Assignment 1
Module Code: SJSS4001
This essay is going to explore the concept of ‘risk’ and ‘resilience’ for women who are victims or at risk of female genital mutilation (FGM). It will consider how barriers to full engagement in society affect the likelihood of their integration in both their indigenous community and diaspora settlements. The essay begins with a quote by a girl who has undergone FGM to highlight the horror of the process. Next, the statistics of FGM and definition of the practice will be detailed followed by the history. The underlying reasons and traditions for FGM will be discussed and the risks attached to this practice. Furthermore, the United Kingdom (UK) legislation on FGM will be detailed and the mandatory reporting required by professionals in public services. Finally, the impact of FGM on victim’s wellbeing, resilience and inclusion in society will be discussed.

…My mother has disappeared, and the only familiar face was that of my auntie who kept on telling me to lie down and be quiet. A very old lady came in sat in front of my opened legs and opened a piece of cloth. She took out a blade and started cutting me. The pain was excruciating. I started screaming. I tried with all my strength to free my legs but the two women holding me, held harder and harder and I kept screaming. The woman kept on cutting… (Ashiana Sheffield, 2016). 

This alarming account of what a young girl had endured makes it extremely difficult to even begin to comprehend why any culture could support and perpetuate such a barbaric practice (BBC, 2019). Yet it is estimated that there are currently over 200 million females in the world today that have been cut in countries where FGM is prevalent (WHO, 2018).  In the United Kingdom (UK) over 20,000 girls under the age of fifteen are at high risk of FGM and there are 66,000 women in the UK living with its consequences (Rymer and O’Flynn, 2013). On the other hand, Unicef (2018), point out that there has been an overall decline in the prevalence of FGM over the last thirty years and statistics show a percentage decline of 15% in practicing countries. However, it is unlikely that we will ever know the full picture because of the secretive nature of the crime (Rymer and O’Flynn, 2013). 

The World Health Organisation (WHO) defines FGM as the partial or total removal of the female external genitalia or, any other damage to the genital organs of females without a medical purpose (WHO, 2018). They state that FGM is internationally recognised as a violation of women’s and girls’ human rights. FGM is usually carried out by someone who is not medically proficient, and girls are often pinned down by force and mutilated without pain relief or antiseptic (NSPCC, 2019).

FGM goes back thousands of years (Burrage, 2016 p.82). Instances were first recorded a few centuries before Christ was born (Elchalal, et al.,1997, cited in Burrage, 2016, p.82).  It has also been recorded in 163 BC where the procedure was carried out in Memphis Egypt (Ansorage, 2008 cited in Burrage, 2016, p.82). It is found in countries as widely apart as the aboriginal tribes in Australia (Moore, 2010, cited in Burrage, 2016, p.82) and many African and other cultures. Burrage (2016, p.83) states that it has been seen in traditions as a public rite of passage and performed in a variety of communities from infancy to maintain purity and cleanliness; alternatively it is carried out when girls approach puberty and are to be married, to establish chastity (Burrage, 2016). 

The underlying reason for FGM is thought to be linked to patriarchy (Burrage, 2016). However, patriarchy on its own provides insufficient reason for FGM because patriarchal societies are in existence where this practice is not carried out (Gruenbaum, 2000). The most common incentive is thought to be the association between FGM and a girl’s marriageability and so there is an expectancy for women to conform to the cultural ‘norms’ within a community in order to ‘help’ their daughters marry (Bullen, 2017). Furthermore, the economic subordination of women and children seems to be a requirement for the continuation of FGM (Gruenbaum, 2000). Hashi (2013, cited in Khaleeli, 2013), believes that the reason that this is practiced is to control women’s sexual desire. This raises the question as to why women continue to perform FGM on their female relatives as it appears to be against their best interests. However, this view could be argued to be a form of cultural relativism or ‘arrogance’ as it is ‘ethnocentric’ and does not take in to account the motivation of those from cultures where FGM is wholly acceptable (Gruenbaum, 2001; Afkhami, 1996 cited in Gruenbaum, 2001, p. 30). In other words, what is believed in one culture as being the right thing to do to is not accepted in other cultures. In Western cultures this practice would be viewed as totally unacceptable, dangerous, abusive and unlawful and believe that our own traditions are superior. This indicates that greater education and understanding of the implications of FGM is needed world-wide. 

FGM has arisen in societies that believed women were chattels, items of economic value to be handed over from father to husband, and these women faced a life of being owned by males and were unable to live life independently (Burrage, 2016). In Egypt, female slaves occasionally had their labia held together with fibulae to prevent pregnancy (Lorenzi, 2012, cited in Burrage, 2016, p.82). Currently, the most severe form of FGM is infibulation however, in ancient Egypt there is no evidence of female mutilation, only male circumcision (Global Alliance Against Female Genital Mutilation, 2015, cited in Burrage, 2016).  Fibulae were used on important nobleman’s wives to maintain the chastity of these ladies who were the carriers for the generational transfer of money; this procedure symbolised social status and possibly became a trend in other sections of social standing (Burrage, 2016). Burrage (2016, p.81), points out that the medical historian David Gollaher has explored the meanings linked to carrying out FGM and dispels the myth that FGM is part of Islamic faith. However, Burrage (2016), points out that FGM was in existence long before religious groups started it and it has no central link to world wide religion even though various faiths carry out the practice. Conversely, even though some Islamic leaders have recognised that FGM is not required as part of Islamic faith, many of them still accept and encourage the practice (Gruenbaum, 2001, cited in, Van Rossem, Meekers and Gage, 2015).  It can be said that FGM is an element of tradition and can be most usefully explained in the anthropological understanding of the world, as a tribal practice linked to family dynamics, individualities, money, pressure and power (Burrage, 2016, p.81).Whilst it is commonly found in Muslim countries it has been practised in a variety of denominations and within Christianity and Judaism in the sub-Sahara region (Burrage, 20165. However, due to movement between countries, FGM is found wherever diaspora communities from practicing countries have established (WHO, 2014).

It appears that tradition and culture underpin FGM which is part of deeply entrenched gender inequality (Van Rossem, Meekers and Gage, 2015), control and establishes repression and how women are expected to behave (Almroth, et al., 2001 cited in Lobo, n.d). The reasons the practice is perpetuated is complicated. In some communities they believe that the procedure of mutilation ensures the girl will retain her virginity until she is married and her sexual organs will be clean and preserved (Rymer and O’Flynn, 2013).There is also a traditional link in some families that FGM is advantageous and secures the status of the girl.  The tradition is almost entirely carried out and continued by women, although men have some influence but little understanding of the procedure, or its risks and believe it to be like male circumcision (Rymer and O’Flynn, 2013).  Theories of behaviour change state that there needs to be a fundamental change in attitudes to create change in behaviour and traditional behaviours must first be no longer legitimate conduct (Van Rossem, Meekers and Gage, 2015). 

There is no health advantage gained from FGM and in fact the procedure carries very high risks (WHO, 2018). There are four different types of FGM, all of which are illegal and can impose many serious risks to health (NSPCC, 2019), which can include HIV if mutilated with unsterile equipment (WHO, 2019), haemorrhage, infection, physical damage to genitalia, infertility and fatality (Rymer & O’Flynn, 2013). Psychologically the impact is also significant and causes severe mood and anxiety disorders and post-traumatic stress disorder. Also, sexual function is impaired and women who have suffered mutilation have a significantly diminished sexual enjoyment. In addition, the likelihood of having obstetric complications and problematic labours is increased and perinatal deaths raised by 1-2% during deliveries (Banks, et al., 2006, cited in Rymer & Flynn, 2013). There is also an increased risk of babies born to FGM women having four times the amount of health problems. (Kaplan, et al., 2013 cited in Rymer & Flynn, 2013). Physical health complications that can be caused by FGM can also result in psychological problems, but the National Health Service (NHS) has very few services which provide psychological support or recognition of the links between the physical and psychological impact (Glover, et al., 2017). 

In cultures where FGM is practiced there are also many risks both associated with being cut and not being cut. The impact on family relationships can be very damaging with women who have been mutilated experiencing feelings of betrayal by their loved ones and loss of trust (Almroth, et al., 2001 cited in Lobo, n.d.). Prior to mutilation young girls are often given gifts and treats as part of this rite of passage which can create confusion and ‘mixed emotions’ (Gray, 1998, cited in Lobo, n.d.).. In families there can be disagreements relating to FGM and in extreme cases can involve threats of the breakdown of marriages where one partner disagrees or forbids the practice (Behrendt, 2011, cited in Lobo, n.d.). Furthermore, family members have been known to take girls to be mutilated without the parents knowing (Gray, 1998, Behrendt, 2011, cited in Lobo, n.d.). which causes the parent to experience anger and guilt that they could not prevent this harm from happening. The impact of FGM is far reaching both within families and within practicing communities. Girls who are not cut would be shamed, ostracised and the stigma of being uncut can cause more psychological problems than if they had the procedure. Without circumcision a girl may not be eligible for marriage which may be her only chance of a financial wellbeing (Cook, Dickens and Fatballa, 2002, cited in Lobo, n.d).In addition, in some society’s she would be viewed as being promiscuous and the lowest in the social hierarchy (Baron and Denmark, 2006, cited in Lobo, n.d.). 

In the UK, FGM has been illegal since the introduction of the Prohibition of Female Circumcision Act 1985 (Prohibition of Female Circumcision Act, 1985). This Act made it an offence to mutilate any part of the female genital organs or to help with the procedure in any form and was punishable by a financial penalty or/and imprisonment of up to five years (Prohibition of Female Circumcision Act, 1985). Furthermore, in 2003 this Law was then replaced and consolidated with the implementation of the Female Genital Mutilation Act, 2003 which made it illegal for girls to be taken abroad to endure FGM (Female Genital Mutilation Act, 2003). Additionally, the maximum prison sentence for carrying out or assisting FGM was increased to fourteen years (Rymer and O’Flynn, 2013). The 2015 Serious Crime Act then amended the Female Genital Mutilation Act by offering victims anonymity, making it a criminal offence to fail to protect a female at risk of FGM (Serious Crime Act, 2015). A mandatory reporting duty for FGM places a responsibility on teachers and health and social care professionals to inform police of known cases of FGM (GOV, 2015), also the introduction of FGM protection orders which allowed interference to stop possible victims being endangered by FGM in the first place (McCurley and Samuel, 2015). However, despite these laws and the large number of women living in the UK who have undergone FGM, there has only been one successful prosecution (Marsh, 2019). This could be partly due to the secrecy surrounding the act and insufficient evidence due to under reporting and, also the increasing mutilation of babies who go ‘under the radar’ (Summers, 2018). Furthermore, Glover, et al., (2017) points out that the unlawfulness of FGM in the UK led women who were a part of a community that practised FGM, to be harshly arbitrated by society. Which led them to feel stigmatised. This greatly impacted on their identity and the likelihood of discrimination within the wider community and created a barrier in accessing public services such as health care (Glover, et al., 2017).   It is considered by the department of health and other government organisations that FGM is child abuse and violence against females (Rymer and O’Flynn, 2013). 
 
Resilience is a multi-dimensional capacity that can be described as a powerful process in which individuals show positive acceptance and changes despite negative experiences of severe trauma and adversity (Luthar and Cicchetti, 2000 cited in Rajan-Rankin, 2013). The difficulties relating to resilience following FGM are significant. The NHS appear to treat the physical and psychological effects of FGM as two different aspects and does not always take in to account the cultural context and life stage of the victim. This impacts on the FGM survivor’s resilience to live with their condition (Glover, et al., 2017). It appears that a higher emphasis should be given to culturally sympathetic frameworks which acknowledge women’s own abilities to cope with their experiences. Currently there is a lack of opportunity for women to share their views relating to the impact of FGM and a need for a more holistic approach to be adopted to improve a survivor’s resilience (Glover, et al., 2017). 

According to Glover et al., (2007) women who have been subjected to FGM describe feelings of fear linked to elements of womanhood such as menstruation, marriage and childbirth which negatively affects the ability to enhance resilience. Also, especially within their sexual relationships for example, they may worry that their husbands will leave them and find a woman more comfortable with sex.  Contrary to this, women have described feeling frightened when thinking of FGM, but some now think of it as positive reminder of how they have survived and become resilient and consider themselves ‘lucky’ (Glover, et al., 2017, p.231).

Lobo (n.d), presents the importance of FGM in a practicing community and states for many women the cultural procedure is greatly anticipated and suggests that finding reasons in suffering promotes psychological modification (Chalmers, Hashi and Birth, 2000, cited in Lobo, n.d.).. The celebrated element of FGM produces a link between young females and their surrounding community and it is looked upon as an important adulthood goal although excruciatingly painful girls may feel elated and honoured to be mutilated. Girls experience FGM with other similar aged girls which may provide both social and mental support in coping with extreme trauma (Atkinson, 1996, Robin Kowalski, 2011, cited in Lobo, n.d.).  

In conclusion, the practice of FGM is a cultural tradition that is illegal in the UK. However, is deeply rooted in some societies. Whilst practice is in decline it is still perpetuated within some cultures. In the UK, there are diaspora communities where women are survivors of FGM, and their female children are still at risk. FGM has far reaching physical and psychological effects and impacts on survivor’s wellbeing and resilience. It is vital for health, social care, education professionals to be aware of the issues facing these women and young girls and be proactive in their reporting and supporting of individuals. Within FGM practicing societies women are at risk both if they are cut and if they are not and there are conflicting views which make abolishing FGM very complicated. On one hand many women feel part of their society and fully included in their culture if they undergo FGM and feel fear of exclusion from this if they do not. On the other hand, the procedure can be so traumatic that it causes a lifetime of both physical and emotional distress. What is needed is a greater understanding of this emotive subject to improve worldwide education to eradicate FGM. 
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