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NON TECHNICAL SUMMARY

The numbers of women living with Female Genital Mutilation (FGM), the numbers of girls at risk of FGM, and the numbers of maternities with risks associated with FGM in England and Wales have not been systematically estimated. Lack of data on FGM marginalises the issue. There have been calls from many quarters for action to address this gap including from Parliament, professionals providing services and local community groups.  This report represents a first attempt to fill this gap.

Female Genital Mutilation is a fundamental human rights violation in the absence of perceived medical necessity. It subjects girls and women to physical and psychological health risks, including risks to mothers and babies at the time of delivery. Among those rights violated are the right to the highest attainable level of health and to bodily integrity. 

Of the countries where some type of FGM is known to occur, 29 were identified for which local national data on FGM prevalence exist and from which there has been migration to the UK. A UNICEF classification of these 29 countries of birth was adapted to sub-divide them into four groups:

· Countries where most girls and women are affected and have the most severe type of FGM (WHO FGM Type III - where the vulva is stitched and closed); 

· Countries where FGM is common and another severe form (WHO FGM Type I and II - mainly clitoridectomy) is practiced; and

· Two groups of countries in which FGM is less frequent.

To estimate the number of women and girls living in England and Wales in 2001 living with FGM, methods using 2001 census data were adapted from those developed for similar studies in the USA, Spain and Belgium. This approach involved using FGM prevalence, usually from the Demographic and Health Surveys, or in their absence small scale special surveys, in the country of birth. The overall FGM rate found in the country of birth was then multiplied by the number of women aged 15-49 enumerated in the 2001 census as being resident in England and Wales and born in that country. The overall estimate was nearly 66,000. This is likely to be an underestimate of the current situation. As well as known under-counting in the 2001 census, migration since 2001 will have added substantially to numbers affected by FGM.

To estimate the number of maternities, that is pregnancies ending in one or more registerable live or stillbirths, in England and Wales to women with FGM, the country of birth specific rates of FGM were applied to birth registration data about the numbers of maternities in each of the four years 2001 to 2004. It was found that the estimated percentages of all maternities in England and Wales which were to women with FGM increased over the time period from 1.06 per cent in 2001 to 1.43 per cent in 2004.  There was considerable geographical variation with Cardiff, Manchester, Sheffield, Northampton, Birmingham, Oxford, Crawley, Reading, Slough, Milton Keynes and many London boroughs having estimated prevalences of more than two per cent of maternities to women with FGM by 2004. 
To estimate the number of girls under 15 at risk of FGM in England and Wales, 2001 census data were combined with data about births registered from 2001 to 2004.  The numbers of girls aged fewer than 15 in 2001 and born in the 29 countries were added to the numbers of live births to mothers born in these countries and registered from 2001 to 2004. This produced an overall estimate of 98,000. These were subdivided according to their mother’s country of birth into the four groups described above. There were an estimated 24,012 girls in the first group, assessed as being at very high risk, because FGM occurs in 90 per cent of women in these countries and is often the most severe WHO Type III FGM.  A further 8,913 of these were estimated to be at high risk as WHO Type I or II FGM occurs in 75 per cent of this group. 

Although, as the report describes, there are some limitations in the methods used, these are the first systematic estimates for England and Wales. They give some insight into the scale and the spread of FGM in England and Wales and support the view that action is needed to prevent FGM being passed on to the younger generation.

Recommended action

Given that the estimates of FGM provided in this study suggest that the numbers of women living in England and Wales with FGM are substantial and are increasing; and  given that nearly 33,000 girls under the age of 15  are potentially at risk of FGM, the following are recommended for intensified action on FGM elimination and care for women and girls with complications due to FGM.

To provide more reliable estimates of the prevalence of FGM in England and Wales, a survey should be undertaken. The data presented in this study provide a useful framework for designing such a survey. 

1. Further research on FGM is needed to increase knowledge in the following areas - (a) research with women and families from practicing countries; (b) health and social workers who frequently have to deal with attempted FGM and other groups who work to prevent FGM; (c) the health complications particularly the psychological and the sexual aspects of FGM; and (d) on the perception of women with FGM on health services.

2. Data on FGM should be collected routinely by health and social services in order to inform the provision of better care and service provision for girls at risk of undergoing FGM. The Department of Health and the Department of Education and Skills should provide the policy framework for documentation and collection of data on FGM within clinical practice and child protection.  

3. Women with FGM are largely but not exclusively concentrated in particular areas, but there are many other areas of the country where there are smaller numbers of affected women. It is therefore important to ensure that services in all areas respond to their needs and the potential risks to their daughters. All Strategic Health Authorities, Primary Care Trusts, Acute Trusts and Foundation Hospitals should ensure that services including commissioning of services in all areas respond to the health needs of women and girls with FGM. 

4. FGM care and prevention should be mainstreamed into existing strategies including, sexual health strategies and Maternity Improvement Partnership working for example, through Local Area Agreements.

5. There is a need for an understanding of FGM not just as a health issue but primarily an issue of violence against women and an abuse of girl children. Thus FGM should be given equal status with other forms of child abuse and all Social Services, Health, Education and the Police Child Protection Units should update their child protection policy and procedures to include FGM.

6. All education and training programmes on child abuse and reproductive and sexual health care should incorporate FGM, but most importantly, because of the large turnover of staff in social services and health, FGM education should be incorporated into the core curricula of professionals in social, health, education and the police.

7. FGM prevention and care should be fully mainstreamed into the government child care provisions through the implementation of ‘Every Child Matters’  and into the National Service Framework for Children, Young People and Maternity Services (NSF).

8. FGM prevention should be integrated into the work of the joint Home Office and Foreign and Commonwealth Office Unit on Forced Marriages as FGM occurs in similar context. Messages to schools regarding forced marriage could easily and usefully incorporate information about FGM.

9. The voluntary sector and community groups’ involvement is crucial to address issues of prevention as well as delivery of services that take FGM issues into account. Thus community action on FGM should be strengthened and promoted for all the FGM   practising communities.

10. FGM prevention should be integrated into the broader government policy and national strategy aimed at addressing Violence against Women (VAW). Performance indicators on FGM integration in the various sectors should be identified and integrated into indicators used to monitor the progress of the implementation of government policy that  address VAW across sectors. The Woman’s National Commission should advise central government on the focal point for monitoring across sector implementation of policy against VAW which includes FGM.
