
Female genital mutilation (FGM) is an 
abhorrent practice. FGM deliberately 
cuts the female genital organs for no 
medical reason and can have serious 
and long-lasting consequences including 
infertility, an increased risk of childbirth 
complications, a deleterious impact on 
maternal and infant mortality during and 
shortly after child birth,1 and significant 
psychological sequelae. The World Health 
Organization estimates that FGM affects 
about 100–140 million women and girls 
worldwide and each year it is estimated 
that an additional 3 million girls are at risk 
of being subjected to this practice. 

It is believed that approximately 103 000 
women and girls aged 15–49 years and 
24 000 women aged ≥50 years who have 
migrated to England and Wales are living 
with the consequences of FGM. Some 
60 000 girls aged 0–14 years have been born 
in England and Wales to mothers who have 
undergone FGM and 10 000 girls <15 years 
of age are likely to have undergone FGM.2

The Department of Health has published 
data from September to December 2014 
that show 1946 newly-identified cases 
of FGM were reported nationally with 47 
cases in women and girls aged <18 years. 
Currently, all clinicians (including GPs) are 
required to record in their clinical notes 
when a patient with FGM is identified, what 
type it is, and submit these data to the FGM 
national data collection.3

However, despite its relatively high 
prevalence and FGM being a serious crime, 
no successful prosecution has taken place 
since 1983, although a dentist was struck 
off the Dental Register in 2013 for offering 
to perform FGM. Why have so few cases 
been prosecuted? The police claim it is 
because very few cases are referred to 
them.4 GPs, in turn, claim that FGM can be 
a difficult condition to identify and discuss 
with patients (particularly in adults) and 
there is an overwhelming need to protect 
confidentiality and avoid damaging the 
doctor–patient relationship. In addition, 
some doctors are concerned that they may 
lack the necessary knowledge and skills to 
manage the condition.5

To address these issues, the UK 
government has recently proposed 
mandatory reporting of ‘visualised or 
disclosed’ FGM by GPs direct to the police. 
The recent acquittal of a doctor accused 
of FGM following delivery of a child6 has 

emphasised the difficulty of not only 
identifying what actually constitutes the 
crime of FGM but also the complexity of the 
arrangements for the mandatory reporting 
of FGM.

A consultation paper on the introduction 
of mandatory reporting for FGM was 
published in December 2014.7 Its purpose 
was to enable the UK government to scope 
and fully explore how a mandatory reporting 
requirement for cases of FGM could be 
introduced. This consultation has now 
closed and the government has decided 
to press ahead with a new mandatory 
reporting duty on GPs for FGM through 
amendments to the Serious Crime Act.

‘knoWn’ cASeS oF Fgm
The proposed new duty on GPs will 
apply in cases of ‘known’ FGM (that is, 
instances disclosed by the victim and/or 
visually confirmed). The position related to 
‘suspected’ and ‘at risk’ cases will remain 
the same and professionals will be expected 
to refer cases appropriately as set out in the 
Multi-Agency Practice Guidelines on FGM 
using the existing safeguarding framework 
and procedures.8 The government’s initial 
proposal was to include all women within 
the provision for mandatory reporting. 
However, following intense lobbying this 
provision has now been withdrawn and the 
new duty will apply to young women and 
girls <18 years of age. 

The new duty will also be extended to 
include not only all regulated social and 
healthcare professionals but also teachers. 
Fortunately, the new duty will not mean that 
there is a new requirement for professionals 
to look for visual evidence of FGM and 

reporting will be confined to cases that 
are encountered during the course of their 
‘usual’ professional duties.

One of the difficulties with mandatory 
reporting of FGM is that although such 
legislative reporting duties exist in a wide 
range of countries across the world, there 
is an absence of both evidence and data 
that mandatory reporting better protects 
children: nor does it tackle the issue of the 
under-reporting of concerns.9 There are 
already many duties on us as GPs under 
the existing child protection procedures and 
although mandatory reporting of FGM may 
be well-intentioned, it will almost certainly 
have additional unintended consequences.

Such unintended consequences may 
include a reluctance by families to seek 
advice for pregnancy and childbirth, seek 
help for the early/late consequences of 
FGM, destroy the confidentiality of the 
consultation, and damage the important 
long-term doctor–patient relationship. 
In addition, there are currently very few 
resources available within most health 
economies (for example, de-infibulation 
clinics) to which doctors can refer women 
or young girls who have experienced FGM. 

Mandatory reporting of cases of 
‘visualised’ FGM should not, therefore, be 
made directly to the police rather than 
the local safeguarding board under the 
current Multi-Agency Practice Guidelines.8 
FGM is a severe form of child abuse and 
there is no good rationale for treating it in 
a different way from other forms of child 
abuse, where the child is referred to social 
services with the police becoming involved 
at a later date. Indeed, it is difficult to see 
what purpose mandatory reporting direct to 
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“FGM is a severe form of child abuse and there is no 
good rationale for treating it in a different way from 
other forms of child abuse ...”

“... despite its relatively high prevalence and FGM 
being a serious crime, no successful prosecution has 
taken place ...”
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the police serves, given that child abuse is 
not generally dealt with by the police in the 
initial stages of the investigation.

The government’s proposal that failure 
to comply with the new duty will be dealt 
with via existing disciplinary frameworks 
(rather than their initial proposal which 
was to report doctors to the Disclosure 
and Barring Service) is to be welcomed; 
since the majority of cases of failure to 
report FGM are likely to be the result of 
a lack of understanding or knowledge of 
FGM by the clinician. Visual confirmation 
of FGM, particularly types 1 and 4, is not 
always straightforward and not all GPs will 
be sufficiently expert in this area to make a 
definitive diagnosis. It would be particularly 
helpful for GPs to be able to report a 
suspected case of FGM to other agencies 
who may be able to visually confirm a case 
more easily without the need to inform 
either the police or social care.

SecondArY cAre
Mandatory reporting also applies to 
doctors in secondary care and all acute 
hospitals must submit monthly statistics 
on women who had been found to have 
had FGM and those aged <18 years must 
be reported under the Serious Crime Bill. 
The introduction of mandatory reporting 
aims to break down the professional 
barriers regarding confidentiality and 
cultural sensitivity and will hopefully send 
out a message to the perpetrators that 
they will be prosecuted. Each hospital now 
has a designated person responsible for 
the collecting of FGM cases and reporting 
them. By recording these data, NHS 
commissioners can decide where to provide 
dedicated FGM services.

Closer working between GPs and 
secondary care is vital so that women 
who have been identified are followed in 
their journey and their children protected. 
GPs unfamiliar with FGM should refer to 
specialist clinics for verification of FGM type, 
reversal if indicated, and support.

The recent case of an obstetrics and 
gynaecology specialist trainee claiming to be 
ignorant of FGM6 demonstrates that we need 
to do more with regards to educating doctors 
in training. With the recent media focus on 

FGM, and events such as the Girl Summit 
2014, where heads of state, practitioners, 
survivors, charities, and community groups 
assembled to secure new commitments 
on FGM and child and early and forced 
marriage (CEFM), ignorance of FGM is 
no longer an excuse. However we should 
ensure that FGM is in the undergraduate 
curriculum of all UK medical schools and 
online training (for example, e-learning 
programmes) should be a compulsory 
‘sign off’ for foundation doctors, and also in 
specialty training programmes, particularly 
paediatrics, obstetrics and gynaecology, 
emergency medicine, and general practice. 

concLuSion
Clearly, as physicians and citizens, we 
should obey the law, and as a society we 
do need to do more to address the issue of 
FGM and refer any girls whom we feel may 
be at risk.

We already have a statutory obligation 
to refer cases of child abuse and neglect 
to the local safeguarding board on which 
the police already sit. In our view, the case 
has not yet been made that a mandatory 
referral duty on GPs direct to the police of 
‘visualised’ FGM will address the problem 
of lack of identification, it will not simplify 
referral pathways, and nor will it play an 
important role in deterring perpetrators and 
prevent this appalling crime taking place.

In our role as healthcare professionals, 
we can be individual practitioners and key 
agents of social change by working with 
individual women and their families to 
prevent FGM. However, real change in the 
prevalence and practice of FGM must come 
from within the communities themselves.
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