	[image: Canberra Health Services_RGB]
	[bookmark: _top]CHS22/035



Canberra Health Services
Clinical Guideline
Female Genital Cutting (FGC) (applicable to adults and/or children)
	[bookmark: _Toc389473273][bookmark: _Toc393203330][bookmark: Contents][bookmark: _Toc189634611]Contents



Contents	1
Guideline Statement	2
Scope	3
Section 1 – Communication	3
Section 2 – Maternity Services	5
Section 3 – Other Possible Clinical Presentations Relating to FGC	8
Evaluation	11
Related Policies, Procedures, Guidelines and Legislation	11
References	12
Definition of Terms (if applicable)	13
Search Terms	14
Attachments	14



	[bookmark: _Toc189634612]Guideline Statement



This guideline outlines the requirements for the prevention and management of female genital cutting (FGC), also sometimes referred to as female genital mutilation (FGM), female genital mutilation/cutting (FGM/C) or female circumcision, at the Canberra Health Services (CHS). In this document, the abbreviated form will be FGC except when referencing definitions and legislation where it will be referred to as FGM.

	Terminology
FGC is a tradition that has many different names and is practiced in many different countries in many ways. 

However, when working with community members, it is recommended to use culturally sensitive language. Community members may prefer the term traditional cutting or female circumcision. Attachment B displays a list of some traditional and local terms for FGC.

It is important to use terminology that is acceptable to the woman/girl as the term female genital mutilation may cause offence, result in alienation and be counterproductive in establishing an effective professional relationship. Ask the woman/girl what she calls it in her community and use this terminology in all subsequent interactions. 



Background
The World Health Organisation (WHO) defines FGC as  ‘the partial or total removal of the female external genitalia or other injury to the female genital organs for non-medical reasons’.1-2   

WHO Definitions of FGC1                             
	Type I
	Partial or total removal of the clitoris and/or the prepuce (clitoridectomy).

	Type II
	Partial or total removal of the clitoris and the labia minora, with or without excision of the labia majora (excision).

	Type III
	Narrowing of the vaginal orifice with creation of a covering seal by cutting and appositioning the labia minora and/or the labia majora, with or without excision of the clitoris (infibulation).

	Type IV
	All other harmful procedures to the female genitalia for non-medical purposes, for example: pricking, piercing, incising, scraping and cauterization.



See Attachment A for diagrams of different types of Female Genital Cutting 
Key Objective
This guideline outlines the responsibilities of staff in relation to females under the age of 18 who are at risk or who have had FGC while living in Australia.

[bookmark: _Hlk89444695]The guideline also outlines appropriate management for women and girls who have had FGC and establish referral pathways.

	Female Genital Cutting is illegal in Australia, this makes it a criminal offence to perform FGM (which includes reinfibulation after birth) and/or remove a child from the country to have FGM. Staff are expected to be aware that of specific legislation in the Australian Capital Territory.  



Please see Attachment B for relevant legislation
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This FGC guideline applies to all CHS staff who have contact with women and girls who have had FGC or are at risk of FGC. 

This document applies to the following CHS staff working within their scope of practice:
Medical officers
Nurse practitioners
Registered midwives
Registered nurses
Allied health
Students under direct supervision

FGC may be more likely to present in the following areas:
Division of Women, Youth & Children 
Emergency Department 
Canberra Sexual Health Centre
Mental Health Services.
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1.1	Use of Interpreters
If a woman or girl requires an interpreter, staff can access interpreters through Translating and Interpreting Services (TIS). Please refer to the Languages Services – Interpreters and Translated Materials Procedure.
Important points to consider include:
Use a female interpreter
Be aware that in some small migrant communities, there may be fears about confidentiality as the woman may know the interpreter socially
Consider telephone interpreters and provide reassurance that interpreters are bound by a Code of Ethics, which includes maintaining confidentiality
Do not use husbands/relatives or children as interpreters.

1.2 	Terminology
Remember, when working with community members, it is recommended to use culturally sensitive language.  Community members may prefer the term traditional cutting or female circumcision.   Ask the woman/girl what she calls it in her community and use this terminology in all subsequent interactions. Refer to attachment C for traditional and local terms of FGC

1.3	Knowing when and how to ask is crucial
Depending on the nature of the presentation, where appropriate, best practice recommends asking every woman whether they have undergone FGC.  Country of birth or ethnicity may be a useful guide for asking but it is important not to make any assumptions. Countries where FGC is known to be practiced are Egypt (91% prevalence), Ethiopia (74% prevalence), Eritrea (89% prevalence), Somalia (98% prevalence) and Sudan (88% prevalence). Refer to attachment D – Background Countries of Occurrence 

It is offensive to stereotype this to all African women and, likewise, consider that women may marry into cultures where FGC may be required of them.  

Consider asking about FGC during the initial needs identification and history taking.  
Remember:
to be sensitive, clear and non-judgemental
to use simple straight forward language
that this is a sensitive and private topic so give a rationale for why you are asking
use interpreters whenever needed

Examples of how to ask:
Female circumcision occurs in many different countries and communities around the world, in order to provide you with the best care possible, could you please tell me...
If as a young girl, did you have any cutting to the skin around your vagina/have you had traditional cutting?
If your daughter(s) have had any cutting to the skin around her vagina/ traditional cutting?  
	Cohealth has developed a video: Starting conversations about female genital circumcision, which can be found on their website. Female Genital Cutting - cohealth - Community Health Service  https://www.cohealth.org.au/health-promotion/fgc/ 


Depending on the context of the presentation/attendance, other options for rationale may include:
In order to conduct a thorough health assessment, I need to ask...
To help me to develop a labour plan, could you please tell me...
In order to help me identify any potential health complications, could you please tell me...
You have told me that you are having pain with intercourse/sex, could you please tell me...

1.4	Legislation 
Inform the woman and family that FGC is illegal in Australia. Families need to be made aware of the legislation, penalties and taught about the negative consequences of FGC.  

1.5	Referrals
With consent, depending on the nature and context of their presentation, appropriate referrals will need to be discussed. Key points to remember:
some women do not realise that they are different from other women and girls,  
some women may not know that they have had the procedure (i.e., performed when they were very young, or they have blocked out the memory)

Women may require psychological and/or psychosexual counselling. Women may require referral to an obstetrician, gynaecologist, or urologist. Referral pathways can be found in Attachment E.

1.6 	FGC training
More information and FGC training are available through Canberra Health Services Education and learning platform Female Genital Mutilation (eLearning - 2018 V2)
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Pregnancy and antenatal services present an ideal opportunity to screen for FGC. 

2.1 	Antenatal care
At the preadmission visit, women from countries known to practice FGC should be asked at their first appointment whether they have undergone FGC or circumcision and if so whether they have experienced any health consequences.
Ensure women are informed on the models of care available for pregnancy care through CHS. Continuity of midwifery care through the CALD clinic or Continuity Team practice has been evidenced to improve birthing outcomes. 
To plan appropriate care, all women with FGC should be examined by an experienced clinician (preferably female) following informed consent.
Explain the importance of a pelvic examination to discuss with her the implications FGC may have on the delivery of her baby.
The pelvic examination will assess the following:
· Type of FGC
· Type I and some Type II FGC with a well healed scar and no complications should have little impact on birth.
· Type III and some Type II FGC may increase the risk for complications.
· Adequacy of the vaginal introitus to allow two-digit vaginal examination for progression of labour
· If the vaginal introitus is inadequate, de-infibulation should be discussed.
· De-infibulation is a minor surgical procedure that divides the scar tissue sealing the vaginal introitus in Type III FGC. It is important to involve both the woman and her partner in these discussions.
· NSW Health has developed an educational resource7 (Female Genital mutilation/cutting. Talking with families an educational resource) to help support clinicians in their antenatal conversations. The language used is designed to be woman friendly and includes pictures.
Once type of FGC has been determined women should be counselled on the potential labour risks associated with FGC and labour. This discussion should involve the woman’s’ partner and include maternal and neonatal outcomes including
· prolonged second stage
· increased risk of caesarean section
· postpartum haemorrhage
· severe perineal trauma including obstetric fistula
· reduced Apgar scores and higher neonatal death

	For multiparous women with Type III FGC antenatal deinfibulation should be considered.



2.2 [bookmark: _Hlk86942413]	Deinfibulation during the antenatal period
The NSW resource (Female Genital mutilation/cutting. Talking with families an educational resource) contains pictures and descriptions of the de-infibulation procedure which may assist in explaining the procedure.
Women with Type III FGC who request antenatal de-infibulation will be placed on a priority list for gynaecology. The best time for de-infibulation to occur is between 20 and 30 weeks.
· Multiparous women who have birthed in their home countries may be familiar with de-infibulation during labour. Respectfully explain that this is not ideal due to the challenge of having a healthcare professional with FGC expertise at the time of labour.

Antenatal deinfibulation Process 
Day surgery will be booked with either general or spinal anaesthesia.
Be aware of the potential for ‘flashbacks’ and triggering of past trauma associated with original FGC procedure. Consider Social Work referral for counselling.
Advise the family and woman that according to legislation, she cannot be re-infibulated after birth. 
Post deinfibulation care: 
· Education regarding changes the woman may notice:
· vaginal looseness/openness (reassure the woman that her reproductive organs will not fall out)
· voiding will be faster and noisier and there may be some stinging initially,
· menstrual flow will be increased (reassure the woman that this is normal, she will not have experienced free flowing menstruation)
· Ensure adequate analgesia.
· Advise regarding vulval wound care.
· Avoid intercourse until vulval wound has healed.
· Reassure labour and birth should now be unaffected.

Alert
If the woman declines deinfibulation, especially in Type III or II, she should be counselled that caesarean section may be necessary and clearly informed of the added risks of caesarean for both mother and baby.

2.3 	Deinfibulation during labour & birth
Registrar is to consult with on-call obstetrician to consider a plan. Most infibulated women will require anterior incisions of their scar tissue.
Consultants or experienced registrars are to perform the de-infibulation and any perineal management following the birth. 
Indwelling urinary catheter should be placed during deinfibulation process. 
· De-infibulation during labour can be carried out at any stage. Best practice is to perform deinfibulation in the second stage of labour. Local anaesthetic is used unless the patient already has an epidural anaesthesia.  
· Be aware of the potential for ‘flashbacks’ and triggering of past trauma associated with original FGC procedure.
· Any anterior adhesions should be divided first and then a decision made about the need for a medio-lateral episiotomy. 
· Inform the woman that she cannot be re-infibulated after giving birth (i.e. restitched up to the way she was before) and that in Australia, it is against the law to be re-infibulated.

2.4 	Intra-partum considerations
Speculum and vaginal examination will be difficult, painful and at times impossible.
Induction of labour may be difficult or impossible.
Catheterisation and bladder management – frequent voiding may avoid bladder over distension and the need for catheterisation, which may be difficult.

2.5  Postnatal care
Educate the woman on care of any perineal, vulval or vaginal wounds
Advise the woman and her partner to avoid intercourse until healing of de-infibulation is complete and the woman is comfortable. 
Monitor the urine output and advise the woman who has had an anterior episiotomy of changes in her voiding stream.
Ensure that the woman is coping psychologically after the birth. Consider Social Work referral for continuing emotional support. 
Companion House 6251 4550 offers counselling for women who have experienced FGC. The Women’s Health Service 5124 1787 can also assist with trauma informed counselling services.
If a female child is born, remind the woman that it is against the law to perform FGC on the child. Document on Newborn Assessment Form normal intact female genitalia at birth. 

FGC referral pathways and flowcharts can be found at Attachment E
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Most often, physical complications/complaints are associated with type III FGC. Considering the context of the presentation, where appropriate, ask all women if they have had traditional cutting or circumcision. Keep in mind that some women may not associate their complaint with their FGC. Provide clear and sensitive information regarding any links between their current complaint and their FGC.

Other opportunities to identify and address FGC may include:
presentation for cervical screening
gynaecological issues
urology issues
sexual health issues
Emergency Department presentation
mental health presentations
catheterisation

Health Consequences of FGC
The effects of FGC will vary depending on the individual.
Some women will experience severe and life-long physical and mental health problems while others may not feel that FGC has affected their health at all.
FGC has no health benefits.

Immediate complications:
· severe pain
· shock
· haemorrhage
· wound infection, tetanus or sepsis
· acute urinary retention
· injury/trauma to adjacent tissue
· death

Potential long-term consequences: 
· recurrent urinary tract problems, incontinence, dysuria
· vaginal infections
· cysts, abscesses
· infertility
· difficulties with menstrual flow, dysmenorrhoea
· fistula
· pelvic infections, Pelvic Inflammatory Disease (PID)
· complications with pregnancy and childbirth, death
· sexual dysfunction 

Psychosocial impacts
· post-traumatic stress
· depression
· anxiety
· sleep disturbances, sleeplessness, nightmares
· eating disturbances
· sexual dysfunction

Always consider the need for an HIV test as well as the standard tests in this population group.  Routine consent would need to be obtained prior to testing.

3.1 	Cervical Screening8
· Depending on the type of FGC and the size of the introitus, cervical screening may not be possible or may be very uncomfortable and painful for the woman.
· Discuss screening procedure; screening may be uncomfortable but should not be painful; stop if the woman is experiencing pain.
· Be aware of the potential for ‘flashbacks’ and triggering of past trauma associated with original FGC procedure.
· Refer to Women’s Health Service 5124 1787 or Companion House 6251 4550 if unable to perform cervical screen.  There may be more experienced clinicians who will be able to perform cervical screening in these services.
· Discuss and refer for de-infibulation if desired.

3.2 	Gynaecology presentations1-2, 8
Women/girls who have had FGC may present with any of the following symptoms:
dysmenorrhoea
haematocolpos (accumulation of blood in the vagina). It usually presents as increasing abdominal distention and monthly discomfort without bleeding
scarring and keloid formation
vulval epidermoid cysts
vulval abscess
fistula
pelvic pain
retrograde menstruation – endometriosis
infertility due to ascending infection

3.3 	Urology presentations1-2, 8-9
Women/girls who have had FGC may present with any of the following symptoms:
urinary tract infection (UTI)
recurrent UTI
obstruction of urinary stream
urinary tract fistulae (typically as a result of obstructed labour)

3.4 	Sexual health presentations1-2, 8
Women who have had FGC may experience:
sexual difficulties with penetration 
dyspareunia
psychosexual problems  
increased frequency of genital infections including bacterial vaginosis

Consider the need for an HIV test as well as other STI testing.
Consider and discuss referral options, as appropriate.  

3.5 	Emergency Department presentations
Women/girls who have had FGC could potentially present to the emergency department with any of the above-mentioned complaints.
Girls and women who have recently undergone FGC may present with the following acute complications:
severe pain
shock
haemorrhage
wound infection, tetanus or sepsis
acute urinary retention
injury to adjacent tissue

Provide emergency treatment as required (e.g. urethral catheterisation)
Consider and discuss referral options, as appropriate.  

3.6 	Mental Health Presentation
Women/girls who have had FGC may experience: 
post-traumatic stress
depression
anxiety
sleep disturbances, sleeplessness, nightmares
eating disturbances
sexual dysfunction
relationship difficulties

Consider and discuss referral options, as appropriate.

3.7 	Catheterisation
Catherisation may be difficult or not possible depending on the degree of FGC.  Discuss and refer for de-infibulation if desired.
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Outcome
All CHS staff who have contact with women and girls who have had FGC or are at risk of FGC will be aware of appropriate management for women and girls who have had FGC.
All CHS staff who have contact with women and girls who have had FGC or are at risk of FGC will be aware of appropriate referrals and establish referral pathways for women and girls who require care at CHS. 

Measures
Information related to management of women who have experienced FGC will be collected from birthing outcomes system data and risk management system and reviewed by the maternity mortality and morbidly committee to ensure care and ongoing referrals have been managed as per this guideline. 
If adverse outcomes are identified this will be reviewed by the Maternity Quality and Safety Committee. 
Midwifery and Medical staff who care for women and girls who may experience FGC will receive education on this guideline through:
· in-service education
· multidisciplinary education
· team meetings
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Policies
Child Protection Policy

Procedures
Labour and Birth: Care during First, Second, Third and Fourth Stage
Language Services – Interpreters and Translated Materials
Maternal and Child Health Procedures in the ACT
Perineal Care - Maternity

Guidelines 
Child Protection and Child and Prenatal Concern Reporting
Maternal and Child Health Services in the ACT

Legislation
Children and Young People Act 2008 
Crimes Act 1900 
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Clitoridectomy: Type I FGM, partial or total removal of the clitoris and/or the prepuce. 1-2   

Excision: Type II FGM, partial or total removal of the clitoris and the labia minora, with or without excision of the labia majora1-2   .

De-infibulation: a minor surgical procedure that divides the scar tissue sealing the vaginal introitus in type II or III FGM.

Dyspareunia: difficult or painful sexual intercourse.

FGM/C: Female genital mutilation/cutting. The World Health Organisation (WHO) defines FGM as ‘the partial or total removal of the female external genitalia or other injury to the female genital organs for non-medical reasons’.1-2   

Haematocolpos: accumulation of blood in the vagina presenting as increasing abdominal distention and monthly discomfort without bleeding

Infibulation: Type III FGM, the narrowing of the vaginal orifice with creation of a covering seal by cutting and appositioning the labia minora and/or the labia majora, with or without excision of the clitoris. 1-2 Also sometimes referred to as Pharaonic circumcision.10

Prepuce: the clitoral hood, the skin surrounding and protecting the head of the clitoris.
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Clitoridectomy, Excision, De-infibulation, Infibulation, Female circumcision, Female genital cutting, Female genital mutilation, FGC, FGM/C, FGM, Pharaonic circumcision, Traditional cutting
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· Attachment A - Diagram of different types of FGC
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· Attachment D – Background, Countries of Occurrence 
· Attachment E - Referral Pathways
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Attachment A– Diagram of different types of FGC
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Attachment B- Relevant Legislation

	Alert/Note:
FGC is illegal in Australia. Each state and territory have passed criminal legislation prohibiting FGC.  

Crimes Act 1900 (ACT)4
Intentional FGC in ACT – 15 years imprisonment
In the Australian Capital Territory, FGC is prohibited by s 74 of the Crimes Act 1900, which provides that “a person shall not intentionally perform female genital mutilation on another person”.  The offence covers FGC performed on both children and adults.  It is not a defence that the consent of the person (or the person’s parent or guardian) was obtained for FGC to be performed.  The maximum penalty is 15 years imprisonment.

Arranging FGC outside the ACT – 7 years imprisonment
Territory law also protects persons in the ACT who are under the age of 18 years from having FGC performed on the extraterritorially (that is, when they are outside the ACT).  Section 75 of the Crimes Act 1900 makes it an offence to take or arrange for a child to be taken from the ACT with the intention of having female genital mutilation performed on the child.  This offence is specific to children, being under the age of 18 years.  The maximum penalty is 7 years imprisonment.

Children and Young People Act 2008 (ACT)5
Mandatory reporting obligations for children
If you are a doctor, nurse or enrolled nurse, midwife, psychologist, or a public servant who provides services to children and families in the course of your employment, you are mandated to report certain conduct concerning the treatment of children to Child and Youth Protection Services (CYPS) under s 356 of the Children and Young People Act 2008.  This includes instances where a child has experienced or is experiencing sexual abuse or non-accidental physical injury (which covers FGC).  Failure to do so is an offence and carries a maximum penalty of six months imprisonment, 50 penalty units or both.

If you believe on reasonable grounds that a person under the age of 18 has had FGC whether in Australia or elsewhere and you formed this belief from information obtained during the course of your work, you are required to report the reasons for your belief along with the child’s name or description to CYPS 1300 556 728.  You must do this as soon as practicable after forming the belief that the child has had FGC.

CYPS may find it helpful for you to include in the child concern report whether you feel safety concerns are currently present; if there are any other children in the family; and what information you have provided to the family about FGC in Australia.

While you are not mandated to do so, it is hospital policy to report to CYPS any reasonable beliefs held by hospital staff that a child or young person is at risk of having FGC performed on them.  This voluntary reporting scheme is permissible under s 354 of the CYP Act.  See also Child Protection Policy.






Attachment C - Traditional and local terms for FGC

	Country
	Term used for FGC
	Language
	Meaning

	Egypt
	Thara
	Arabic
	Deriving from the Arabic word ‘tahar’ meaning to clean / purify

	
	Khitan
	Arabic
	Circumcision - used for both FGC and male circumcision

	
	
	Arabic
	Deriving from the Arabic word ‘khafad’ meaning to lower (rarely used in everyday language)

	Ethiopia
	Megrez
	Amharic
	Circumcision / cutting


	
	Absum
	Harrari
	Name giving ritual


	Eritrea
	Mekhnishab
	Tigregna
	Circumcision / cutting


	Kenya
	Kutairi
	Swahili
	Circumcision - used for both FGM and male circumcision

	
	Kutairi was ichana
	Swahili
	Circumcision of girls

	Nigeria
	Ibi /Ugwu
	Igbo
	The act of cutting - used for both FGC and male circumcision

	
	Sunna
	Mandingo
	Religious tradition /obligation - for Muslims


	Sierra Leone
	Sunna
	Soussou
	Religious tradition/obligation - for Muslims


	
	Bondo
	Temenee
	Integral part of an initiation rite into adulthood - for non Muslims

	
	Bondo/ Sonde
	Mendee
	Integral part of an initiation rite into adulthood - for non Muslims

	
	Bondo
	Mandingo
	Integral part of an initiation rite into adulthood - for non Muslims

	
	Bondo
	Limba
	Integral part of an initiation rite into adulthood - for non Muslims

	Somalia
	Gudiniin
	Somali
	Circumcision used for both FGC and male circumcision

	
	Halalays
	Somali
	Deriving from the Arabic word ‘halal’ ie. ‘sanctioned’ - implies purity. Used by Northern & Arabic speaking Somalis

	
	Qodiin
	Somali
	Stitching / tightening / sewing refers to infibulations


	Sudan
	Khifad
	Arabic
	Deriving from the Arabic word ‘khafad’ meaning to lower (rarely used in everyday language)

	
	Tahoor
	Arabic
	Deriving from the Arabic word ‘tahar’ meaning to purify




	Chad - The Ngama
	Bagne
	
	Used by the Sara Madjingaye

	Sara Subgroup
	Gadja
	
	Adapted from ‘ganza’ used in the Central African Republic

	GuineaBissau

	Fanadu di Mindjer
	Kriolu
	‘Circumcision of girls’

	
	Fanadu di Omi
	Kriolu
	‘Circumcision of boys’

	Gambia
	Niaka
	Mandinka
	Literally to ‘cut/weed clean’


	
	Kuyango
	Mandinka
	Meaning ‘the affair’ but also the name for the shed built for initiates

	
	Musolula Karoola
	Mandinka
	Meaning ‘the women’s side’ / ‘that which concerns women’



Other FGM/C-related terms and definitions
Angurya cuts: A form for FGC type IV that involves the scraping of tissue around the vaginal opening.
Clitoridectomy: Refers to excision of the clitoris.
De-infibulation: The surgical procedure to open up the closed vagina of FGC III (sometimes known as or referred to as defibulation or FGC reversal).
Excision: Refers to removal of the clitoral hood, with or without removal of part or all of the clitoris.
Infibulation or Pharaonic circumcision: Refers to FGC III, the most extensive form of FGC.
Sunna: the traditional name for a form of FGM/C that involves the removal of the prepuce of the clitoris only.  The word ‘sunna’ refers to the ‘ways or customs’ of the prophet Muhammad considered to be religious obligations.  Studies show however, that the term ‘sunna’ is often used in FGC practicing communities to refer to all forms of FGC, not just FGC that involves only the removal of the hood of the clitoris.












Attachment D– Background Countries of Occurrence 

It is estimated that over 200 million girls and women worldwide have undergone FGC and that 3 million girls are at risk of FGC each year. FGC is commonly practiced in parts of Africa, Asia and the Middle East and among migrants from these areas and is embedded in a complex set of traditional rituals and cultural values. Maps of some practicing countries are below. FGC is mostly carried out on young girls between infancy and the age of 15 years. A wide range of complications resulting from FGC are documented, including short and long-term physical, sexual and psychosocial problems.1-2 A list of health consequences can be found below. FGC is a violation of the human rights of girls and women. 

FGC is an ancient cultural practice that predates organised religion; it is not known when or where the practice originated. Reasons for the practice include a woman’s social acceptability, marriageability, hygienic reasons and a belief that this will control a woman’s sexuality and ensure her virginity prior to marriage.

According to the Family Law Council (1994), reliable statistics on the incidence of FGC in Australia are unobtainable but estimate the numbers to be relatively small. However, even though current incidence of the practice is low, it cannot be disregarded and with increasing migration from affected countries, incidence of FGC within Australia will likely rise.3
In the ACT, anecdotal information from Canberra Hospital antenatal services reveals an incidence of approximately 2-5 women presenting per year.  

There are numerous programs internationally and nationally that address FGC prevention. Best practice promotes the use of health education that is culturally sensitive, holistic and participatory within a human rights, women’s health and community development framework. It does not merely focus on FGC. Health professionals likewise need to be made aware of the practice and trained in the prevention and management of FGC. 

Female genital mutilation (FGM) is the terminology used in legislation and is the preferred term used by anti-FGM advocates as the word mutilation emphasises the severity and harmful effects.


Countries of Occurrence 11-12





Indonesia
[image: ]
Percentage of girls aged 0-11 years who have undergone any form of FGM/C, by province
The prevalence among girls is highest in Gorontalo province and lowest in East Nusa Tenggara





Attachment E – Referral Pathways 

FGC Flow chart 1: Antenatal






FGC Flowchart 2: Birthing area






FGC Flowchart 3: Postnatal







FGC Flowchart 4: Other Possible Clinical Presentations Relating to FGC
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Normal female genitalia with citoris, labia minora and
labia majora intact.

Type 1 FGM invoives partal or lolal removal of the
citoris and/or the prepuce (citoridectomy)

tmay be subtie and hard to identify, as genitalia may
look ntact at first glance.

Even in cases where minimal tissue damage has.
occurred, there may still be sensory nerve damage,
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Type 3 FGM involves narrowing of the vaginal orifice
with creation of a covering seal by cutting ar
appositioning the labia minora andlor the |
majora, with or without excision of the cltoris
(infibulation).

‘There will be anterior midiine scar tissue.

‘The infibulation may obscure underlying
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With Type 3 FGM, the extent to which underlying
genital issue has been removed varies.
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pricking or piercing through incision scarring to extensive scaring of the vulva andior vagina.
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Note:
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Source:

UNICEF global databases, 2014, based on DHS, MICS and other nationally representative surveys, 2004-2013.
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Percentage of girls and women aged 15 to 49 years who have undergone FGM/C 

Note: In Liberia, girls and women who have heard of the Sande society were asked whether they were members; this provides indirect information on FGM/C since it is performed during initiation into the society.

Source: UNICEF global databases, 2014, based on DHS, MICS and other nationally representative surveys, 2004-2013.
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