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Abstract

This paper is part of the results achieved by the Project “AFTER project, Against FGM/C Through Empowerment and Rejec-
tion” co-funded by the EU Rights, Equality and Citizenship Programme and implemented by a multidisciplinary Research Group
based on Ireland, Italy, Sweden and Spain. The general objective is to conttibute to the prevention and eradication of FGM/C
and the specific objectives: a) To estimate the prevalence of FGM/C in the EU in order to size and make its scope visible b) To
obtain a better and mote in-depth understanding of how work related to FGM/C is approached in Ireland, Italy, Spain, and Swe-
den. A mixed research methodology was used. The quantitative approach allows for contextualizing and measuring the presence
of this practice within EU territory, while the qualitative approach provides insights into and analysis of the experts’ perspectives
on the policies that have been implemented. Results: The statistical analysis shows that the population from countries where
FGM/C practised has increased in recent years. And the analysis of expert discourse shows agreement that is needed legislation
to penalize the practice, but insufficient. It is necessary to developed prevention and comprehensive care measures for victims
and inter-institutional coordination protocols, involving the participation of the affected communities. Professionals insist that
relevant training is fundamental and ask for more resources and services, in addition to the creation of multidisciplinary teams.
Conclusions: FGM/C is today practised globally, and eradicating it, requires engaging in real work to integrate the immigrant
population and attend to its basic needs.
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Mutilacién genital femenina: estimacion cuantitativa del problema en la Unién Europea y
analisis cualitativo en el caso de Irlanda, Italia, Espafia y Suecia

Resumen

Este articulo es parte de los resultados logrados por el proyecto “AFTER project, Against FGM/C Through Empowerment
and Rejection” cofinanciado por el Programa de Derechos, Igualdad y Ciudadania de la UE e implementado por un grupo de
investigacién multidisciplinario con sede en Irlanda, Italia y Suecia. y Espafia. El objetivo general es contribuir a la prevencion y
erradicacion de la mutilacién genital femenina y los objetivos especificos: a) Estimar la prevalencia de la mutilacién genital feme-
nina en la UE para dimensionar y visibilizar su alcance b) Obtener una mejor y mas comprensioén profunda de cémo se aborda
el trabajo relacionado con la mutilacién genital femenina en Irlanda, Italia, Espafia y Suecia. Se ha utilizado una metodologia de
investigacién mixta. Cuantitativa para contextualizar y dimensionar la presencia de esta practica en el territorio de la UE y cuali-
tativa para conocer y analizar los discursos de los expertos sobre las politicas desplegadas. Resultados: La poblacion originaria de
paises donde se practica MGF ha aumentado en los ultimos afios en la UE. Segun el analisis de discursos, los entrevistados coin-
ciden en que es necesaria la legislacion que penaliza la practica, pero no suficiente. Se precisa desarrollar medidas de prevencion y
atencion integral a las victimas y protocolos de coordinacion interinstitucional que involucre la participacion de las comunidades
afectadas. Los profesionales insisten en que la formacion es fundamental y piden mas recursos y servicios, y la creacion de equi-
pos multidisciplinares. Conclusiones: La mutilaciéon genital femenina se practica hoy en todo el mundo y erradicatla requiere un
trabajo real para integrar a la poblacién inmigrante y atender sus necesidades basicas.
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1. Introduction

Women have been and continue to be subject to a wide variety of forms of violence. One such form
is female genital mutilation or cutting (FGM/C), which consists of the partial or total cutting of the female
genital organs, performed intentionally and for non-medical reasons (WHO 2018). This is a clear and seri-
ous violation of human rights and an act of extreme violence against women and girls. FGM/C is listed by
the WHO (1979) as a harmful traditional practice (HTP); this list includes all practices that adversely affect
the health of women, including child or forced marriage, infanticide, honour crimes or preference for male
offspring.

As consequence of migratory movements, FGM/C is a phenomenon with global coverage, but in
the case of the problem we are addressing here, the cultural differences between the host societies and the
migrant population result in a problem that directly affects women’s rights. Being a practice that violates
human rights, it is necessary to understand that the eradication of FGM is necessary, but also complicated,
considering that it requires the implementation of measures in both the migrants’ societies of origin and
the societies of destination (Mestre 1 Mestre, 2011).

This paper is the result of a mixed research conducted in Ireland, Italy, Spain and Sweden. Quanti-
tative methodology aims to estimate how many women and girls have suffered, or are at risk of suffering,
this HTP in the 28-UE, and qualitative methodology to provide stakeholders’ opinions regarding polices,
services, resources and campaigns, in order to fight FGM/C and to understand and to improve women’s
care. Further, with this paper, we try to contribute to the dissemination of knowledge of this practice.

2. Elements and forms of FGM/C

FGM/C is practised at varying ages. In Yemen, for example, babies are subjected to cutting during
the first weeks of their lives, while in other communities FGM/C takes place before marriage or even after
first giving birth. The most common period used to be between 5 and 14 years of age, as part of the rite of
passage signalling the transition to adulthood. Currently, however, the majority of girls are mutilated before
they reach the age of 5 years in order to avoid resistance and the problems arising from the illegality of FG-
M/C (UNAF 2015). It is more appropriate to refer to female genital mutilations, using the plural, because
various types have been classified (WHO, 2018):

¢ Type I or clitoridectomy, involving the partial or total removal of the clitoris; this is the most diffi-
cult to identify in a medical examination.
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¢ Type 11 or excision, with the partial or total removal of the clitoris and the labia minora, and some-
times even the labia majora.

e Type 111 or infibulation, affecting the labia minora and/or majora, with or without excision of the
clitoris, in addition to narrowing of the vaginal orifice by cutting and appositioning;

e Type IV, which is not precisely defined and includes a broad range of harmful procedures to the
female genitalia that are difficult to classify, including pricking, piercing, incising, scraping and cau-
terisation.

Although not all ethnic groups from a particular area practise FGM/C and when they do so there is
diversity in terms of how it is done, we can make a general statement that, for example, in Western Africa
it is more common to encounter type I and II mutilations, while type III is more common in the Eastern
part of the same continent. When women or girls suffer type III mutilation, they have to be immobilised
for up to 40 days with their legs tied together in order for the wounds to heal. Gitls are also immobilised in
some cases of type II mutilation, with a risk of causing fusion (the labia minora heal and there is fusing of
the vaginal introitus as in the case of infibulation). In these cases, it is necessary to perform deinfibulation
or reopening of the vaginal introitus in order to make sexual relations or childbirth possible.

3. Biopsychosocial consequences of FGM/C

In order to comprehend the dimensions and seriousness of the consequences of FGM/C, it should
be understood that the cutting takes place in a highly vascularised area with a large concentration of nerve
endings, which is therefore particulatly sensitive to pain and subject to a high risk of haemorrhage. FGM/C
is most commonly performed in highly precarious conditions. The person responsible for the cutting is
usually someone without medical or anatomical expertise (the midwife, the circumciser or a grandmother
of the child), with the use of imprecise instruments and little sterilisation (a razor blade, a knife, even glass
or a can lid). On many occasions, various gitls are cut with the same instrument, increasing the risk of in-
fection (hepatitis, HIV). Measures to reduce bleeding or pain are generally restricted to applying cold water
or administering local anaesthetic. Antiseptics and healing medication are limited to the use of ashes or
herbal ointments. In some countries, such as Egypt, Guinea and Sudan, the practice has been medicalised
(performed by health professionals in health institutions) to reduce risks and subsequent complications.
But this has the effect of institutionalising and consolidating FGM/C and fails to prevent irreparable harm
(Serour 2010, 2013).

This harm, which can even result in death, affects the physical, reproductive, psychological and emo-
tional wellbeing of girls and women, in addition to their social development. The seriousness will depend
on the type of mutilation, the extent to which cutting takes place, who performs the cutting and the con-
ditions and instruments used. The consequences arise from the moment of cutting and last for the whole
lifetime of those who are subjected to it. As mentioned, the most serious consequence of FGM/C is
death, which can occur as a result of haemorrhage, the contracting of infections (tetanus, HIV, hepatitis)
or obstetric complications during or after childbirth due to new haemorrhages (Gebremicheal, et al., 2018;
Lavazzo et al., 2013).

Women who have suffered FGM/C commonly encounter difficulties with urinating, chronic urinary
tract and genital infections caused by obstructions to the passing of urine or the menstrual flow, the produc-
tion of bladder and urethral stones, kidney disorders, pelvic inflammation, fistulas, keratosis, fibrosis and
persistent anaemia, frequently aggravated by poor nutrition. Strong and constant pain is experienced in ad-
dition to all of this (Ismail, et al., 2015; Kaplan et al., 2006; Lujan & Bethancourt, 2014; WHO, 2008, 2018).

Consequences for sexual and reproductive health include a significant risk of infertility resulting from
harm to the reproductive organs, difficulties with coitus due to stenosis, lack of elasticity due to fibrosis,
dyspareunia, dysmenorrhoea, hematocolpos, anorgasmia or at least reduced sexual appetite, increased cases
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of caesarean section and episiotomy to avoid lacerations and tearing during childbirth, increased foetal dis-
tress and the risk of perinatal mortality (Balachandran, et al., 2018; Berg, et al., 2014; Browning, et al., 2010;
Isa, et al., 1999; Rushwan, 2013; Sylla et al., 2020). In type III mutilation cases and in type II fusing cases,
deinfibulation has been necessary.

The physical consequences are interrelated with the psychological and social ones. Pain, chronic in-
fections, kidney disorders, anaemia and other issues affect the normal course of girls and women’s private
and social lives. Although there are fewer studies in this area and some are not conclusive, data have been
recorded concerning issues such as anxiety, distress, depression, phobia, low self-esteem, shame, post-trau-
matic stress and reduced sexual appetite (Berg et al., 2010; Reisel & Creighton, 2015; Vloeberghs, et al. 2012;
knipscheer et al., 2015). In a study conducted by Behrendt and Moritz (2005) with Senegalese women, it
was found that among those who had been subjected to mutilation, almost 80% suffered from affective and
anxiety-based disorders. There is also a high risk of post-traumatic stress disorder: around 30%, similar to
that reported for victims of abuse during childhood.

It should be taken into account that FGM/C is socially presented as something that is positive and
necessary, and that means one is joining the adult world. In places where it is a social norm or a sign of
identity, a ceremony is usually held that the girl looks forward to in excitement; a party where there are of-
ten gifts and she is the centre of attention. These positive expectations conflict with the shock of the pain
and suffering that will be experienced in reality. Added to this contradiction is the fact that the person who
performs the cutting is someone who is respected in the community or very close to the girl.

Refusing the mutilation means being excluded from social integration in communities where social
networks are fundamental to survival, but at the same time the repercussions of FGM/C can affect partic-
ipation. For example, FGM/C tends to be a requitement for marriage, but infertility or difficulty in having
coital relations as a result of cutting are grounds for divorcing or abandoning the woman.

It is necessary to add to all of the foregoing that girls and women have to bear all that happens to
them in silence, as talking about the body, sexuality or the mutilation is often taboo. This makes it difficult
for women to be able to process and understand what has happened and establish links between all the
problems they are suffering and their cause, FGM/C.

4. International political framework to challenge and eradicate FGM/C

The potential conflicts between recognising cultural diversity and ensuring gender equality in differ-
ent feminist arguments have been resolved from three different perspectives in contemporary societies: a)
regulating the eradication of illegal practices; b) removing the individual concerned from their own group
of origin (an approach that leaves the responsibility for “doing” in the hands of the individuals and entails
the loss of their identity); ¢) working with communities and intercultural dialogue between them (Phillips
and Dustin, 2004).

Today, whether due to its entrenchment in the traditions of certain places or as a result of migratory
movements, FGM/C is a phenomenon on a global scale. In recent years, international work to secure its
eradication has intensified. The Sustainable Development Goals were presented to the United Nations
General Assembly in September 2015, to come into effect as from January 2016 (UN, 2015a). Goal Five,
dedicated to the achievement of gender equality, expressly seeks the elimination of FGM by 2030. The
Pan-African Parliament also committed to eradication in 2016, signing an agreement to ban FGM across its
55 Member States.). But despite all this work to eradicate FGM/C, it is estimated that 200 million women
and girls may have suffered some kind of mutilation and 30 million are at risk (UNICEF 2016).

The European Union is also committed to this cause. In 2001, the Ewrgpean Parliament resolution on
female genital mutilation (2001/2035(INI)) recognised FGM/C as a form of violence against women and a
violation of human rights. The text describes the urgency of banning FGM/C and considering it a criminal
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offence in EU Member States, of punishing it as a criminal offence and of adopting comprehensive action
strategies including prevention, assisting victims, raising awareness and providing training programmes. The
European Parliament resolution of 24 March 2009 on combating female genital mutilation in the EU (2008/2071(INI))
called for the drawing up of an overall strategy, including preventive strategies in terms of social and
healthcare actions.

The prohibition of the practice in host societies may be a necessary measure, but we believe that it
is absolutely inadequate to address the set of problems that surround it. The regulation of the eradication
of the practice requires the implementation of criminal measures, but also other prevention and assistance
measures that are equally or even more important for its eradication. In this sense, in recent years, the EU’s
involvement in the adoption of prevention and victim assistance measures has been more developed than
in the first declarations on FGM/C.

The European Parliament Resolution of 14 June 2012 on ending female genital mutilation (2012/2684(RSP))
was adopted in 2012. It insists on the need to establish prevention and victim protection measures. In 2013,
the EU undertook in the Commmunication from the European Commission “Lowards the elimination of female genital
mutilation” (COM(2013) 833 final) to allocated funds to combating FGM, promote sustainable social change
for the abandonment of FGM focused on changing the attitudes and beliefs that underpin it, develop mul-
tidisciplinary cooperation, guarantee the protection of women at risk within the EU in accordance with the
existing asylum legislative framework, and promote the wotldwide eradication of FGM/C. The EU also
undertook to improve understanding concerning the practice and to develop a common methodology and
indicators to research and quantify the women at risk within the EU.

More recently, the EU has committed to the struggle to eradicate FGM/C on an international level
through the Agenda for the achievement of the SDGs (UN, 2015b). Since 2017, it has been a signatory to
the Council of Europe Convention on preventing and combating violence against women and domestic violence of 11 May
2011, more commonly known as the Istanbul Convention. Ratification of the Istanbul Convention makes
it obligatory to adopt preventive and protective measures against the various forms of violence, including
FGM/C.

5. National policies framework developed by the countries involved in this study, Ireland, Italy, Sweden and
Spain, to eradicate FGM/C.

The international policies described in the previous section, constitute the general framework that
Ireland, Italy, Spain and Sweden must consider and implement, as EU Member States, when addressing
their work in relation to FGM/C. Fundamentally, measures for the eradication of FGM/C focus on three
lines of intervention:

e The criminalization of FGM/C, leading to its prosecution and the establishment of penalties.

e Assistance to girls and women who have been victims or are at risk of undergoing this practice. This
includes legal protection for minors, protection for asylum seekers or those granted refugee status (as
FGM/C is a recognized ground for asylum), and for those who have already undergone mutilation,
measures in the field of sexual and reproductive health, as well as psychosocial support.

e Prevention, which includes public awareness and education, professional training, and the promo-
tion of research.

The four countries studied, Italy, Ireland, Spain, and Sweden (Table 1), have criminalized FGM/C,

but there are differences in the instruments developed by each country for prevention and care. Italy has
established comprehensive legislation to combat female genital mutilation, though there is a lack of devel-
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opment in certain areas of victim assistance and FGM/C prevention. In Ireland, some organizations had
implemented measures to address this practice, but there was a regulatory gap, such as the absence of a gov-
ernment-led national plan with concrete measures. In Spain, the focus is primarily on the healthcare sector,
with almost no measures adopted in other sectors like social or educational services. Additionally, preven-

tive measures are scarce in the instruments analysed. Finally, although not regulated by law as in Italy, Swe-

den has the most comprehensive development of measures, thoroughly regulating care in the health, social,
and educational sectors, and establishing concrete and significant actions for the prevention of FGM/C.

Table 1: National policies framework

IRELAND [ =  Child protection and welfare practice handbook (Health Service Executive, 2011)
=  Criminal Justice (Female Genital Mutilation) Act 2012
*  Garda Siochdna Policy on the investigation of sexual crime, crimes against children, Child Welfare, 2013 (2
edition)
= National Action Plan to Combat FGM/C 2016-2019
= Second National Intercultural Health Strategy (2018-2023) Health Service Executive
ITALY = Law No. 7 of 9 January 20006, ‘Dispositions regarding prevention and prohibition of female genital mutilation
practices’
®  Guidelines for healthcare professionals (Ministry of Health, 2008)
= II National strategic plan on male violence against women 2017-2020
= IV National Plan of action and of interventions for the protection of rights and the development of persons
in the developmental age (Ministry of Labor and Social Policy, 2016)
SPAIN *  Organic Law 11/2003, of September 29, on specific measutes regarding citizen security, domestic violence,
and social integration of foreigners, which amended Article 149 of the Criminal Code
=  Common Protocol for Healthcare Action against Gender Violence (Ministry of Health, Social Services and
Equality, 2012)
= Basic Protocol of Intervention against Child Abuse within the Family Environment (2014)
= Law 26/2015, of July 28, amending the system of protection for children and adolescents, which amends
Organic Law 1/1996, of January 15, on the Legal Protection of Minors
= Common Protocol for Healthcare Action against Female Genital Mutilation (Ministry of Health, Social
Services and Equality, 2015)
= State Pact on Gender Violence (2017)
SWEDEN [®  Act 1982:316 prohibiting the genital mutilation of women
®  The Swedish Board of Health and Welfare (2002): Female genital mutilation: A guide for schools, social
authorities, and the health care sector. Stockholm: Social styrelsen
= Strategy for Sweden’s development cooperation for global gender equality and women’s and girls’ rights 2018—
2022
*  National Strategy to Prevent and Combat Men’s Violence against Women 2017-2026
*  National action plan to combat female genital mutilation, 2018

Soutrce: Authors’ own

6. Objectives and methodology

he general objective of this study is to contribute to the prevention and eradication of FGM/C, with
the following specific objectives:

* To estimate the prevalence of FGM/C in the EU, particulatly in the countries involved in this re-
search, in order to size and make its scope visible.

* To obtain a better and more in-depth understanding of how work related to FGM/C is approached
in Ireland, Italy, Spain, and Sweden
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We used a mixed methodology in our research. The approach was quantitative for purposes of ex-
amining and analysing the data obtained from official secondary sources, and qualitative for purposes of
exploring the perspectives and opinions of agents involved in the area of FGM/C, using interviews as an
information-gathering technique.

In relation to the quantitative analysis, to identify the scope of FGM/C in Europe we used Eurostat,
the statistical office of the European Union, as a source. There are no official records to show how many
women and gitls have suffered FGM/C, or the numbers of people who belong to communities that practise
FGM/C, since at an official level only nationality is recorded, and in any single country there are people who
maintain the practice and others who do not. For example, in Nigeria the Yoruba, Ighbo and Edo practise
FGM/C, but not the ljebu (Ismaili et al., 2015). For these reasons, we have to use indirect estimates in order
to obtain an approximate reflection of reality. We obtained and analysed the data available from Eurostat
in February 2019 for the period from 2014 to 2018. The following criteria were applied in extracting the
information:

* General population recorded in Europe in 2018 who were nationals from one of the 30 countries
in which there is FGM according to the UN (2016) (Benin, Burkina Faso, Cameroon, Central African
Republic, Chad, Ivory Coast, Djibouti, Egypt, Eritrea, Ethiopia, Gambia, Ghana, Guinea-Bissau, In-
donesia, Iraq, Kenya, Liberia, Mali, Mauritania, Niger, Nigeria, Senegal, Sierra L.eone, Somalia, Sudan,
Tanzania, Togo, Uganda and Yemen).

" Breakdown of population data by sex.

* Breakdown of population data by age, specifically girls aged from 0 to 15 years.

* Demographic evolution of study population for the period from 2014 to 2018.

® Distribution of study population by country of residence within the European Union.

The aim of the qualitative approach was to obtain better and more in-depth understanding of how
work concerning FGM/C is approached in Ireland, Italy, Spain and Sweden. The AFTER project involved
interviews with agents from the areas of health, social services, education and policy from May to Septem-
ber 2016. In total, 64 agents participated. They wete asked about the FGM/C policy framework existing in
each of their countries, the available sources, allocation of funds and the campaigns that had been carried
out. Based on the responses, we conducted a qualitative analysis of the interviewees’ discourses and organ-
ised the content into three study categories corresponding to various contexts in which work is taking place
to combat FGM/C:

® Structural/social context: exploration of knowledge and opinions on policies, services and resourc-
es aimed at identifying and eradicating FGM/C in the interviewee’s country and job location.

®* Professional context: from a more practical perspective, collection of opinions on forms of inter-
vention vis-a-vis FGM/C.

® Personal attitudes to FGM/C: analysis of interviewees’ awareness and attitudes regarding the issue
of FGM/C and willingness to carry out work relating to the practice.

The majority of the interviewees were women, with only 4 male participants among the 64 people
interviewed (Table 2). Ages ranged from 30 to 65 years, meaning that in general participants were employees
with an extensive professional background, some having worked in various fields. Professionals working in
healthcare, social services, education and policy were contacted due to our understanding that work relat-
ing to FGM/C involves at least these four areas. Not all interviewees had direct experience of working on
FGM/C, but we were keen to identify perceptions among both experienced people and those who, due to
the kind of work they performed, the population they assisted and the place in which they worked (geo-
graphical areas with immigrant residents from countries with prevalence of FGM/C), might have come
into contact with but not identified this reality.
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From the healthcare sector, interviews were conducted with 17 professionals specialising in gynaecol-
ogy and obstetrics, paediatrics and family medicine, and community health. From social services, 27 profes-
sionals working in programmes relating to gender violence, sexual violence and migration and asylum were
interviewed. Infant, primary, university and social education teachers (11 in total) were interviewed from
the education sector. Finally, 9 interviews were carried out with technical consultants and policy makers
representing the policy area.

Table 2: Classification and codification of interviewees

Areas Field / Programmes No. of interviews | Code
Gynaecology, obstetrics and reproductive and sexual health | 10 H1
Health Paediatrics and family 4 H2
Community health 3 H3
Social welfare, children and families 9 S1
Social services Sexual violence and gender violence 10 S2
Immigration and asylum 8 S3
Education Infant, primary and university 7 E1l
Social education 4 E2
Policy Technical consultants 5 P1
Policy makers 4 P2

7. Results

Firstly, we present the results of the quantitative analysis that will allow us to dimension and contex-
tualize the phenomenon of FGM/C in the territory of the EU. And, secondly, the content analysis of the
interviews.

It is difficult to estimate the amount of people from countries where FGM/C is prevalent who are
resident in each of the 28 EU Member States, given that it would be necessary to add unlawful immigration
(which it is highly difficult to calculate) to the official figures. It is necessary to add that there are countries
such as India, Pakistan and Malaysia in which FGM/C is also practised but which are not included in the
UNICEF report (20106) that we have used as a reference point, for which reason we have not included them
in our research. Nor are people included who might belong to practising families or communities but have
been born in a different country from the 30 listed in our study. Another criterion used in our study was to
identify the total population of both men and women, since as we have seen, although this practice is direct-
ly suffered by women it is underpinned by patriarchal interests within communities where men have great
power in terms of influence and decision-making. The eradication of FGM/C will hence only be possible
through working toward conceptual change by involving men.

In 2018, 1,813,642 people were resident in the EU and had come from the 30 countries in which FG-
M/Cis prevalent (Figure 1). Of this number, 737,691 were women, representing 41% of the total (Eurostat
2019). However, it is estimated that the population may be significantly higher as there are EU countries
without data for 2018, making it necessary to resort to information from the 2011 census, in which, for
example, the United Kingdom reported 276,805 people from countries with prevalence of FGM/C, with
other figures including Germany 100,660, Greece 20,346, France 311,747, and Portugal 19,412 (Eurostat,
2018).
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Figure 1: Population from countries with prevalence of FGM/C resident in EU-28
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An analysis of the last five years shows an increasing population from the countries included in the
study. In 2013, there was a total of 1,319,648 people of whom 548,421 were female, while in 2017 the total
reached 1,920,168 (810,945 women), for which year there is information for countries including the United
Kingdom, which contributed 101,168 people, and Portugal, with 47,307 individuals (Eurostat, 2019). Total
immigration therefore increased by 37% between 2014 and 2017.

Figure 2: Comparison of total population volume and population dimensioned by prevalence
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Among migrants from countries where the practice of FGM/C is maintained, those with a notable
presence within the EU-28 in 2018 were Iraq with 179,877 people, where the prevalence of FGM/C ac-
cording to UNICEF (2016) is 8%, the Central African Republic with 179,877 people and 24% prevalence,
Egypt with 171,064 and a prevalence of 87%, Senegal with 169,160 people and Nigeria with 156,182 peo-
ple, both with a prevalence of 25%, and Somalia with 140,684 people and the highest level of prevalence at
98%. Figure 2 shows the total population resident in the EU-28 (direct figure in the bar chart), in addition
to reflecting the population dimensioned according to the UNICEF prevalence index (2016) for girls and
women aged between 15 and 49 years (line chart), except for Indonesia where there is only an estimate of
49% for girls aged under 15 years. We know that this index is in fact valid in the countries of origin, and
no index has been produced for Europe. But the intention is to produce an estimate of the volume of
both men and women who may influence or be exposed to the concepts that underpin FGM/C, whether
through the nuclear family, the extended family or relationships with their community.

There is a shortage of data on girls aged under 15 years who may be at risk of or have already suffered
FGM/C. Only 59,820 gitls of this age have been recorded from any of the nationalities subject to study. We
believe that the true number is higher, but many may have been born in the EU and they may have acquired
the nationalities of the relevant EU Member State, depending on its specific legislation.

An analysis of the situation in Ireland, Italy, Spain and Sweden shows the last three having a total
population of 1,072,261 people, of whom 390,267 are women (36%), for which reason the immigration
can be described as predominantly masculine. Ireland is excluded from these data because none are avail-
able for 2018 (figure 3). The most recent figures available for Ireland relate to 2015, when 48,132 people
were recorded (Eurostat, 2016). There are also differences if we consult national sources. For example, the
figure in Spain amounts to 205,188 according to the Spanish National Institute of Statistics INE, 2018), in
contrast to the 146,050 people recorded in Eurostat. In any case, the Eurostat figure for 2018 (1,072,261)
is very significant as these three countries alone make up 59% of the population from the 30 countries that
maintain the practice of FGM/C: Italia contributes 603,415 people, Spain the aforementioned 146,050 and
Sweden 322,796. Of this total, 34,782 are girls aged under 15 years.

Figure 3: Population from countries with prevalence of FGM/C resident in Italy, Sweden and Spain
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Source: Authors’ own based on Eurostat data (2019).

The most populous group in Sweden was from Iraq (140,830 people), but we would draw the readet’s
attention to the female population from Somalia (66,369), Eritrea (39,081) and Ethiopia (19,358), which in
addition to being significant numbers of people, relate to countries with very high levels of FGM/C pet-
sistence, with percentages of 98%, 83% and 74%, respectively (UNICEF 2016).

Of note in Italy was the Egyptian population of 121,814, a country in which the prevalence of
FGM/C is 87%, in addition to Nigeria with 92,495 and Senegal with 106,780 people, and 25% FGM/C
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prevalence in both cases. Of further interest due to the incidence of FGM/C and a significant population
size were Ethiopia (28,260 people) and Somalia (12,829). Finally, turning to Spain, Senegal (52,579 people)
and Nigeria (27,992) were the most populous countries, together with Mali with 17,124, Guinea with 9,938
and Mauritania with 8,339, the latter three with FGM/C prevalence of 89%, 97% and 69%, respectively.

To analyse the results of the 64 interviews, the information was structured into three categories: so-
cial/structural context, professional context, and personal attitude.

7.1. Social /Structural context.

Interviewees were asked about the legislation and policy regarding FGM/C in each country and re-
gion in which they worked. Although it is true that there are inequalities among the measures implemented
by Ireland, Italy, Spain and Sweden, an analysis of the opinions expressed regarding legislation leads to the
conclusion that there is a general lack of awareness except in cases in which the interviewee had played a key
role in preparing documents, materials or protocols, or worked specifically on the issue. We also identified a
certain difficulty in understanding legislative frameworks, although in all cases agents know that mutilation
is a practice that is prohibited and punishable by imprisonment when a minor is cut.

As regards the existence of the punitive measures established in legislation, participants are in agree-
ment that it is necessary “fo &now that there is a prison sentence, which conld disconrage parents from doing it to their
children”, but not sufficient. There is a belief that preventive work is needed: “What can we do with the parents
in prison, once the girl has been mutilated?” (H1). The opinion is also expressed that the existence of prison sen-
tences could be useful and might act as a justification for parents who did not wish to acquiesce to pressure
from extended family or community, because “prison is usually heavily frowned upon among these populations” (H1);
“for Africans, going to prison is a humiliation for the whole family” (S1).

However, the discourse is dichotomised in terms of the application of these laws and how they can
interfere with care work. Some stakeholders believe it necessary to comply with the measures established
and to punish whoever commits or collaborates in committing the offence, and that there should hence be
no hesitation in reporting cases that are identified, since irreparable harm has been done to the girl. Some of
those who adopt this position believe that evidence of the law not working properly is found in the scarcity
of cases that reach the courts, with more effort required in terms of prosecuting the offence.

Those who believe the law should be applied without qualifications and even that tougher punish-
ments should be established maintain a clear and decisive attitude. They do not consider that distinctions
should be made or other factors should be taken into account when faced with a case of FGM/C; rather,
they argue that it should be treated in the same way as any other kind of violence, with parents facing the
loss of custody of their children or even imprisonment. These participants classify safeguarding the person-
al integrity of gitls as the priority and believe that reporting FGM/C cases can help to make the problem
more visible.

Another group of agents think that when there are few or no preventive measures, the problem may
be aggravated. For example, girls may be sent to their countries of origin to live there until they are of legal
age, in an environment that is alien to them and suffering the loss of attachment relationships and educa-
tional opportunities, to later return mutilated and even married. Another negative outcome that these agents
describe is that a family may become suspicious at a health clinic, for example, and decide not to return for
future appointments, depriving girls and women of medical support and supervision. This would entail a
loss of rights for girls and result in their being excluded even further: “if you only punish, the effect is to push
people into hiding, which means greater danger for the girls” (S2).

In this case, interviewees believe that there could be a risky interpretation of the fact that few cases
have reached the courts: “if there are no cases involving FGM/ C, it will be thought that we have resolved the problens”
(83). They warn of the restrictive nature of the current laws that prosecute the offence and insist that the
focus should be on preventive efforts. In order to achieve this, they believe it necessary to produce interven-
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tion protocols and create institutional communication channels that cover at least the health, social services
and education systems. These interviewees also argue that the communities themselves should participate
in the production of mechanisms and protocols. They consider it fundamental to use cultural mediators
in order to work with the communities and general, and with those who have community leadership roles
in particular: “sexuality and FGM are taboo topics. Awareness needs to be raised and it has to be done by African people,
because it is very difficult for them to trust someone who is an outsider” (S2). In general, the only value that they can
see in criminal sentencing is that of making an example of someone.

An analysis of information by country reveals Italian stakeholders to be those who place most value
on their country’s policy framework for addressing FGM/C. They consider that Italy has good national
legislation, with one interviewee even categorising it as exce/lent (H3). However, there is recognition that this
law may be useful in the medium-to-long term, with second generations, and that prevention necessarily
entails working with and from the relevant communities.

Agents refer to a lack of mechanisms in Ireland, asking for a national strategy to be drawn up to ad-
dress FGM/C and also: “Tv transpose the EU Victims Directive into Irish law and ratify the Istanbul Convention” (S2).
One Swedish stakeholder believes that “there should be a serions debate on FGM/C” (S2) to develop policies. In
general, there are requests to “Zuprove the gender approach in the laws” (E2) and for greater efforts to develop
strategies and protocols. Participants also demand the implementation of care policies for women who have
already been mutilated.

In Spain, some experts criticise the absence of a coherent nationwide programme or strategy. There
is agreement with the position that work has taken place to address the problem, but it is seen as having
occurred in a dispersed manner and very frequently at the initiative of NGOs, and has not been a priority
in terms of policy implementation. This would partly explain the levels of general ignorance of this issue.
The fact that the affected population tends to be geographically concentrated would also contribute to this
general ignorance.

By area, although some interviewees were unaware of the policy framework, professionals working in
health-related areas have the most knowledge of policy, and particularly those working in gynaecology and
obstetrics. This coincides with the fact that all four countries (Ireland, Italy, Spain and Sweden) have imple-
mented specific mechanisms in the health sector, while there are variations from one country to another in
the other sectors. For example, in 2016 only Ireland and Spain had implemented measures with regard to
minors, and in terms of gender violence, Italy, Spain and Sweden had recognised FGM/C as another form
of mistreatment or violence. As stated in the interviewee profile, not all agents worked directly on the issue
of FGM/C and some had only done so sporadically. Together with the difficulties in identifying cases in
which FGM/C has already taken place and assessing those who are at risk, this lack of contact, particularly
in the social services and education sectors, may explain the ignorance regarding laws and mechanisms. We
find certain critical stances in the policy sector, Some think that the legal regulations are limited and highly
sentence-focused: “it appears that the actions are aimed at sentencing and essentially at prosecution... at
communities understanding that a crime is being committed. But are we going to work towards communi-
ties becoming aware of what the practice means?” (P1)

Almost all interviewees, regardless of the country in which they work or their professional area, refer
to the recurring issue of the absence or scarcity of assessments regarding the policies implemented. This
hinders or prevents an understanding of whether the laws and mechanisms are working, how effective they
are and if they could be improved.

When interviewees were asked about the campaigns conducted with relation to FGM/C, the general
idea was that they are scarce and very scattered. In general, interviewees identified the International Day of
Zero Tolerance for Female Genital Mutilation on 6 February and some actions carried out on that occa-
sion, but they described these actions as merely symbolic. Stakeholders in Italy, Sweden and Spain believe
that the campaigns tend to be excessively Westernised and are not directed at and do not actually reach the
population among which FGM/C remains prevalent, but rather focus on the European population. For
the Italian experts, this is what explains the failure of the campaigns carried out in the region of Lombardy.
Again, there is criticism of the failure to assess the campaigns to identify their impact and whether their
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objectives were achieved. In Ireland, an interviewee states that the campaigns should be “az a national and
multidisciplinary level, aimed at and translated into the langnages of the groups that practise FGM/C” (H1) to ensure
that they reach the whole population. Another agent in Spain adds that “z0 avoid stigma, [campaigns] should be
linked to other issues such as the right to personal integrity, employment, health, sexnality” (H1)

7.2. Professional context

One outcome from the discourse analysis is that directly addressing the reality of FGM/C has been
the key element for interviewees involved in the area. Stakeholders with more experience of FGM/C ob-
serve that there has been more institutional effort made in recent years to raise awareness of the practice
and that training courses were being provided. However, their view is that these courses are too basic and
focus more on awareness-raising than on actual training,

There is also criticism across all four countries that in spite of the recent work, official reaction has
been slow and somewhat superficial, without considering fundamental issues such as production of pro-
tocols to coordinate services and institutions. Agents also believe that work has been left to NGOs, which
have taken the initiative in terms of developing programmes, and to professionals who have taken the per-
sonal and voluntary decision to involve themselves in the issue. There is a demand that “governments have to
commit themselves” (S2).

Those with most expertise consider that the FGM/C problem has not been approached from a com-
prehensive perspective and argue that all its dimensions should be taken into account, ranging from a con-
sideration of the reasons underpinning this practice (health-related beliefs, the patriarchal system, culture
and tradition) to offering care to women on all levels, bearing in mind that the consequences of FGM/C
are physical, psychological and social.

Social services agents state that community work is fundamental in helping parents who do not wish
to mutilate their children to defend their views against the opinions of their community or extended family.
But they explain the difficulty of reaching those who are determined to practise FGM/C and explain that
on many occasions they are working with people who are opposed to the practice: “we meet with women who
are already aware, we don't work with those who are doing the mutilating. We prosecute them, but we don’t work with them
to achieve change” (H3).

In Spain, there is an observation that “parents do not participate much at schoo!> (E1). Moreover, African
immigrants occasionally resort to social services to seek some help but do not make other requests that
would make ongoing work possible. Agents in Spain also state that there is a need to work on fundamental
matters when accommodating immigrants and asylum seekers, such as ensuring that their basic needs are
covered, while FGM/C represents a secondary problem for them given that they are focused on survival.

There is criticism in Sweden and Spain of the contradiction between secking to eradicate FGM/C,
which implies giving care to women who have already been mutilated and preventing their suffering, and at
the same time refusing access to the healthcare system for illegal immigrants or asylum seekers. The conclu-
sion here is that without carrying out real work to achieve inclusion, it is hard to make progress in securing
the abandonment of FGM/C.

One aspect that stands out in the discourse of all four countries is training, Interviewees maintain that
there is little knowledge on FGM/C across all areas and professional categories. This is seen as a serious
problem in Sweden. There is agreement across all four countries that various training courses are required,
from a basic level involving awareness-raising, developing knowledge of the practice, learning to detect it
and disseminate the use of protocols, to an in-depth or expert level that enables professionals to address the
issue with men, women, families and communities. For example, in the healthcare area agents state that it is
difficult to detect #pe I mutilation during gynaecological examination of women if one does not specifically
look for it: “When we started to train professionals, there were people who had not even considered a complex examination of
the genitals to see if they were mutilated ... We don’t detect it becanse we don't even look for it ... The first action is to matke
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it vistble, not only in healthcare but also in the educational setting, becanse there are girls at ris”’ (H3). They add that this
is undoubtedly more difficult for paediatric nurses, who have to monitor the girls. The agents consider that
training should be included as part of the university studies of future doctors and nurses: “Nursing schools
should provide training on what FGM/ C is and how to combat it. That would help to prevent if* (H1). Along these lines,
we spoke to some agents who had incorporated FGM/C into the topics studied in their classes.

Healthcare experts in Spain request community work training, believing that it should be included in
university programmes as they consider such work necessary for the prevention of FGM/C and to address
other problems. In terms of social tools and skills, some interviewees also emphasise the difficulty of ad-
dressing the topic of FGM/C in a respectful manner, without creating discomfort or showing distespect
when the issue is taboo and without causing misgivings that could frighten women or families away from
consultations.

In the social services and educational sectors, agents find particular difficulties in working and espe-
cially in preventing FGM/C, since as they state it is a hidden practice; a private issue shrouded in secrecy
and an element of fear. They recognise that in general they are not even qualified to talk about FGM/C.
These agents express the need to receive more training on intercultural issues and knowledge of traditions.

In Ireland, for example, where agents describe a clear lack of training, there are professionals who
have not detected any cases of FGM/C despite working with immigrants from countries where it is preva-
lent, whether in sexual health, gender violence, sexual violence or asylum programmes. Some interviewees
attribute this situation to a lack of knowledge or tools to detect and address the issue.

Interviewees in Ireland, Sweden and Spain also point to a lack of education among practising com-
munities: “They still don't know how bad it is for the girls’ health; the prevailing belief is that it’s good for thens” (S2).
They propose the implementation of education programmes with immigrant communities in order to make
them aware of the law and the biopsychosocial consequences of FGM/C. A further suggestion is to train
mediators to work with practising communities.

With relation to the services and resources allocated to FGM/C, there is a unanimous view that more
resources are needed and that the existing ones are clearly insufficient. Added to this, there is considerable
inequality in terms of distribution of services with services geographically located in major cities and not all
cities having support services or care and prevention units. Interviewees think that more funds are required
to work on the problem, in terms of both caring for women and gitls and preventing FGM/C.

Didactic materials have been created and distributed in schools in Sweden, but in general it is felt that
materials for use as guides or brochures to be disseminated in health clinics, hospitals, schools or police
stations are few and far between. Faced with this lack of specific resources in Spain, for example, some
professionals have formed teams and developed action protocols in the healthcare sector. Across all four
countries, professionals from various sectors talk of the need to create multidisciplinary teams that include
intercultural mediators, this being the most effective way to tackle the problem.

7.3. Personal attitude to FGM/C

Regardless of their country and professional sector, all interviewees showed themselves to be recep-
tive and sensitive with regard to FGM/C. Those who have yet to work on FGM/C also state their willing-
ness to do so, with those having greater current knowledge being keen to further improve their expertise.

In general, we can state that people who are more involved in FGM/C work have a more complex
view of how the problem should be addressed. This is reflected, for example, in discourse regarding the
number of agents whose involvement is thought to be required in terms of both prevention and care, and
in a comprehensive understanding of how FGM/C affects life plans in terms of the clear physical harm
with negative consequences for sexual and reproductive health, but also in psychological, emotional and
social terms. Agents also express the view that this work should be linked to the living conditions of the
relevant girls, women and communities.
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A common feature among the experts who are most heavily involved in this area is the questioning
of their own limitations. This relates to professional limitations, with experts pointing to the need to carry
out community work and to create multidisciplinary teams. It also refers to the personal level, with inter-
viewees considering how to address the matter in a respectful manner, without imposing Western culture
and ensuring that work is consistent. One interviewee is self-critical, for example, in admitting: “We bave not
had enongh empathy with the communities” (H3).

The interviewees also coincide with regard to the personal and professional origins of their motiva-
tions: many of them voluntarily involved themselves in the issue of FGM/C after encountering a reality of
which they had been unaware; for example, at a medical consultation. Based on this type of circumstance,
agents independently began to investigate and to educate themselves, monitored women, and produced un-
official statistics. In light of a lack of institutional protocols in the case of Spain, for example, agents even
produced their own action protocols, provided training and developed teams.

In other cases, the motivation and interest is a result of agents’ own personal experience of having
suffered mutilation and having to live with its physical, psychological and social consequences. Becoming
aware of how FGM/C has affected their lives has driven these agents to play an active role in the fight to
eradicate it, and to ensure that the women and girls who have been subjected to it receive comprehensive
care in terms of all their resulting needs.

8. Discussion and conclusions

FGM/C is a violation of the rights of women and girls, with serious physical, psychological and so-
cial consequences. The task of preventing and eradicating FGM/C is a complex one, since it is grounded
in strong and deep-rooted beliefs. There is a need for a conceptual shift that necessarily involves men and
women, as although FGM/C is a practice to which women ate subjected, it is a control mechanism under-
pinned by patriarchal interests.

FGM/C is today practised globally, whether due to tradition or immigration, although it remains
somewhat invisible due to being restricted to private practice. For this reason, it is necessary to make an ef-
fort to establish its spread. According to the results of this study, there are at least 1,813,642 people resident
in the EU who are from countties in which FGM/C is prevalent, of whom 737,601 are women and 59,820
are girls aged under 15 years. This population has increased by 37% since 2014 (Eurostat, 2019). However,
these figures may be significantly higher as not all EU countries have provided up-to-date information for
this source. The EU must therefore maintain a strong commitment by implementing policies and allocating
funds for prevention and eradication, research and care for the victims of FGM/C. It is necessaty to iden-
tify communities where FGM/C is practised and to draw up medicals records of women who suffered it. A
limitation that we have found to measure the scope of the problem is that there are no official records and
we have had to resort to secondary sources

Italy (with 603,415 residents), Spain (146,050) and Sweden (390,267) account for 59% of that popu-
lation, amounting to 1,072,261 people (390,267 of whom are women, and 34,782 of whom are girls). Ire-
land only has data for 2016 (recording 48,132 people), which has not been updated for 2018. Due to these
figures, these countries in particular must take responsibility for understanding and tackling this situation.

Our analysis of expert discourse shows controversy as regards the application of punitive measures.
Though interviewees agree that there is a need for legislation to penalise the practice, they see it as insuf-
ficient on its own. The proposal is to develop prevention and comprehensive care measures for victims as
well as intervention and inter-institutional coordination protocols, involving the participation of cultural
mediators and necessarily the involvement of affected communities in the development process. Agents
also ask for policies and campaigns to be assessed. In line with this idea and as we have pointed out, the
regulation of the eradication of the practice cannot stop at the mere criminalisation of the practice. Preven-
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tion measures, as well as assistance measures are even more necessary, but, as the results of this research
reveal, in deciding on the most appropriate measures it is necessary to question not only practical but also
ethical aspects related to cultural differences and the cultural pluralism present in the receiving societies.
The connotation of the affected communities and the searching for intercultural dialogue is fundamental.

At a professional level, agents believe that to eradicate FGM/C it is necessary to engage in real work
to integrate the immigrant population and attend to its basic needs, because as long as this group faces
difficulty in surviving, FGM/C and its consequences will be very much a secondary consideration. Profes-
sionals insist that relevant training is fundamental, and some propose that it be included as part of university
courses. Interviewees suggest establishing various levels of training, ranging from a basic awareness-raising
course to an expert level to handle FGM/C work with the whole target population.

Agents also ask for more resources and services, in addition to the creation of multidisciplinary teams
with professionals from the health, social services and education sectors and mediators to tackle the prob-
lem in close contact with the affected communities. In line with the feminist approach pointed to promoting
intercultural dialogue between groups proposed by Phillips and Dustin (2004), regulating the eradication of
GFM/C in host countries involves supporting the work that members of migrant communities are doing
(Mestre 1 Mestre, 2011).

As regards agents’ attitudes, we must emphasise the sensitivity and receptiveness they have shown
with respect to this issue and their willingness to collaborate. Those with most expetrience of FGM/C are
very committed people, who generally display a more complex and better understanding of the practice.

Finally, to gain a more comprehensive perspective, and despite the challenge posed by the fact that
it remains a taboo subject, it would be essential to include the opinions of communities where FGM/C is
prevalent, particularly the views of women who have experienced it or are at risk. Their insights on the pol-
icies that have been implemented, how to improve them, and what new measures should be developed are
crucial. Additionally, it would be valuable to identify, analyse, and compare innovative experiences launched
by public institutions or NGOs that have obtained positive results, while avoiding past mistakes.
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