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Burton Hospitals NHS Foundation Trust 
 

FEMALE GENITAL MUTILATION (FGM) POLICY 
 
1.    EXECUTIVE SUMMAY AND OVERVIEW 

 
1.1 Definitions 

Female Genital Mutilation (FGM) is removal of part, or all of the female 
genitalia, or procedures that intentionally alter or cause injury to the female 
genital organs and has no health or medical benefit. (WHO,2014). FGM is often 
referred to as ‘cutting’, ‘female circumcision’, ‘initiation’, ‘sunna’ and 
‘infibulation’. 

 
1.2 The Law and FGM 

FGM is illegal and is a criminal offence in the UK. The Female Genital 
Mutilation Act 2003 made it illegal for UK residents (in England and Wales) and 
permanent residents to practice FGM within or outside in the UK (there is 
different legislation for Scotland). The act made also made it illegal for someone 
to take a British Citizen abroad to perform the operation whether or not it is 
against the law in that country. It is also illegal to assist in carrying out FGM 
abroad. The Royal College of Midwives and the Royal college of Obstetricians 
and Gynaecologists interpret this to include re-suturing a previously infibulated 
women after vaginal delivery (RCM 1998). “Any repair carried out after birth, 
whether following spontaneous laceration or deliberate deinfibulation, should be 
sufficient to oppose raw edges and control bleeding, but must not result in a 
vaginal opening that makes intercourse difficult or impossible” (RCOG 2009). 

 
1.3 Prevalence: international/ national / local 

FGM is usually carried out sometime between birth and puberty although in 
some communities it is carried out before marriage or childbirth. Most of the 
girls and women who have undergone genital mutilation live in African 
countries, although some live in Asia and the Middle East. They are also 
increasingly found in Europe, Australia, Canada and the USA, primarily among 
immigrants from these countries. More than 125 million girls and women alive 
today have been cut in the 29 countries in Africa and Middle East where FGM is 
concentrated; another 30 million are at risk of being cut in the next decade 
(UNICEF, 2013) (Appendix 3). From September 2014, the Health and Social 
Care Information Centre collect data from all acute hospital Trusts. Between 
April 2015 to March 2016 there were 5,702 new cases reported in England and 
the Government estimates 170,000 women and girls in the UK have undergone 
FGM, the most frequent age range is between 5 and 9 years of age (HSCIC, 
2016). 

 

2.    STATEMENT OF INTENT 
 
2.1 The Trust is committed to ensuring there is an effective framework in place to 

meet its statutory duties to safeguard and promote the welfare of adults and 
children.  To this end the Trust has robust systems and effective policies and 
procedures in place. This will include having clear structures including the 
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appointment of Named Professionals for Child and Adult Protection, local 
guidance and procedures, training and supervision strategy and a Trust 
steering group for safeguarding children and adults. This FGM policy and 
guideline will support BHFT staff by providing a pathway to follow in the event 
of identification or suspicion that an adult, child or young person is at risk of 
FGM or has experienced FGM – Is it going to occur? Has it occurred? 

 
2.2 BHFT further commits to working in partnership and sharing information with 

other agencies in the fulfilment of its statutory duties, including membership of 
the Staffordshire Safeguarding Children Board (SSCB), Staffordshire and 
Stoke-on-Trent Adult Safeguarding Partnership, and also working closely with 
external partner agencies including the Police, Social Services and the 
Designated Professionals for Child and Adult Safeguarding. 

 

3.      SCOPE 
           
3.1 This policy applies to all women and girls with FGM presenting within the 

Burton Hospitals NHS Foundation Trust and to attending clinicians; 
obstetricians, gynaecologists, midwives, specialist midwives, nurses and 
doctors.  All care is tailored to individual patient needs, with an in-depth 
discussion of the intended risks and benefits of either undergoing the 
deinfibulation procedure or declining intervention.  

 
3.2 Although the Safeguarding Team have specific responsibilities in relation to the 

arrangements for safeguarding adults and children, it is clear that all staff that 
may come into contact with adults and children have a duty to comply with the 
guidance provided, in ensuring the safety and wellbeing of BHFT patients. 

 

4. AIMS AND OBJECTIVES 
 
The aim of this guideline is to provide culturally aware clinical care for women who 
have undergone FGM and to ensure that the staff working for BHFT recognise their 
key roles and safeguarding responsibilities and are appropriately supported and 
guidance provided in order for them to effectively safeguard adults, children and young 
people and prevent further harm from occurring.   
 

5.  DUTIES AND RESPONSIBILITIES 
 
5.1 Chief Executive 
 

The Chief Executive Officer (CEO) of the Trust as the Accountable Officer has 
responsibility for quality under duty of care and thus takes ultimate 
responsibility for the safeguarding of adults and children within the Trust. 

 
5.2 Executive Lead for safeguarding children   
 

The Chief Nurse / Chief Operating Officer has executive responsibility for 
arrangements for safeguarding adults and children and for providing assurance 
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to the Executive Board. The Executive lead will represent the Trust as a 
member of Staffordshire Safeguarding Children Board.  

 
5.3  The Named Professionals for Child and Adult Protection  
 

The Trust Named Doctor, Matron for Safeguarding Children, Named Midwife for 
Safeguarding Children and Vulnerable Women and Adult Safeguarding Lead 
Nurse will provide leadership, offer advice and support on adult and child 
protection and safeguarding adult and children issues within the Trust. 

 
5.4 Managers / Matrons  
 

Managers / Matrons will ensure that safeguarding practice in their local area is 
in accordance with the Safeguarding Children Policy and Safeguarding Adult 
Policy and safeguarding developmental needs are incorporated into the 
individual staff annual review process. Managers / Matrons are responsible for 
themselves and their staff to attend safeguarding training relevant to their role 
and responsibility in respect of FGM. This should be regularly discussed during 
safeguarding supervision and reference made to serious case reviews and 
learning briefings. Managers / Matrons to ensure safeguarding is an agenda 
item for departmental meetings. 

 
6.  CLASSIFICATION OF FGM 
 

The World Health Organisation state four classification types (WHO 1995): 
 
Type I - Clitoridectomy: Excision of the prepuce, with or without excision of part or 
the entire clitoris 

 

                Type 1         
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Type 2 – Excision: partial or total removal of the clitoris with partial or total excision of 
the labia minora, with or without excision of the labia majora. 
 

    Type 2     
 
Type 3 - Infibulation:  Narrowing of the vaginal opening by cutting and repositioning 
the inner or outer labia, with or without removal of the clitoris.  
 
 

Type 3 
 
 
Type 4 – Other: Includes pricking, piercing or incising of the clitoris and/or labia; 
stretching of the clitoris and/or labia, cauterisation by burning of the clitoris and 
surrounding tissue; scraping of tissue surrounding the vaginal orifice, or cutting of the 
vagina, introduction of corrosive substances or herbs into the vagina to cause bleeding 
or for the purposes of tightening or narrowing it and any other procedure that falls 
under the definition of female circumcision given above. 
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7.  CULTURAL RATIONALE FOR FGM 
 
7.1 FGM is a complex issue. It is often seen as a natural and beneficial practice by 

a loving family who believe that it is in the girl’s best interests. 
 
 

A number of factors have been identified: 
 

 To maintain cultural identity 

 Religion – in the mistaken belief that it is a religious requirement 

 Social acceptance especially for marriage 

 Preservation of virginity / chastity 

 Increasing sexual pleasure for the male 

 Men’s control of female reproductive functions 

 Hygiene and cleanliness 

 Family honour 

 Fear of social exclusion 
 

Many women believe that FGM is necessary to ensure acceptance in their 
community. They are often unaware that it is not practised and is illegal in most 
of the world. FGM serves as a complex form of social control of women’s 
sexual and reproductive rights. 

 
7.2 Identifying girls at risk of FGM  
 

A girl from a practicing community may be at risk of FGM but it cannot be 
assumed that all families from practicing communities will want their females to 
undergo FGM. The risk of FGM to an individual is greater when the community 
is less well integrated into British society, when their own mother or sister has 
been the subject of FGM or when they have been withdrawn from Personal, 
Social and Health Education (PSHE) lessons at school. The withdrawal from 
such lessons may be the parents‟ way of keeping the girl uninformed of her 
rights and her own body.  

 
A girl may be taken out of the country for a holiday for the procedure to be 
carried out abroad with time for recovery, but there is also evidence that FGM is 
carried out in the UK. Girls are particularly vulnerable during the summer 
holidays, both for female genital mutilation and forced marriage. All 
professionals, particularly those in education settings, are encouraged to be 
particularly alert to the signs of potential abuse at this time of year. 

 

Alerts to imminent FGM may include: 
  

 A visiting female elder being in the UK from the country of origin.  

 A professional hearing reference to FGM e.g. having a ‘special procedure’.  

 A disclosure or request for help if the girl is aware or suspects she is at risk.  

 Parents taking the child out of the country for a prolonged period.  
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 The girl talking about a long holiday to one of the countries where FGM is 
practiced.  

 
FGM may already have taken place but it is important that this is recognised so 
that help can be offered to the girl, other family members at risk can be 
safeguarded and so that a criminal investigation can be carried out.  
 
Indications that FGM has already been carried out may be suspected if: 

 

 A girl seems to have difficulty walking, sitting or standing.  
 A girl spends longer than normal in the bathroom/toilet due to difficulties 

urinating. 

 History of a girl spending long periods away from the classroom with bladder 
or menstrual problems.  

 History of a girl missing a lot of time off school or college.  

 A girl has a change in behaviour.  

 A girl being unduly reluctant to have a normal medical examination.  

 A girl confides in someone or may ask for help but not be explicit due to fear 
or embarrassment.  

 
7.3 Who performs FGM?  
 

The practice of female genital mutilation is often perpetrated by an older woman 
in the practicing community and can be a way of her gaining prestige and 
making a good income. It is performed with crude blunt instruments such as 
often un-sterilised household knives or razor blades, but broken glass and 
stones are also used, and often without anaesthetic. The more affluent may 
have the procedure performed in a health care facility by qualified health 
personnel.  

 
7.4 Effects and associated health problems caused by FGM  
 

FGM can cause immediate, intermediate and long term complications. Some of 
these are as a result of the procedure being performed in unhygienic 
circumstances.  

 
Immediate:  

 Haemorrhage  

 Pain  

 Shock  

 Infection (tetanus/sepsis)  

 Urine infection  

 Trauma to adjacent tissue  

 Ulceration of genital region  

 Death  
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Intermediate:  

 Delayed wound healing  

 Scarring/ keloid formation  

 Pelvic infection  

 Epidermoid cysts/abscess  

 Neuroma  
 

Long Term:  

 Haematocolpos: vaginal closure by scarring can lead to the impaired flow of 
menstrual blood and dysmenorrhoea  

 Recurrent urinary tract infections  

 Trauma during delivery (See below)  

 Painful intercourse  

 Infertility  

 Psychological trauma  
 

Complications that may occur during pregnancy, labour and delivery:  

 Fear of laceration and difficult birth or of the need for caesarean section  

 Prolonged/ obstructed labour, usually in type 3 FGM due to tough unyielding 
scar tissue  

 Perineal laceration and uterine inertia, due to prolonged labour  

 Neonatal problems caused by fetal distress, brought about by obstructed or 
prolonged labour  

 Post- partum wound infections  

 Difficulty performing examinations  

 Need to perform reversal of infibulation during first or second stage with risk 
of blood loss  

 Difficulty passing urine and catheterisation  

 

8. PHYSICAL CARE 
 
8.1 Antenatal  
 

It is essential to classify the type and severity of FGM as this will influence 
maternity and obstetric care: 

 

 Women at risk should be identified during the antenatal period and referred 
to consultant obstetrician for care planning during pregnancy.  All women 
should be asked sensitively about FGM at booking. Disclosure should be 
documented on the booking letter and the woman should be advised of the 
referral to an obstetrician. Any safeguarding concerns must be escalated at 
this time. Consider female siblings / significant others in the household. 

 

 All midwives and doctors must be familiar with the nature and higher rates of 
complications related to FGM and should take this into account when 
offering advice about antenatal and delivery care including 
recommendations about the place of birth. 
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 Women with FGM should usually be strongly recommended to deliver in a 
maternity unit with immediate access to facilities for emergency obstetric 
care. Women who have Type 1 FGM or undergone successful deinfibulation 
and a previously uncomplicated vaginal birth (with no repeat procedure) can 
be considered for midwifery-led units. 

 

 Culture aspects make discussion and communication difficult; therefore an 
interpreter should be involved in discussions of non-English speaking 
women.  Appropriate language and cultural sensitivity should be used in 
discussion, for example the term FGM may not be understood or may be 
offensive to these women and the use of the words “circumcision” or 
“cutting” may be more appropriate.  Some communities use local names for 
this practice, including the term “sunna”. 

 

Common languages spoken are:  
• Arabic  
• Somalian  
• French  
• Tigrean  
• Italian  
• Dutch 

 

 Careful examination of the genitalia is recommended to ascertain what type 
of FGM has been performed as this will help with the planning of antenatal, 
intrapartum and postpartum care. Physical examination is also 
recommended to reassess women who have previously had deinfibulation 
as some may have undergone a further infibulation. 

 

 A plan of care will be made in collaboration with the woman and will be 
placed in the hospital notes.  It is imperative that careful plans are made, 
documented and carried out for these women (Appendix 2). 

 

 Any child safeguarding concerns - Complete a child protection referral when 
the child is presenting as at risk / likely risk of significant harm. Follow the 
Trust Safeguarding Children Policy / Safeguarding Unborn Referral Process 
and What to do if you have Concerns about Suspected or Actual Child 
Abuse guidance. 

 

Please refer to flowchart for care pathway during the antenatal period (Appendix 1) 
 

8.2 Deinfibulation during pregnancy and labour 
 

Women with Type 3 FGM will be offered deinfibulation either during the 
pregnancy at about 24 weeks’ gestation or if this is not acceptable then it 
should be performed during the first stage of labour.  Even if the labour ends 
with a caesarean section the deinfibulation, if agreed to by the woman, should 
be performed. 
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8.2.1 Benefits of antenatal deinfibulation:- 
 

 Avoids the need to cut scar tissue in labour 

 Reduces excessive laceration 

 Reduces the risk of fetal asphyxia due to delayed crowning at the point of 
delivery 

 Reduces the incidence of  bacterial vaginosis and associated preterm labour 
 

8.2.2 Deinfibulation in labour 
 

Some women would prefer to have the procedure performed during labour (so 
as to experience only one lot of pain and trauma).  This may be normal practice 
in their country of origin. 

 
When no antenatal deinfibulation (unbooked or elected for intrapartum 
deinfibulation): 

 

 Birth should be in a unit with immediate access to facilities for emergency 
obstetric care 

 The Labour Ward Coordinator must be informed.  The woman should be 
allocated a Senior Midwife 

 Aim for vaginal birth 

 Send FBC and Group & Save (risk of PPH) and MSU to screen for 
bacteruria 

 Inform experienced practitioner of deinfibulation procedure 

 Epidural analgesia can be offered, adequate pain relief is essential as 
vaginal examinations may be poorly tolerated, for deinfibulation, and to 
psychologically reduce flashbacks 

 Perform deinfibulation in the first stage of labour 

 Informed consent is essential prior to deinfibulation  
 
 

8.2.3 Effects of FGM on Labour and Delivery 
 

Decisions about delivery must take into account the psychological need of the 
woman.  FGM is not an absolute indication for caesarean birth unless the 
woman has such an extreme form of mutilation with anatomical distortion that 
makes deinfibulation impossible. 

 
Type 1:  This should not impede labour / delivery but be aware that deep 
scaring may be present which could cause extensive bleeding. 

 
Type 2:  This should not impede labour / delivery but be aware that deep 
scaring may be present which could cause extensive bleeding. 

 
Type 3:  Deinfibulation will be required; medio-lateral episiotomy may also be 
required. 
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Type 4:  This should not impede labour / delivery but be aware that deep 
scaring may have occurred which could cause extensive bleeding. 

 
After FGM, the surrounding tissues may be heavily scarred and less elastic.  
Episiotomy should be recommended if inelastic scar tissue appears to be 
preventing progress. 

 
8.2.4 Psychological 

 
The act of FGM is often carried out without explanation, analgesia, anaesthesia 
or qualified medical supervision, performed on young girls being held down by 
female relatives.  Psychological effects can be life-long instilling fear, anxiety 
and depression.  It is imperative that all birth attendants are aware of this and 
act always in a sensitive manner.  It is not uncommon for women to experience 
“flash backs” during birth. 

 
Note that psychological trauma and physical morbidity associated with the 
original act may well lead to fear of childbirth (Tokophobia) and discussion 
needs to be sensitive with careful handling on the part of medical and midwifery 
clinicians. 

 
Include a psychological assessment and referral to a psychologist (via GP) if 
deemed necessary and agreed upon by the woman. 

 
NB:  In all cases, be aware of need for psychological sensitivity.  Good 
analgesia will be required to reduce the risk of psychological trauma or “flash 
backs”, therefore the psychological needs of the woman should be taken into 
account when deciding the best form of pain relief. 

 
8.3 Postnatal Care 

 
It is imperative that following the delivery of a female child that there is 
documentation that the “genitalia appear to be normal female” in the infant case 
notes.  The evidence may be important on future child protection cases.  
Discuss with the woman the legal status of FGM in the UK (especially if baby 
girl or girls in the family). 

 
A Health Visitor referral form is required.  State “this client has FGM - referral 
for surveillance purpose only”. 

 
If deinfibulation was carried out during labour then a debrief should take place 
to include advice / counselling in relation to passing urine, menstruation, sexual 
health needs as well as contraception and cervical smear uptake discussions.  
A 4-6 week post natal follow-up with the consultant obstetrician is also 
recommended to assess healing and address any issues or concerns that the 
woman may have. 
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8.3.1 Procedure for deinfibulation 
 

 Pre-op: MSU, Group & Save 

 Setting:  suitable outpatient room, labour / delivery room or operating theatre 

 The professional undertaking the deinfibulation must have experience 

 Ensure adequate analgesia (pre & post-op) - Usually local / regional, 
consider psychological needs (GA may be indicated) 

 
I. The woman is placed in the lithotomy position and the vulva is washed 

with antiseptic solution.  It may not be possible to clean inside the vagina 
as the opening can be just a few millimetres diameter. 
 

II. A finger should be inserted under the anterior band or scar tissue.  If the 
opening is too small to allow the finger to pass into, the closed point of 
artery forceps or a small spencer-Wells forceps can be used. 
 

III. Once the forceps is under the scar tissue they should be opened up so 
that the scar tissue can be infiltrated with local anaesthetic (e.g. 1% 
lidocaine).  Initial infiltration may be painful and the woman should be 
informed of this, Entonox may be used if acceptable. 

 
IV. Once the area is anaesthetised, a straight incision should be made 

anteriorly, with either a scalpel or scissors, through the scar tissue.  The 
scar tissue may be thick and quite difficult to incise.  In pregnancy it is 
adequate to excise the scar tissue until the urethra is visible.   
 

V. A more extensive excision can be undertaken but should be discussed 
with the woman, such an excision is usual in non-pregnancy women. 
 

VI. The cut ends of the incised skin will usually retract outwards to reveal a 
normal vaginal introitus beneath.  The raw edges should be sutured 
either with continuous or interrupted sutures (3.0 Vicryl Rapide).  
Suturing will decrease the chance of raw edges sticking together in the 
midline. 

 
(Adapted from FGM National Clinical Group website 
www.fgmnationalgroup.org) 

 

9.0 SAFEGUARDING 
 
Staff at BHFT have a statutory responsibility to safeguard women and girls from 
being abused through FGM. Anyone with information that a child is potentially or 
actually at risk of significant harm, is required to inform Children’s Social Care or the 
Police. (Children Act 1989; consolidated by s10 Children Act 2004, places a duty on all 
key agencies to co-operate to improve the well-being of children and young people.) 
Children’s Social Care Services will then assess the risk to the child under a section 
47 investigation. 
 
 

http://www.fgmnationalgroup.org/
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Each case needs to be responded to depending on the particular circumstances and 
level of danger at the time. If an individual has undergone FGM, professionals must 
consider whether other girls are at risk. 
 
When talking about FGM, it is good practice for professionals to: 

 

 Ensure a female professional is available if the girl prefers. 

 Make no assumptions. 

 Be sensitive to the fact that the girl may still be loyal to her family. 

 Be non- judgemental and stick to facts e.g. the legal position and health 
implications. 

 Gain accurate information and keep accurate records. 

 Use simple, non -loaded and value neutral terminology. 

 Ask direct questions to avoid confusion. 
 
If an interpreter is required, they should have received training in relation to 
FGM, must not be a family member nor have any influence in the girl’s 
community. 
 
If a medical examination is required, this should be carried out by an appropriately 
trained person. For children this should be carried out under safeguarding procedures 
by a senior paediatrician, preferably one with experience of dealing with FGM. 
 
Professionals may feel uncomfortable about disclosing information about FGM, but 
law and policy allow for disclosure when it is in the public interest or where a crime 
may have been committed. Professionals should follow appropriate guidance 
regarding confidentiality and disclosure, e.g. Information Sharing Guidance for 
Practitioners (2015) Nursing and Midwifery Council’s advice on confidentiality (2009), 
General Medical Council guidance (2009), Local Safeguarding Children Boards policy 
and procedures. 
 
Professionals need to be aware that an individual may be at risk of both FGM and 
forced marriage. The national and local guidance on forced marriage should be 
consulted. 
 

9.1 Legal interventions 
 
“If at any time it is considered that the child may be a child in need as defined in the 
Children Act 1989, or that the child has suffered significant harm or is likely to do so, a 
referral should be made immediately to local authority children’s social care. This 
referral can be made by any professional.” 

 
Working Together to Safeguard Children (2015)  
 
FGM is recognised as significant harm. 
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Professionals should intervene to safeguard girls who may be at risk of FGM or has 
been affected by it. This is by using the relevant existing statutory procedures. There 
may be a joint investigation which would be handled in line with the Safeguarding 
Board procedures and Working Together to Safeguard Children (2015). 
 
The police may use their protection powers under section 46 of the Children Act 1989 
where there is reasonable cause to believe that a child or young person under 18 
years is at risk of significant harm. Children’s social care would be informed by the 
police and initiate child protection enquiries.  
 
Emergency Protection Order (EPO) can be applied for by anyone but is usually done 
by Children’s Social Care. An EPO authorises the applicant to remove the girl and 
keep her in safe accommodation. It lasts for 8 days but can be renewed for up to a 
further 7 days. 
 
Under the Children Act 1989, local authorities can apply to the courts for various 
orders to prevent a child being taken abroad for FGM. A Prohibitive Steps Order 
(Children Act 1989, Section 8) can be sought to prevent parents or carers from 
carrying out a particular act without the consent of the court. 
 

9.2 Child Protection Referral 
 
Discuss all safeguarding concerns with the Safeguarding Children Matron or Named 
Midwife. Complete a child protection referral when the child is presenting as at risk / 
likely risk of significant harm. Follow the Trust Safeguarding Children Policy / 
Safeguarding Unborn Referral Process and What to do if you have Concerns about 
Suspected or Actual Child Abuse guidance.  
 
Safeguarding Children Policy: 
http://bhftintranet.burtonft.nhs.uk/Policies/safeguarding-children.htm 
 
Safeguarding Unborn Referral Process: 
http://bhftintranet.burtonft.nhs.uk/Policies/safeguarding-unborn-referral-process.htm 
 
What to do if you have Concerns about Suspected or Actual Child Abuse guidance: 
http://bhftintranet.burtonft.nhs.uk/Policies/suspected-or-actual-child-abuse.htm 
 

9.3 Links with domestic abuse and ‘honour based violence’ 
 
'Honour-based' violence can include the following:- 

 Forced marriage (FM) 

 Female genital mutilation (FGM) 

 Honour killings (murder) 

 Domestic imprisonment 

 Dowry-related abuse 
 
The terms 'honour crime', 'izzat' or 'honour-based violence' embrace a variety of 
crimes of violence (mainly but not exclusively against women), including assault,  
 

http://bhftintranet.burtonft.nhs.uk/Policies/safeguarding-children.htm
http://bhftintranet.burtonft.nhs.uk/Policies/safeguarding-unborn-referral-process.htm
http://bhftintranet.burtonft.nhs.uk/Policies/suspected-or-actual-child-abuse.htm
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imprisonment and murder, where the person is being punished by their family or 
community. They are being punished for actually, or allegedly, undermining what the 
family or community believes to be the correct code of behaviour. In transgressing 
against this “correct” code of behaviour, the person shows that they have not been 
properly controlled to conform by their family and this is to the 'shame' or 'dishonour' of 
the family. 
 

9.4 Links to Female Genital Mutilation and Forced Marriage 
 
Forced marriage and honour-based violence are abuses of human rights and fall 
within the Government's definition of domestic violence. Forced marriage is defined as 
a marriage conducted without the full consent of both parties and where duress is a 
factor. There is a clear distinction between forced marriage and an arranged marriage. 
In arranged marriages, the families may take a leading role in arranging the marriage, 
but the choice whether or not to accept, remains with the prospective spouses. In a 
forced marriage, one or both spouses do not consent to the marriage. This person 
could be facing physical, psychological, sexual, financial or emotional abuse to 
pressure them into accepting the marriage. 
 
FGM and forced marriage are types of abuse that fall into the category of honour 
based violence. For further information please refer to the following Local 
Safeguarding Children Board Procedure for further guidance in relation Forced 
Marriage: http://www.staffsscb.org.uk/Professionals/Procedures/Section-Four/Section-
Four-Docs/Section-4L-Forced-Marriage.pdf 
 

10. REPORTING FGM 
  

From 31st October 2015, all incidents of FGM in girls / young women under the age of 18 years that 
are disclosed or physical signs have been identified must be reported to the police. Professionals are 
to telephone the police on 101 and make a report. Staff are required to complete a BHFT incident 
form on Datix in the instance of making a Police referral.  
Department of health: 
 
-The requirement to record FGM in clinical notes is applicable in all NHS settings.  
 
- The requirement to submit the FGM Prevalence Dataset is mandatory for ALL Acute Trusts, 
including ED Departments. 
 
- WWW.FGM@dh.gsi.gov.uk  
 
-FGM Prevalence Dataset  
 
-WWW.isb.nhs.uk/library/standard/280  ( Information Standard Board for Health and Social Care ) 

 
 

11. SPECIALIST GROUPS WHICH CAN PROVIDE ADVICE AND 
SUPPORT 
 
Foundation for Women’s Health, Research and Development (FORWARD) 
Unit 4; 765 - 767 Harrow Road 
LONDON 

http://www.staffsscb.org.uk/Professionals/Procedures/Section-Four/Section-Four-Docs/Section-4L-Forced-Marriage.pdf
http://www.staffsscb.org.uk/Professionals/Procedures/Section-Four/Section-Four-Docs/Section-4L-Forced-Marriage.pdf
http://WWW.FGM@dh.gsi.gov.uk/
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NW10 5NY 
Telephone: 020 8960 4000 
www.forwarduk.org.uk 
 
Agency for Culture and Change Management 
1 Arundel Gate 
Sheffield 
S1 2PN 
Telephone: 0114 275 0193 
 
 
Equality Now 
5th Floor 
6 Buckingham Street 
London 
WC2N 6BU 
Telephone: 020 7839 5456 
www.equalitynow.org 
 
NSPCC FGM Helpline 
Telephone: 0800 028 3550 
Fgmhelp@nspcc.org.uk 
 
 
Resources 
Home Office – FGM Support materials: 
https://www.gov.uk/government/publications/fgm-suppport-materials 
 
Home Office – FGM Resource Pack: 
https://www.gov.uk/government/publications/female-genital-mutilation-resource-pack 
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Appendix 1 
Flow Chart 1- Female Genital Mutilation in Obstetrics - Women Identified at Booking 

 

       

 

    

  

 

 

 

 

 

 

 
 
 
 
 
 

Refer for consultant booking in AN clinic organise 
interpreter if required 

Women at risk identified at booking visit / during 
pregnancy (document on booking letter)  

 No FGM Identified 

No further action 

Appointment with obstetric consultant  

FGM discussed with woman, physical 
examination with verbal consent 

Woman informed of legal implications of 
FGM in UK – document discussion 

Document plan of care in maternal notes, . 
Complete monitoring form 

Antenatal 
Type 3 FGM - requiring 

deinfibulation (from 24/40) 
arrange referral to specialist 

centre 

Antenatal 
Type 3 FGM - 

Deinfibulation declined 

Intrapartum - Type 3 deinfibulate 
in 1” stage when confirmed in 

established labour 
Inform of inability to reinfibulate 

following delivery  
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Flowchart 2 

Female Genital Mutilation (FGM) in Obstetrics - Women admitted in labour 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

FGM previously identified during antenatal care? 

Yes 

Refer to management plan in notes.  Does the woman 
require deinfibulation? 

Vulval assessment / vaginal examination to be performed 
to ascertain degree of FGM 

Will degree of FGM impact on labour and birth? 

Prepare to perform 
deinfibulation in 1st 

stage of labour 

Inform of legal implications in 
UK.  Complete Health Visitor 

referral form 

Inform of inability to reinfibulate following delivery 

Continue routine labour 
and delivery 

No 

Yes No Unsure 

Consult with 
experience 

clinician 

Perform 
deinfibulation 

during 1st stage of 
labour as per plan
  

Continue routine 
labour and 

delivery 

Yes No 
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Flowchart 3  

Female Genital Mutilation (FGM) in Obstetrics - Postnatal Care 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

If deinfibulation has been performed in labour 

Postnatal Care 

Baby Girl  

Postnatal care advice to 
include:- 

Hygiene, healing of labia, 
difference in passing urine, 
menstruation, intercourse.   

Document that genitalia intact at time of 
birth in both neonatal examination and 

paediatric notes 

Complete health visitor referral form, stating mother has 
FGM for surveillance purposes only 

If deinfibulation was meant to occur and did not (eg, 
EM CS), refer to gynaecologist to discuss options 

and future management. NB:  If no obvious documentation of UK Law and FGM in 
notes, inform woman it is illegal and document 

Baby Boy 

No further action 



 

Female Genital Mutilation (FGM) Policy (336) / v2 / September 2017  20 

 
 

Flowchart 4 

Female Genital Mutilation (FGM) in all areas (Gynaecology, ED, GUM, Surgical Departments)  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Woman with FGM Identified 

Document plan of care in hospital notes, letter sent to 
GP for information 

Woman informed of legal implications of FGM in UK, 
safeguarding referral where applicable 

FGM discussed with woman, physical examination 
with verbal consent by consultant gynaecologist 

Type 3 FGM - wishing deinfibulation.  Discuss 
procedure, Arrange date and consent. 

Informed of inability to reinfibulate 
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Appendix 2 
 

FGM Assessment and Management Plan 
 

 
         FEMALE GENITAL MUTLATION ASSESSMENT AND MANAGEMENT PLAN 

 
 

 
 
 
 
 
 

 Contact Number …………………………. 
 
 
 
 
 
 
 
 
Country / Region of Origin ……………………………………………………………………………… 
 
Languages Spoken ………………………………………………………………………………………. 
 
Interpreter required & in what language ………………………………………………………………..  

 
 
 

Symptoms (please circle as appropriate) 
 
Urinary: Recurrent urinary tract infections ………………………….. Yes / No 
 
Menstrual: Dysmenorrhoea ……………………………………………... Yes / No 
  Menorrhagia ……………………………………………….….Yes / No 
 
Sexual: Dyspareunia …………………………………………………. Yes / No 
 
Psychological: Flashbacks / Depression / Other ……………………………Yes / No 
 
Other:  Keloid scarring / recurrent abscess / cysts / chronic genital pain 
 
 
Examination Findings on Initial Assessment:   
 
Type 1:  Prepuce removal only or partial or total removal of the clitoris. 
 
Comments : 

 
 
 

Patient Label or 
 
NAME: 
………………………………………………………
……………. 
 
PID: 
………………………………………………………
………………… 
 
DOB: 
………………………………………………………
………………. 
 
Post Code: 
………………………………………………………
………. 
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Type 2:  Removal of the clitoris plus part or all of the labia minora 
 
Comments: 
  
 
 
 
 
 
 
 
 
 
Type 3:  Removal of part or all of the labia minora with the labia majora sewn together covering the 
urethra and vagina leaving only a small opening for urine and menstrual fluid 
 
Deinfibulated:    Yes No 
 
If yes, when and where? 
 
Comments: 
 

 
 
 
 
 
 
 
 

 
Type 4:  Pricking, piercing or incising the clitoris and/or labia, stretching the clitoris and/or labia, 
cauterising the clitoris or surrounding tissues or any other procedure not classified as above. 
 
Comments: 
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MANAGEMENT (Circle as appropriate) 
 
Counselled patient about type of FGM found      Yes / No 
 
 
For women with type 3 (who have not had deinfibulation previously) 
 
 Counselled patient about advantages and implications of deinfibulation Yes / No 
 
 Informed about inability to re-infibulate following deinfibulation  Yes / No 
 
 Deinfibulation:  Not wished / Gynae / Antenatal / 1st Stage Labour 
 
 Date for deinfibulation if Gynae / Antenatal  …………………………………. 
 
 Anaesthetic Preference: Local / GA Where: ……………………….. 

 
 

Comments: 
 
 

 
 
 
 
 
 
 

Discussion with male partner, if present, regarding the above:   Yes / No 
 
Pregnancy & Labour Recommendations: 
 
Suitable for Midwifery-led Care / Delivery on Delivery Suite    Yes / No 
 
Reason for decision:  Type 1 / Type 3 and previous NVD after deinfibulation. 
 
Seen and agreed by: ……………………………………………………………… 
 
Designation: ………………………………………………………………………… 
 

Manage labour as normal       Yes / No 
 

Counselled patient regarding childbirth and episiotomy if required  Yes / No 
 
Medio-lateral episiotomy suggested      Yes / No 
 
Deinfibulation in labour       Yes / No 
 
Inform SpR when in labour       Yes / No 
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SAFEGUARDING 
 
Counselled regarding FGM Act 2003   Yes / No 
 
Sign and Print: ……………………………….  Date: ……………………….. 
 
 
Health Visitor referral form completed  Yes / No / NA 
 
Sign and Print: ……………………………….  Date: ……………………….. 
(required postnatally)  
 
 
 
Does this woman have any female children?  Yes / No 
 

Name 
 

      

Date of Birth 
 

      

Country of Birth 
 

      

Circumcised? Y / N 
 

      

If yes, where and age 
 

      

     
Any further referrals required at present time regarding information sharing / 
safeguarding concerns?    Yes / No (if yes, please state below) 
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Appendix 3 

 

Countries where Female Genital Mutilation has been documented 
 
 

Listed below are countries in which female genital mutilation of Types 1, 2, 3 and 
“nicking”.  Type 4 has been documented as a traditional practice.  Prevalence is derived 
from national survey data (the Demographic and Health Surveys (DHS) published by 
Macro, or the Multiple Cluster Indicator Surveys (MICS), published by UNICEF). 
 
 
Country Year Estimated Prevalence of FGM in Girls 

and Women 15 - 49 years (%) 
Benin   
Burkina Faso   
Cameroon   
Central African Republic   
Chad   
Cote d’Ivoire   
Djibouti   
Egypt   
Eritrea   
Ethiopia   
Gambia   
Ghana   
Guinea   
Guinea-Bissau   
Kenya   
Liberia   
Mali   
Mauritania   
Niger   
Nigeria   
Senegal   
Sierra Leone   
Somalia   
Sudan, northern 
(approximately 80% of total 
population in survey) 

  

Togo   
Uganda   
Un   
Yemen   
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