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Abstract 
Female genital mutilation (FGM) involves the cutting and/or suturing of a girl or woman’s
external genitalia for varying cultural reasons. It may result in serious long-term physical and
mental health sequelae, and has an estimated worldwide prevalence of between 100 and 140
million females. It is practised to varying degrees in parts of Africa, the Middle East and
South-East Asia. It has recently become an issue in Ireland due to immigration from these
areas, with an estimated 2,500 women and girls in Ireland living with FGM. The United
Nations, Amnesty International and other human rights and advocacy groups consider FGM a
serious violation of women and girls’ human rights, including the rights to life, health and
physical integrity. Ireland recently passed a bill outlawing the practice of FGM, as well as the
removal of women and children outside the country for the purposes of conducting FGM.
The ethical issues healthcare professionals may encounter when treating patients who have
undergone FGM include requests for reinfibulation post partum, requests to perform FGM on
the daughters of parents from cultural groups where it is practised, and requests by
consenting women to perform FGM on themselves. The WHO and other international health
organisations reject any involvement in FGM by healthcare professionals. Healthcare
professionals should be well informed regarding this issue to provide the best care for
patients, both medically and culturally.
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Introduction
The road to women’s liberty and bodily autonomy has been

paved with traditional notions of women’s roles as homemaker

and child-rearer, their duties to their husbands, and attempts to

subvert their femininity in order to deny them their freedom and

sexuality. Several waves of feminism in Ireland have culminated in

relative equality between men and women in terms of voting

rights, employment law, availability of contraception and societal

regard.1 A growing challenge of increasing importance facing

certain groups of women in Ireland is female genital mutilation

(FGM), as immigration from countries in which FGM is routinely

practised increases. This article will discuss the measures the Irish

State has taken to combat FGM, the role of the healthcare

professional in treating women who have undergone FGM or who

wish to undergo it, and the ethical issues that may arise for

healthcare professionals interacting with communities in which

FGM is the cultural norm.

Female genital mutilation: an introduction
FGM is defined by the World Health Organisation (WHO) as “all

procedures involving partial or total removal of the external

female genitalia or other injury to the female genital organs for

non-medical reasons”2 (Table 1), and is usually carried out

between birth and 15 years of age. Irish law defines FGM as “any

act the purpose of which, or the effect of which, is the excision,

infibulation or other mutilation of the whole or any part of the

labia majora, labia minora, prepuce of the clitoris, clitoris or

vagina of a girl or woman”.3 FGM is recognised internationally as

violating the human rights of women and girls.2 The WHO

estimates that between 100 and 140 million women and girls

worldwide have undergone some form of FGM2 and AkiDwA, the

Irish migrant women’s network, estimates that more than 2,500

women in Ireland may be living with FGM, although this figure

may be an underestimation due to reluctance of some to

participate in the census.4

As FGM is a culturally bound and values-laden practice, the

terminology used when discussing it with patients can have

powerful connotations. The WHO uses the term “mutilation” to

emphasise the gravity of the act; however, this has been criticised

as stigmatising women who have undergone FGM who do not

think of themselves as mutilated or their families as

mutilators.2,5,6 “Female genital cutting”, “circumcision” and

“closed” are terms that may be used in lieu of “female genital

mutilation” when speaking with patients.4,6

FGM is primarily carried out in North-Western and North-Eastern

African countries and certain parts of the Middle East and South

East Asia (Figure 1).

RCSIsmjstaff review

Table 1: WHO classification of female genital mutilation.

Type I n Partial or total removal of the clitoris and/or

the prepuce (clitoridectomy).

Type II n Partial or total removal of the clitoris and the

labia minora, with or without excision of the

labia majora (excision).

Type lll n Narrowing of the vaginal orifice with creation

of a covering seal by cutting and appositioning

the labia minora and/or the labia majora, with

or without excision of the clitoris (infibulation).

Type IV n All other harmful procedures to the female

genitalia for non-medical purposes, for

example pricking, piercing, incising, scraping

and cauterisation.

FIGURE 1: Prevalence of female genital mutilation in Africa and Yemen

(women aged 15-49). Source: MICS, DHS and other national surveys,

1997-2006. Map developed by UNICEF, 2007.
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The reasons behind the practice of FGM are varied, but all are a

function of gender inequality, rooted in male-dominated systems

that seek to control and suppress women’s power over their body

and sexuality to preserve male dominance and power in the

cultures in which it is practised.2,4,7 A joint paper by AkiDwA and

the Royal College of Surgeons in Ireland (RCSI) identifies six key

reasons FGM is continued4 and Dr Fuambai Ahmadu of Sierra

Leone, a post-doctoral fellow at the University of Chicago, and

proponent and advocate of FGM, identifies another (Table 2).

Ahmadu argues that the type of FGM in which clitoral tissue is

removed spares 75% of the clitoris, leaving behind a dense

network of nerves that allows a woman to experience sexual

pleasure.8 Women may be ostracised from their communities and

considered unmarriageable if they do not undergo the

procedure.2 In many countries where FGM is performed, women

are excluded from positions of power and economic

independence, and so marriage is crucial to survive in society.

Parents are therefore eager for their daughters to be considered

marriageable and this, combined with a lack of appreciation of

the negative health consequences of FGM (Table 3), contributes

to the perpetuation of the practice in these countries.2,4

Although the potential short- and long-term complications of

FGM may cause profound morbidity and mortality, there is very

little evidence regarding the prevalence of these complications.

One review concludes that medical complications of FGM are the

exception rather than the rule,9 and another finds large disparities

between the reported rates of complications, as well as no clear

pattern of a lower frequency of long-term complications among

less severe forms of FGM.10

Ireland’s response to FGM
In 2007 the Irish Medical Organisation (IMO) called for doctors

who encounter FGM to report it to the relevant authorities,

although no legislation specifically against FGM had been enacted

at that time.11

Although there have been no confirmed cases of FGM taking

place in Ireland to date,8,12 the Irish Government has taken the

proactive step of enacting specific legislation prohibiting the

practice. In March 2012 the Seanad passed the Criminal Justice

(Female Genital Mutilation) Bill, which prohibits the practice of

FGM anywhere in the country, and specifically identifies parental

consent, consent of the girl or woman in question, and customary

or ritual reasons as insufficient defence for the practice. Under this

new bill it will be illegal for an Irish citizen, or a person ordinarily

residing in Ireland, to remove a girl from the country for the

purposes of carrying out FGM and, should this occur, they would

be subject to criminal proceedings upon returning to Ireland.

Violation of this law can be punished with up to 14 years’

imprisonment as well as potentially a fine. This piece of legislation

clearly represents the Irish Government’s condemnation of FGM

and commitment to preventing girls in Ireland from being subject

to the practice or removed from the country for such purposes.
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The short-term

complications of FGM can

include:

n injury or trauma to

adjoining areas, such as the

urethra and anus;

n infection and failure of the

wound to heal;

n haemorrhage, which may

lead to shock;

n transmission of HIV and

other viruses; and,

n death.

The long-term complications

of FGM can include:

n psychological trauma;

n dyspareunia (painful

intercourse);

n decrease or loss of sexual

sensation;

n dysmenorrhoea;

n difficult and complicated

childbirth;

n incontinence or difficulty

urinating;

n pelvic inflammatory disease

(PID) and infertility;

n scarring, causing constant

pain around the genital

area; and,

n sebaceous cyst development.

Table 3: Short and long-term complications of FGM.4Table 2: Reasons for the practice of FGM put forth by AKiDwa
and Dr Fuambai Ahmadu.

Why FGM is practised

1 Tradition.

2 Rite of passage into womanhood.

3 Religion (practiced by Christians, Jews, Muslims and tribal

religions in Africa, although none of these religions specifically

require it and the practice of FGM pre-dates these religions).

4 Preservation of virginity until marriage.

5 Social acceptance (among peers, as well as for marriage).

6 Cultural and aesthetic reasons.

7 Removal of the clitoral tissue is intended to reduce sexual

pleasure and thereby reduce promiscuity among women.
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FGM and the healthcare professional
While the law protects girls and women in Ireland from future

FGM, there are still those living with FGM and its sequelae, or

seeking FGM, in this country as immigration to Ireland from areas

where FGM is routinely practised continues.4,7,12 There are

numerous circumstances under which a woman with FGM may

contact a healthcare professional in Ireland. These include, but

are not limited to, seeking maternity services, seeking FGM for

themselves or their daughters, help due to medical complications

of FGM, and domestic abuse.4 Healthcare professionals, therefore,

must be well equipped to deal with the issue of FGM and its

sequelae by being aware of the numerous ethical issues

surrounding FGM, the requests they may receive from women

who have undergone FGM and their families, and the

communication skills necessary to address these issues with

understanding and cultural sensitivity. Dealing appropriately with

established FGM, and requests for reinfibulation and performance

of FGM will be discussed in turn.

Medicalisation of FGM and harm-reduction strategies
‘Medicalisation’ of FGM refers to the practice of FGM by a

healthcare professional, including reinfibulation at any point in a

woman’s lifetime.5 Within communities in some African countries

there has been a trend towards healthcare workers carrying out

FGM.10,13 The WHO is unequivocal in its position regarding the

medicalisation of FGM, stating that “health professionals must

never perform female genital mutilation” and recognising those

who do so as violating girls’ and women’s rights to life, health

and physical integrity.5 The International Federation of

Gynaecology and Obstetrics (FIGO) holds a similar position; in

1994 it passed a resolution at its general assembly formally

opposing “any attempt to medicalise the procedure or to allow its

performance, under any circumstances, in health establishments

or by health professionals”.14 Ireland’s National Plan of Action to

Address FGM, an interagency committee, also rejects the

medicalisation of FGM.7

The issue of medicalisation raises the moral challenge as to

whether we should take measures to protect women’s and girls’

health at the expense of legitimising a harmful and misogynistic

practice. The argument could be made that we allow needle

exchange programmes to operate based on the pragmatic stance

that the harm will never be eradicated, but should be reduced, so

why then do we prevent healthcare professionals from carrying

out FGM using surgical techniques and sterile equipment? Some

healthcare professionals hold the utilitarian belief that medicalised

FGM constitutes a safer form of FGM and thus is a legitimate

harm-reduction strategy, and that medicalisation is an essential

step in the process of full abandonment of FGM.7 However, the

WHO denies that medicalised FGM is any safer than if done by

non-medical members of the community, and that there is no

evidence to suggest that medicalisation has an effect on

abandonment of the practice.7 They further argue that the

medicalisation of FGM legitimises the practice and may give the

impression of its being medically beneficial for girls, as healthcare

professionals often hold positions of power and authority in

society.7 In their view, the principled argument for upholding the

rights of girls and women supersedes any argument for

medicalisation. Shell-Duncan et al. argue that medicalisation leads

to a substantial reduction in post-FGM complications and so

medicalisation provides an acceptable and appropriate course of

action where cultures are not yet willing to abandon the

practice.10 However, this analysis may not be as valid when

applied to rejecting medicalisation of FGM in Western cultures, as

the cultural impetus to perform FGM may not be as strong

because it is confined to minority cultures, and attempts to

promote eradication may be more successful. Studies

investigating the success of promoting abandonment of FGM are

lacking but would be helpful in guiding further policy on

medicalisation. The case for respecting and facilitating cultural

customs and practices has also been made by healthcare

professionals to defend their involvement in FGM. However, both

the WHO and Irish law maintain that preservation of cultural

practice is insufficient grounds for contravening the human rights

of girls and women by allowing FGM to be carried out, as their

bodily autonomy, one of the most fundamental principles of

medical ethics, takes precedence over cultural norms.3,7

FGM and consent
Healthcare professionals may find that they are requested to

reinfibulate a post-partum woman who had been deinfibulated in

order to give birth. In this circumstance the request is likely to be

made by a consenting adult who is exercising her right to bodily

autonomy. By requesting this of the healthcare professional, the

case for preserving her rights to health and physical integrity

becomes more challenging as she has provided consent. In such

instance, does the medical professional have legitimate grounds

to perform a re-infibulation at the woman’s request, and further

to this, may a healthcare professional ethically perform FGM on

an adult, consenting woman? There is another question: does the

doctor have an ethical obligation to perform the procedure at the

woman’s request, despite the law being against them?

The recent Irish FGM Bill prohibits any form of FGM, even if the

woman has given consent.3 This may seem at odds with the

traditional liberal values of states allowing their citizens control

over their bodies provided that such control harms no other

person. It may be noted that while FGM is criticised as an

expression of society controlling women’s bodies, to specifically

legislate against women consenting to this practice is also

denying them agency and choice, the main principles on which

feminism is based, and which generations of women have fought

for. This problematic inconsistency has been criticised by some as

a function of cultural imperialism by Western liberal democracies,

as Western countries have been the most vocal in condemning

FGM and campaigning for its eradication.15 Even the term ‘female

genital mutilation’ is itself implicitly condemnatory, as it casts

women’s families and communities as mutilators16and implies
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that a woman’s agency has been violated.

Sheldon and Wilkinson of the departments of law and philosophy

at the University of Keele in the United Kingdom provide analysis

of what stands as valid informed consent from a woman seeking

FGM.15 They ask the question: “can a woman who is adequately

informed of the possible sequelae of FGM validly consent to the

procedure when the alternative is social exclusion?” They identify

two forms of coercion that may render even informed consent

invalid: “direct pressure” – in which women are persuaded by

family and members of their community to undergo the

procedure – and “indirect pressure” – where women feel

compelled by deep-seated societal expectations. The issue of

consent is further complicated where these pressures exist, but

education about human rights and the potential sequelae of FGM

are lacking.15

So in what circumstances then may we deny a woman the right

to exert control over her body? Sheldon and Wilkinson argue that

“when an intervention seeks to impose significant limitations on

individual freedoms, such an intervention must always be

carefully considered, rationally justified and fairly applied”.15 Such

justification is put forward by Cook et al. in their argument that,

as FGM is a socially contrived, medically unnecessary procedure

(i.e., is performed for cosmetic and/or cultural reasons and

provides no physical health benefit to the woman, indeed,

actively harms her), it should not be given respectability by

medicalisation.16 It could be argued, however, that it is socially

acceptable to perform medically unnecessary procedures such as

breast augmentation or reduction, or even cosmetic genital

surgeries such as labioplasty for mental health or lifestyle reasons.

The crucial difference between these examples and FGM is that

FGM by its very nature may result in profound physical harm to

the woman, whereas the above procedures typically do not. The

WHO argues that as re-infibulation recreates the same problems

as the original infibulations, it is a procedure that increases the

suffering of women, and so should not be performed, even at the

request of a woman.5 This raises the further question, is a

woman’s consent rendered invalid by potential future medical

sequelae?

Conclusions and future directions
A joint paper by the RCSI and AkiDwA recommends that

healthcare professionals notify social workers and a public health

nurse if a daughter is born to a woman who has undergone

FGM.4 At the time of writing this article, the Irish Medical Council

(IMC) has not issued guidelines for healthcare professionals in

Ireland regarding the care of patients who have undergone FGM

or who may request FGM for themselves or their daughters.

Ethical guidelines issued by the IMC would be helpful in

equipping healthcare professionals to address the challenges that

may arise from such patients in a culturally sensitive and

appropriate manner, while upholding human rights by protecting

some of the most vulnerable in our society.


