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Introduction

Female genital mutilation/cutting (FGM/C)1 is a harmful traditional practice that affects the
health and wellbeing of girls and women all over the world. The practice affects more than 125
million girls and women and has been largely confined to parts of Africa and Asia.2 However,
global efforts to eradicate the practice need to take into account migration patterns and
displacement of communities from their home countries.
In addition to its destructive and potentially life threatening health outcomes, FGM/C has been
internationally recognised as a violation of human rights and, more specifically, the rights of
children and the rights of women. Yet despite significant work done to eliminate the practice
worldwide, it remains embedded in structural gender inequities and enshrined in social and
cultural values, traditions and taboos that have hampered efforts to end the practice decisively
in many communities.
That is why the international community recognises that the only effective way of ending the
practice of FGM/C is to transform attitudes, values and behaviours from within communities
themselves, through information, education and communication undertaken with the support
of government and appropriate legislation. Supporting and empowering women are central to
ending FGM/C. However, change must involve the whole community: of all ages, genders and
stages of life.
FGM/C is a violation of human rights, as well as a practice which is harmful to the health of girls
and women. In countries with a long history of the practice, FGM/C has been accepted and
normalised as an essential rite of passage necessary for marriageability and social acceptance
in the community. However, for diaspora communities living in countries where they now
represent a minority, FGM/C may be connected to negative cultural stigma, and can further
impact on body-image and cultural identity for many women. Furthermore, the migration
and settlement experience does not necessarily end the practice within a community and can
sometimes increase pressure to preserve cultural identity and difference.
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According to the World Health Organisation (WHO), FGM/C ‘comprises all procedures that involve partial or total removal of the
external female genitalia, or other injury to the female genital organs for non-medical reasons’.
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WHO, Factsheet No. 241, 2014. FGM/C is commonly practised in parts of Africa, Asia and the Middle East. Forms of FGM/C have
also been reported in Central and South America. In New Zealand, Canada, Europe and the United States, immigrants from
practicing communities are sometimes known to practice FGM/C and are thought to be at risk.

Thus while messages and information about the harms and health consequences of FGM/C
remain the same across the globe, ways of addressing the issue can be further complicated
in countries of destination by lack of cultural understanding and trust on both sides; lack of
awareness about the issue and its consequences; and barriers of language and accessibility
to health services and information.

Legal status of FGM/C in Australia
FGM is a crime under state-based law in every state and territory in Australia. These legislative
measures are supported by community education, health and allied health services and
women’s health support programs. Programs are underway in most Australian states and
territories to work with communities impacted by FGM/C, as well as with health
practitioners, health education, community and settlement workers and the general community.
They aim to promote awareness, increase knowledge and provide information which supports
the abandonment of the practice. Many of these programs are community-based and are
conducted by women from the communities most affected by FGM/C, some for over 16 years.
Programs also work with men, youth and key community members to mobilise them against
FGM/C. However, there has been limited opportunity or resourcing to share expertise across
Australia or allow for a nationally coordinated approach.
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Evidence of FGM/C in Australia
Due to lack of data, it is impossible to speculate on the incidence of FGM/C in Australia or to
estimate the number of girls and women who have undergone the practice before migration
or who may be at risk. Although some estimates have been based on country of birth, such an
indicator fails to account for the diversity of practices within cultures and ethnicities. The lack
of prevalence data should guard against approaches that unduly discriminate or stereotype
women based solely on country of birth.
To ensure that women who have experienced FGM/C are properly supported and that the
practice is not being continued in communities once they migrate to Australia, it is essential that
effective and nationally comprehensive health promotion programs and community education
initiatives are in place.

About the Guide
The purpose of this Guide is to outline a set of guiding principles to inform health promotion
programs in Australia engaging individuals and communities affected by the practice of FGM/C.
Given the scarcity of data available for prevention programs conducted in migration countries,
a need was identified to provide clear guidance about best practice.
This Guide articulates ‘best practice’ as practice aligned with principles of human rights
and community development.3 It approaches the issue of FGM/C within a human rights-based
framework that respects the voices, knowledge, culture and life experiences of girls and women,
and views FGM/C as a violation of human rights, as well as a practice that is harmful to the
health of girls and women.
The Guide was developed on the basis of a literature review 4 of national and international
health promotion programs which address FGM/C, and in consultation with NETFA Project
Partners across Australia. It is informed by the currently available best practice
recommendations of successful programs and interventions documented overseas as well
as the lessons and experiences of health service providers and organisations working with
communities around the issue of FGM/C in Australia.
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A significant challenge to identifying best practice in health promotion and community development programs is the clear lack
of comprehensive evaluation and documentation of programs. This challenge is not limited to Australian programs and will
be discussed later in this guide. Please note that this guide is informed by the information currently available and should be
reviewed as information emerges.
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Jasmin Chen and Regina Quiazon. (2013) ‘NETFA Literature Review’ MCWH: Melbourne.

Health promotion and community programs targeting FGM/C often negotiate two separate
but related aims: to ensure the total abandonment of FGM/C in Australia through education
and information; and to ensure that women who have undergone the practice are fully
supported in addressing specific health needs and any emotional, psychological or social
effects of their experience. Empowering communities, especially women, to take the lead in
activities supporting the abandonment of FGM/C without stigmatising girls, women or their
community is of central importance. Both national and international best practice suggests
that programs should engage all members of the community, and encourages programs
with a focus on young people.
The migration and settlement experience can be a source of long-term trauma for individuals
and communities. Connections to cultural and social identity can be lost or challenged and new
cultural and social expectations can be alienating. This guide assumes prior understanding of
how the migration experience significantly impacts on women and girls’ mental, sexual,
reproductive and general health and wellbeing. Social stigma, racial and gender based
discrimination, isolation, language barriers and access to services are all key issues that impact
on immigrants and refugees. These factors must also be addressed in order to effectively support
women who have experienced the practice.
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Who can use this Guide
This guide is intended for individuals and organisations working with FGM/C affected
communities living in Australia. More generally, this guide may be of interest to professionals,
practitioners and community workers who engage with individuals and communities that may
have experienced, be at risk of, or be affected by FGM/C.
This guide has been developed with the Australian context in mind. In this regard, it identifies
health promotion programs which address FGM/C with the recognition that what works in
a country with widespread acceptance or history of the practice may need to be adapted to
address diaspora communities in countries of migration, where their views are not culturally
dominant or necessarily accepted. For this reason, the guide may be relevant for programs
operating in other countries of migration.
This guide should not be used in isolation and is not suggested for use by individuals with
little or no previous professional experience or training in working with diaspora communities.
However, for people working with communities, it can provide a useful reference point for
understanding best practice approaches in this field. Dedicated FGM/C education programs
exist in almost every state and territory of Australia and can be contacted for further advice.
See the NETFA website (www.netfa.com.au) for contact details, resources and information,
including information for health professionals working in clinical settings, midwives, media
and other professionals.

Why words matter : A note on terminology
FGM/C is otherwise described as ‘female genital mutilation’ (FGM) in Australian and
international legislation. The use of the word ‘mutilation’ highlights the seriousness of the harm
done by the practice to girls and women (WHO 2008). However, many who have undergone the
practice prefer terms like female genital cutting (FGC) or female circumcision (FC) because these
descriptions are less isolating and stigmatising for women. Of course, in languages other than
English the practice is not described in these terms at all.
In line with many international organisations, this guide uses the term ‘female genital
mutilation/cutting’ or ‘FGM/C’ to reflect the importance of using non-judgemental language that
is respectful of individuals who have undergone the practice. Inclusion of the term ‘cutting’ is not
an attempt to excuse or diminish the impact of the practice, but to acknowledge the different
ways girls and women might identify or interpret their experience. Particularly in countries
of destination like Australia, best practice health promotion and community development
programs agree that using appropriate language to ensure that communities are not
marginalised or stigmatised is more effective in engaging communities and facilitating dialogue.
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Other terms used in this Guide

Diaspora

A diaspora is a scattered population with a common origin in a smaller
geographic area. It can also refer to any group migration or flight from a
traditional homeland, country or region.

Home country

In general, home country denotes the country of birth for individuals
who have migrated elsewhere. It should be remembered that many
migrants and refugees may have grown up in a country (or countries)
other than their country of birth and they may identify more strongly
with it as their home country and home culture.

Country of migration

Country of migration is used in this guide to denote a country in which a
significant population or populations of migrants live, either on a
temporary or permanent basis. Clearly this guide is only relevant to
countries of migration with migrant populations that have traditionally
practiced FGM/C.

Girls and women

FARREP

FGM/C is mostly, but not exclusively carried out on girls between 0 and 15
years of age, however the consequences of the practice will affect many
women throughout the course of their life. Unless otherwise stated, ‘girls
and women’ is used as an inclusive expression which acknowledges that
FGM/C is a children’s issue as well as a women’s issue.

This is the acronym for the Victorian Family and Reproductive Rights
Education Program. The program employs bilingual community workers
to deliver FGM/C education.
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Best Practice Principles for
Health Promotion Programs
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1

Community
Engagement

Community ownership of and consensus-building about the need
to abandon FGM/C is key to change. Programs should engage
women, girls, men and boys of all ages and stages in life and promote
community dialogue.

2

Community
Leadership

Community leadership is central to ensuring programs are effective.
Programs should involve the community in all stages of program
development, decision-making and implementation.

3

Women’s
Empowerment

FGM/C reflects a larger issue of gender inequality that can be addressed
by focusing on women’s and girls’ empowerment. Programs should
prioritise the self-empowerment of girls and women by investing in
awareness, capacity building and leadership skills that can advance
their capacity for self-determination and independence.

4

Holistic and
Integrated
Education

Community members are more likely to respond to discussion of the
issue when it is integrated within a wider context of health, human rights
or health literacy. Effective programs address FGM/C as part of a holistic
approach to increasing girls’ and women’s health and wellbeing.

5

Professional Peer
Education and
Training

Providing information and education about FGM/C in a way that is
not condescending and respects the experiences and culture of the
community reaches people more effectively and makes them more
open to change. Peer education ensures better cultural and
generational understanding.

6

Cultural Dignity

Respecting someone’s cultural dignity does not mean accepting their
cultural practices without question. Change is part of culture, but
change can be advocated for in a positive way, without stigmatising
communities.

7

Building the
Capacity of
Relevant
Professionals

In countries of migration the consequences of the practice for girls
and women and the cultural beliefs that surround it may be poorly
recognised or identified by health and other relevant professionals.
Programs should build relevant professionals’ capacity to effectively
address or refer the issue and increase cultural understanding.
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Collaboration

FGM/C prevention crosses many different sectors. A co-ordinated
approach involving collaboration, communication and information
sharing across sectors is essential to providing comprehensive support
for girls and women who may be affected by FGM/C.

Research and
Evaluation

In order to be effective, programs must be guided and informed by
accurate evidence and must be able to reliably assess the success of
strategies and activities undertaken. Programs should develop
comprehensive evaluation frameworks and wherever possible consult
current literature and research in the area.
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1
Community Engagement
and Dialogue

Successful programs across the globe consistently acknowledge that permanent social and
cultural transformation can only be achieved by encouraging community engagement and
ownership of the issues around FGM/C, involving all members of the community across all
ages, including men. Programs that have been successful in promoting lasting change in the
community address the entire community and engage community members in a meaningful
and participatory way.
Clearly girls and women must be the primary focus of FGM/C prevention programs; however
programs should try to engage every member of the community including men, young people
both male and female, and the older generations. Across the entire community, effective
programs focus on supporting dialogue and debate within the community, and engaging with
community members as peers and as leaders rather than as passive subjects.
In a country of migration like Australia, programs may be working with individuals from diverse
cultural backgrounds, stages in life, levels of education and location. It is important to tailor
activities to meet the particular needs of each community or group. Although reasons given for
the continuation of the practice can be common across countries and communities, the rituals
and conventions surrounding the practice can be different, as can the language used to describe
it. Without engaging with the specific heritage, social conventions and cultural beliefs of each
community, programs can fail to meaningfully reach the intended audience. Equally, without
addressing communities in their preferred language, there is a greater risk that messages will be
misdirected, miscommunicated and misunderstood.
By creating safe and enabling environments in which dialogue can take place, programs have
been successful in encouraging and supporting dialogue, including that between women from
different generations, between men and women and between women from different cultural
backgrounds.
“Be open with them. If they see you talking to them honestly
about how harmful it is, they will start to ask questions. Being
open gives them the chance to talk about it and be open
themselves … you sit with them and you have coffee and food
to remind them of home and you give them the time to talk.”
Bilingual Community Health Educator
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Recommended Strategies
Create a safe
and supportive
environment to
enable community
discussion and
debate.

Engage everyone
in the community,
including girls,
women, boys and
men of all ages.

Provide spoken and
written information
in the appropriate
language and
dialect for
participants.

Employ
facilitators who
share a common
cultural background,
age and gender with
participants.

Give participants a
safe space to share
their stories and
allow time for them
to be heard.

Use appropriate
resources and
aids to facilitate
discussion (such as
videos and images).

Be prepared for and
aware of individual
and cultural
differences in
attitudes to FGM/C.

Don’t assume that
communities share
the same beliefs
or ideas about the
practice.

Use clear language
and terminology
that the
participants
recognise and
understand.

11

2
Community Leadership

A constantly recurring recommendation from successful programs is that programs and
initiatives must be led by the community. In many programs, women who have undergone
FGM/C have been the driving force behind change. In other programs, progressive community
leaders and other gender equity ‘champions’ have used their influence to encourage positive
change and challenge misconceptions.
Involving the community throughout all aspects of the development and implementation of
programs and initiatives allows community members to take leadership of the issue and to
develop effective strategies that work within their community.
In a country of migration like Australia, creating meaningful opportunities and conditions for
community leadership can be more challenging than in countries where change is needed
across the entire population. It is important that service providers understand how
relationships of power and privilege can operate between people of migrant or refugee
background and people who belong to the cultural mainstream. Service providers also need to
be aware that they are cultural beings who bring their own biases, stereotypes and assumptions
to bear on their world view. Fostering community leadership brings additional benefits to
communities that may struggle to advocate on their own behalf and may lack opportunities to
provide advice about their specific needs.

“If you want to educate the community you have
to be someone honest someone [who is] part of
them, culturally and religiously part of them, so
they will listen to you.”
Faduma, FARREP educator and
President of Care Somaliland in Empowering Change
(Monash Health 2013)
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Recommended Strategies
Dedicate roles in
steering and reference
groups for community
members to oversee
program direction.

Build community
accountability into
program planning,
development and
decision-making.

Consult with a diverse
range of community
members and seek a
range of perspectives.

Work in collaboration
and partnership with
community
organisations, and
value their expertise.

Approach and
invite involvement
from recognised
community
champions and
leaders.

Be honest and clear
about your project
aims and objectives
and seek advice and
feedback.

Employ educators,
staff and
spokespeople from
the communities
being engaged (see
Principle 5).

Lessons learned:
1.

Gaining effective and sustained input from
community members often requires creating
positive conditions for their involvement: you may
need to consider and accommodate individuals’
availability, travelling requirements, child care
needs and ensure the availability of bilingual
workers or professional interpreters if needed.
You should also consider providing professional
payment or reimbursement for time.

2.

Community leadership requires more than token
involvement of community members in aspects of
program planning.

3.

Not all community leaders may support
abandonment. It is important to be clear about the
aims of the program and to discuss their views and
approach from the outset.
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3
Women’s Empowerment

The cultural practice of FGM/C reflects a form of gender inequality which exists in most
communities and societies around the world. It is fundamentally important that women’s
and girls’ empowerment remain a central focus of programs developed to promote the
abandonment of FGM/C and a general focus for girls and women in communities where
inequality exists.
An important part of women’s self-empowerment involves knowing about their bodies and
understanding their sexual and reproductive health and development. Creating opportunities
for girls and women to identify and address both traditional and changing gender roles as they
exist in their community also develops empowerment and the self-belief to act. Furthermore, in
the Australian context, culturally specific gender inequalities often intersect with the inequity of
access to health and support services, social acceptance and economic security that can exist
for many individuals from immigrant and refugee backgrounds. In this respect the focus on
women’s and girls’ self-empowerment must also include building capacity for diaspora
communities more broadly.
Programs can prioritise the self-empowerment of girls and women by investing in building
awareness, capacity and leadership skills for girls and women to increase their decisionmaking power, including improved access to formal education and economic empowerment.
These specific initiatives should be combined with building broader community consensus for
women’s and girls’ rights.

“Sometimes young women think that if they are not
circumcised, nobody will marry them. I tell them, ‘It’s OK, it
has changed, it’s not like before. That was the wrong idea
we had. I was like you, I made a mistake with my daughter,
and I’m almost 60 years old. It’s not like before, when people
called me names, but don’t worry, I’m happy now. I’m very
lucky, that my granddaughter is not having this, I’m very
proud.’ And that’s what I tell my community.”
FARREP educator, Victoria
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Recommended Strategies
Develop and
implement advocacy
and leadership
programs for girls and
women.

Build the capacity
of existing women’s
groups and initiatives
(eg. mothers groups).

Promote gender
equality and
women’s and girls’
leadership and
decision-making.

Highlight immigrant
and refugee women’s
achievements to the
wider community.

Encourage girls’
leadership and
advocacy (through
schools, youth
groups and clubs).

Support and resource
women taking the
lead in gender equity
issues including
FGM/C.

Provide
comprehensive
women’s health
literacy programs
in all states and
territories.
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4
Holistic and Integrated
Education

Successful programs and initiatives show that the most appropriate and effective way to engage
the community on the issues about FGM/C is to introduce the topic within a wider context.
Approaching the topic directly can be confronting and unproductive for participants who may
never have discussed the issue before and who may consider the subject taboo.
The topic is most effectively integrated within programs as part of a holistic approach to
increasing women’s and girls’ health, wellbeing and independence. Many of the most effective
documented programs have presented issues to do with FGM/C within a larger education
program dealing with sexual health, human rights, gender equality, health literacy or health and
safety. Many other intersecting issues may offer platforms for raising the issue including racism,
intergenerational issues, stigma, mental health and sexual health.

A case study for an empowerment
and human rights approach.
The Tostan Project, now known as the Community Empowerment
Program, is widely documented for its remarkable success in promoting
the abandonment of FGM/C in communities across Africa.
Using a community education program for women based on human rights
principles, Tostan’s respectful and inclusive approach nurtures social
transformation in a non-judgemental and culturally relevant way.
Tostan’s work has resulted in the organised abandonment of FGM/C in
8000 communities across eight African countries.
For more information go to www.tostan.org
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Recommended Strategies
Frame FGM/C
within a discussion
of human rights,
women’s rights,
children’s rights and
gender equality.

Embed FGM/C
education within
a comprehensive
women’s or men’s
health program.

Build and support
participants’
understanding of
their bodies and
health as part of
FGM/C education.

Take opportunities
to raise FGM/C when
discussing other
sexual and reproductive health topics.

Partner with schools
to include
nformation about
FGM/C in girls’
health education
curriculum.
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5
Professional Peer
Education and Training

Peer education involves training members of the community to deliver education sessions and
facilitate discussion within their own community. It is internationally recognised as best practice
because peer educators are more likely to relate to the heritage, life experience, social
expectations and cultural backgrounds of their audience. This model is proven to be an effective
way of engaging communities. The peer relationship encompasses more than participants’
preferred language and country of origin; a group’s gender, age and stage of life can be equally
important considerations.
Gender, in particular, is a primary consideration in peer education on the topic of FGM/C.
While it is important to involve the whole community in understanding and ending the practice,
there are many issues around the practice and its consequences which women may not feel
comfortable discussing in a public or mixed gender situation.
Peer education is a non-hierarchical and participatory approach which involves the sharing
or exchange of information, rather than one-way instruction. Peer educators relate to the
community as peers and active contributors rather than as ‘experts’. Listening to the knowledge
and experiences of every member of the group is as important to the learning process as sharing
their own knowledge and training. In this way, members are encouraged to take ownership of
the issue, to reflect on their own attitudes through shared discussion with the peer educator and
other group members, and reach their own conclusions about the way forward.
Effective peer education requires ongoing support and supervision, including comprehensive
and ongoing training, appropriate and accessible resources, and both personal and professional
opportunities for debriefing and support. Peer educators often occupy a unique role in their
community as advocates and evaluators and their work should be professionally recognised
and renumerated.
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Factors to consider

Gender

Age

Cultural
background

Preferred
language

Religion

Country
of origin

Level of
education

Level of
health literacy

Stage of life

Socioeconomic
standing

Sexuality and
relationship
status

Political views

Pre-migration
and migration
Experience

Visa or
citizenship
status

Mental health

Lessons learned:
Employing peer educators within a close-knit community can pose challenges. In some situations,
particularly among younger generations, groups or individuals may feel more comfortable speaking
to someone outside their own community. It is important to emphasise that peer educators are
professionally trained in ethical conduct, including maintaining confidentiality. However, if there are
concerns about confidentiality, stigma or shame, it is more important to give communities a choice
about how they access information and from whom.
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6
Cultural Dignity

A person’s cultural identity is not limited to the customs of a group or the place where they
were born. It encompasses many things including gender, age, ethnicity, family, education
and literacy, religion, social class, wealth and sexuality. These factors greatly influence what
experiences a person may have of FGM/C and how they will view it. For members of a diaspora
community, the age and stage in life at which someone arrived in a new country can also affect
their experiences of migration and settlement and their understanding of FGM/C.
Respecting someone’s cultural dignity is not the same as accepting their cultural practices
without question. Equally, questioning someone’s cultural practices or beliefs can be done
without being disrespectful to their cultural or personal identity. Programs that make
judgements about girls and women who have experienced FGM/C rarely engage those women
or their communities in a meaningful way. It has been shown that using judgemental language
around the issue of FGM/C can create resentment, discourage participation and, at worst, drive
the practice underground.
Literature strongly suggests that framing the abandonment of FGM/C as a positive cultural
change is likely to be more effective in promoting discontinuation of the practice and increasing
support for ending FGM/C within a community.

“I don’t think tradition or customs and culture or religion
… justify a practice that harms one’s body. So we can just
take that out and still preserve all the other good things
we have in our culture that we can share with everyone.”
Hiba, Medical Practitioner in Empowering Change (Monash
Health, 2013)
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Recommended Strategies
Create supportive
spaces for women to
share their
experiences without
fear or judgement.

Be a good listener
and document
feedback and
outcomes to
effectively evaluate
and plan.

Include men and
create forums for
men and boys to
learn about FGM/C
in the context of
gender inequality.

Provide counselling
services, particularly
for women during
antenatal care and
relating to sexual
health.

Avoid using
judgemental
language when
discussing the issue
or responding to
participants.

Build trust, discuss
confidentiality and
establish group
agreement about
expectations before
discussing the issue.

Facilitate
intergenerational
dialogue between
girls and women from
communities with a
history of FGM/C.
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6
Cultural Dignity

Approaching FGM/C as a human rights issue and a sexual and reproductive health issue can
be effective without necessarily creating stigma or assigning blame for the practice. Using a
sexual and reproductive health approach allows participants to understand the harmful health
effects of the practice and provides a strong, evidence based argument for its immediate
abandonment. Using a comprehensive human rights approach more clearly frames FGM/C as
a universal issue, negating claims for the continuation of FGM/C for cultural reasons and
framing FGM/C abandonment in terms of empowerment and the affirmation of the rights of
girls and women.
It is important that health practitioners do not make assumptions about someone’s level of
knowledge, experience or attitude towards FGM/C, or about an individual’s personal beliefs,
attitudes and values based on their heritage or cultural background, gender, age, level of
education or financial situation. Health promotion programs can also promote respect for
cultural dignity in the wider community, through raising awareness, challenging stigma and
creating safe spaces for community dialogue.

“When we started in 2001 many elderly people told us that we were acting like
Europeans, like white people. Some people even said: ‘Don’t bring this to me,
this is cultural.’ I remember a man in my group one day said: ‘You did this to your
daughter and now you are telling me not to do this with my daughter?’
I told him I was wrong, and if I had known what I know now I wouldn’t have done
it. I said, ‘You are lucky to have this information, so now you know it’s harmful.”
This man is actually a good friend of mine now, and he told me recently, ‘You
know that day, I was wrong.’ So we’ve been through this process with the older
generation, and they would always claim it was cultural. It’s difficult to change a
community that has been this way for many years. But they can change and they
do.”
Bilingual community health educator
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Lessons learned:
1.

It is important to be aware of and acknowledge your own personal and cultural identity as a
facilitator, peer educator or program developer. You may have very different experiences and views
of FGM/C, particularly if you have grown up in a community that has never been exposed to the
practice. As a service provider you may need to separate your own values and beliefs from a given
situation.

2.

People may have strong views about FGM/C and take the issue very personally. It is important
to ensure that public forums have clear and understood rules for participation and facilitators
maintain people’s right to privacy and respectful treatment.

3.

Younger members of a diaspora community may have very different attitudes to FGM/C to their
parents or grandparents. In some instances it would be beneficial to hold facilitated discussions
across and within generations, about FGM/C, human rights and health literacy more broadly.

4.

It is important to recognise that culture is not static: change is part of culture and it can be positive.

5.

Facilitators and peer educators may find that they can connect more effectively with members
through other activities including sports, hobby groups and cultural activities.

6.

In countries of migration, the risk of creating stigma for people from particular communities is
much greater around this issue. Part of respecting cultural dignity includes being vigilant about
ensuring accurate, unprejudiced and reasoned reporting.
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7
Building the Capacity of
Relevant Professionals

In a country of migration like Australia, FGM/C can be a poorly understood issue for many of the
health and associated professionals who treat girls and women who have undergone, or at risk
of, FGM/C. These professionals are also more likely to be an early point of contact for girls and
women with adverse or potentially adverse health consequences associated with FGM/C.
National strategies and programs worldwide cite the importance of building the capacity of
health professionals in understanding FGM/C, responding to the needs of women who have
undergone FGM/C and identifying situations which require intervention or groups that would
benefit from further education and support.
Many effective FGM/C programs complement their work with communities with building the
capacity of relevant professionals who may work with communities or individuals affected by
FGM/C. Beyond getting accurate information and training about the practice of FGM/C,
professionals can benefit from understanding cultural and social attitudes related to the
practice and identifying other services and strategies for supporting girls and women who
have undergone the practice or who may be at risk.
Capacity building can also come in the form of encouraging and facilitating a closer cultural
dialogue between professional service providers and communities; advocating for improved
access to services; and providing advice and consultancy services to health professionals on
appropriate policy, procedure and service responses.

“One lady said that the doctor did not seem to have
noticed that she was circumcised, so it was extremely
painful while she was doing the test. I told her she
needed to tell the doctors, because when you are
circumcised, they have to use different instruments, like
a smaller speculum. But why didn’t the doctor ask her?”
Bilingual community health educator
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Recommended Strategies
Work with
professionals to
develop appropriate
responses to FGM/C
for women and girls.

Include FGM/C in the
standard curriculum
for doctors and other
relevant health
practitioners.

Develop and
provide multilingual
resources and information to support
health
professionals.

Advocate for
culturally specific
counselling and
support options in
hospitals and health
care settings.

Relevant professionals include:
general practitioners

obstetricians and gynaecologists

midwives and nurses

paediatricians

psychologists

school nurses

teachers

child care professionals

police and justice sector

local government workers

family planning service

child protection workers

settlement workers

social workers
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8
Collaboration

FGM/C prevention at a local level crosses over many different sectors including health
promotion and education, clinical health, legislation, law enforcement, child protection, social
work, immigration, refugee support and settlement services, and community. The most effective
approaches to achieving the abandonment of FGM/C involve cross-sectoral collaboration and
communication that is supported by government and relevant legislation.
Multiple stakeholders, including community groups, should work together to identify local
needs and implement appropriate strategies. At the same time, a co-ordinated approach across
sectors that is also nationally consistent across regions will ensure more comprehensive support
for girls and women who have undergone, or are at risk of undergoing, FGM/C. It will also ensure
more comprehensive reach in raising awareness about the consequences of the practice among
newly arrived and emerging communities.
Collaboration on an international scale has been seen to be very effective in raising awareness
among communities, and in particular, among immigrant and refugee communities.
Building closer bridges between countries of origin and countries of migration can bring a
greater degree of comfort to some immigrants and refugees when discussing the issue,
particularly if they are unaware of changing attitudes to the practice in their country of origin.
Equally, migrants who have not been exposed to a shift in attitudes to FGM/C in their country of
origin can impact the process of abandonment negatively if they return without being part
of consensus-building themselves.
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Recommended Strategies
Encourage stakeholders to integrate
FGM/C awareness
and abandonment
into services, policies
and programs.

Maximise
opportunities to
collaborate and
share with multiple
services across
sectors in projects.

Establish and
maintain a
multi-sectorial
advisory committee
in your region.

Support international
campaigns such as
the International Day
of Zero Tolerance to
FGM.

Learn from overseas
and cross-country
campaigns, policies,
strategies and
statistics related to
ending FGM/C.

Increase national
co-ordination and
consistency of
FGM/C education
and prevention
across Australia.

Build a shared
understanding and
capacity of relevant
professionals
across sectors (See
Principle 6).
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9
Research and Evaluation

One of the most consistent recommendations in reviews of FGM/C programs worldwide is
for comprehensive and reliable program evaluation and program reporting. To be effective
programs must be guided and informed by evidence, and must be able to reliably assess the
success of strategies and activities undertaken. Without adequate investment in research and
comprehensive evaluation frameworks, many excellent initiatives could be misguided or on the
contrary, left undocumented for the benefit of future programs.
In Australia there is very little data available about the number of girls and women who have
undergone FGM/C. While information exists on the number of women seen by the
de-infibulation clinics operating in Australia and women with FGM/C who have birthed in one
state’s data set, these figures represent only a small percentage of those women who may have
undergone the practice, and should not be taken as indicative. Moreover, the current available
data does not provide an accurate measure of the numbers of women at risk, or who might
benefit from prevention programs. The gaps in the data highlight the value of drawing on
qualitative data to complement demographic and international research findings in program
development and implementation.
There is also little available data related to current attitudes or levels of awareness in diaspora
communities living or arriving in Australia. This can make it very difficult to accurately measure
the impact of interventions and programs. It is important that program developers and
educators stay up-to-date with current literature and ensure that their programs are informed
by both the quantitative and qualitative data available. It is equally important that programs
try whenever possible to comprehensively document and share their project outcomes and
findings with other services and relevant organisations.
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Recommended Strategies
Establish a process
for the systematic
collection of relevant
data sets (e.g.
maternal health,
birth outcomes).

Record and maintain
a database of
qualitative data on
women’s views and
experiences.

Ensure evaluation
is an integral
part of project
planning and
implementation.

Publish reports
and share results of
health promotion
initiatives,
campaigns and
programs.

Seek opportunities
to collaborate with
academic
researchers to
develop the evidence
base.

Ensure that
research
undertaken is
ethical in its
approach and meets
ethics approval.

Lobby for increased
investment in
research and data
collection related to
the issue.

Advocate for
participatory and
community-led
research that builds
knowledge about
best practice.

“There is a lack of understanding about the psychological effects of FGM. Once I consulted at a psychiatric
hospital and the clinicians there asked me about
the psychological aspects of FGM/C, but there is no
conclusive evidence available. Further studies on how
to help women who’ve experienced FGM/C psychologically would be very helpful.”
Bilingual community health educator
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