dimensions; all efforts to deal with it must recognise these. Care must be taken, especially in relation to educational campaigns, to avoid any intimations of racism or cultural bias. Perhaps one way to achieve this is to address FGC in Europe within a broader context of procedures carried out by women for beautification or to please men, but which obviously carry significant health risks (e.g., excessive dieting, breast enlargements).

6. Networking and collaboration between the EC and multilateral agencies, governments and NGOs should be promoted so that interventions in Europe and countries of origin can be coordinated and benefit from exchange of experience and materials. WHO's Regional Plan of Action to Accelerate the Elimination of Female Genital Mutilation in Africa could serve as one useful focal point. An objective of such collaboration could be the development of indicators to measure progress in the European Union countries.
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4. PROGRAMME FGM EXPERT MEETING, 5 - 7 November 1998, GHENT

Thursday November 5, 1998 

12.00 - 14.00
Registration and Lunch

14.00 - 14.20
Opening address by Mrs Marijke van Hemeldonck, Honorary Member of the European Parliament, representing European Commissioner Mrs. Anita Gradin.  

14.20 - 14.40
"FGM: A holistic and realistic approach" by Mrs Berhane Ras-Work, President of the Inter-African Committee

14.40 - 15.00
Address by Mrs. Mariama Barrie, Deputy UN FGM ambassador

15.00 - 15.20
"The DAPHNE project on FGM" by Els Leye, International Centre for Reproductive Health 

15.20 - 16.00
Coffee/Tea break (Video "Infibulation", GAMS Belgium)

16.00 - 16.20
Medical aspects of FGM

· "Medical management of FGM, the London experience" by Dr  Moneli Golara, Northwick Park Hospital, UK

16.20 - 17.00
Socio-cultural aspects of FGM

· "Working with health care professionals in the West" by Dr Nahid Toubia, Rainbow, USA

· "Strategies for community initiatives" by Vesna Neskow, Rainbow, USA

17.00 - 17.40
Legal aspects of FGM

· " Female Genital Mutilation/Female Circumcision - A human rights and legal dimension for eradication" by Jane Wambui Kiragu, Kangemi Women Empowerment Centre, Kenya

· "Sexual mutilations, the french approach in the application of the law" by Linda Weil-Curiel, Commission pour l'Abolition des Mutilations Sexuelles, France

17.40 - 18.00
Closing

Friday November 6, 1998

09.00 - 09.30
Introduction: Methodology of the workshops by Els Leye

09.30 - 12.30
Workshop sessions 

· Workshop I: Socio-cultural aspects of FGM: education and prevention 

· Introduction by Mrs. Maria de Bruyn, Royal Tropical Institute, the Netherlands: Background and proposed recommendations 

· Workshop II: Medical aspects of FGM: guidelines for health workers 

· Introduction by Dr. Patricia Claeys, ICRH: Ethical aspects of managing FGM and proposed recommendations 

· Workshop III: Advocacy and legislation concerning FGM 

· Introduction by Stan Meuwese, Defence for Children International  the Netherlands: Background and proposed recommendations

13.00 - 14.00
Lunch


14.00 - 17.30
Workshop sessions: Preparation of recommendations for the EC
· Workshop I: Socio-cultural aspects of FGM

· Workshop II: Medical aspects of FGM

· Workshop III: Advocacy and legislation concerning FGM

20.00  
Dinner at "Het Pand"

Saturday November 7, 1998

09.00 - 09.30
Plenary session: report from Workshop I

09.30 - 10.00
Plenary session: report from Workshop II

10.00 - 10.30
Plenary session: report from Workshop III

10.30 - 11.00
Break

11.00 - 11.30
Discussion

11.30 - 12.00 
"Follow-up of the recommendations", Dr. Lieve Fransen, responsible for EU policies regarding health, population and the status of women in developing countries.

This expert meeting has been organised with the support of the EC, Justice and Home Affairs Task Force and the Belgian Ministry of Development Cooperation.
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6. LIST OF ABBREVIATIONS

ACP


Asian, Caribbean and Pacific

AMAM


Asociación de Mujeres Africanes contra la Mutilación

CAMS


Commission pour l'Abolition des Mutilations Sexuelles

CBO


Community Based Organisation

CEDAW

Convention on the Elimination of all forms of Discrimination against Women

DCI


Defence for Children International

DG


Directorate General

EC


European Commission

EP


European Parliament

FGM


Female Genital Mutilation

GAMCOTRAP

Gambia Committee on Traditional Practices 

GAMS


Goupement d'Abolition des Mutilations Sexuelles

HCP


Health Care Providers

IAC


Inter-African Committee

ICPD


International Conference on Population and Development

ICRH


International Centre for Reproductive Health

IEC


Information Education Communication

IRSA


Immigrant and Refugee Services of America

KIT


Koninklijk Instituut voor de Tropen (Royal Tropical Institute)

MEP


Member of the European Parliament

MP


Member of the Parliament

NGO


Non governmental organisation

RCOG


Royal College of Obstetricians and Gynaecologists

UN


United Nations

UNDP


United Nations Development Programme

UNFPA


United Nations Fund for Population Activities

UNICEF

United Nations Children's Fund

WHO


World Health Organisation

7. BANYUL DECLARATION ON VIOLENCE AGAINST WOMEN, JULY 1998

We, the participants at the Symposium for Religious Leaders and Medical Personnel on FGM as a Form of Violence, organised by the Inter-African Committee on Traditional Practices/GAMCOTRAP, held in Banjul, The Gambia, July 20 -23 1998, declare as follows:

· Having examined and appreciated the health and human rights implications of violence against women and girls, particularly female genital mutilation;

· Having recognised that in Africa over 100 million women and girls are victims of FGM;

· Having confirmed that FGM has neither Islamic nor Christian origin or justification;

· Seriously concerned by the incorrect interpretations and misuse of Islamic teachings to perpetuate violence against women, particularly FGM;

· Upholding the principle of equality and justice for all, without discrimination between men and women;

· Reaffirming the universality of human rights principles and their indivisibility;

Hereby strongly condemn the continuation of female genital mutilation;

Prohibit the misuse of religious arguments to perpetuate FGM and other forms of violence;

Commit ourselves to clarify the misinterpretation of religion and to teach the true principles of Islam and Christianity with regard to violence against women, including FGM.

Propose:

· The setting up of a network of religious leaders and scholars to support the IAC in its campaign against harmful traditional practices.

· The establishment of family tribunals, comprising men and women, to settle family disputes.

· Family laws to be reviewed in the light of Christian and Islamic principles and human rights.

· Legislate against the continuation of the practice of FGM, stipulating penalties for offenders.

· Call on all religious leaders to spare no efforts to enhance the campaign aimed at freeing women from all forms of violence, including FGM.
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� Source: Female genital mutilation. A call for global action. Nahid Toubia, 1995.


� This is the year for which the figures are applicable. Figures were obtained from the National Offices of Statistics from each European member state.


� Male circumcision is the cutting off of the foreskin from the tip of the penis without damaging the organ itself (Toubia, 1995)


� A review of the number of Africans from FGM risk countries in Europe is included in annex.


� The full text is available from the Royal College of Midwives at 15 Mansfield Street, London W1M 0BE


� In Djibouti official policy was to promote less radical forms of FGM performed in clinics as a first step towards eradicating the practice altogether. Grandmothers complained that the procedure was incomplete and had the girls re-infibulated afterwards.


� This report is based on: 1) the research of Jacqueline Smith in ‘Visions and discussions on FGM in interna�tional perspective’, Defence for Children Inter�national, Amsterdam 1995; 2) answered questionnaires, sent out by the International Centre for Reproductive Health, University of Ghent; 3) documents of the Conference on FGM, Göteborg, Sweden, 1-3 July 1998; 4) information from the participants of the expert meeting on FGM, Ghent, Belgium, 5-7 November 1998





    � The term "female genital cutting" is used in this paper because it is not as negative as "female genital mutilation" or as inaccurate as "female circumcision". It is less stigmatising towards those people who still carry out the procedure in the sincere belief that it is justified.


    � Hadith are sayings and traditions of the Prophet Muhammad.
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