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Abstract 

Cultural practices are interpreted within the cultural contexts they occur, where they 

play an important role in defining and affirming social identity and community 

cohesion. However, some cultural practices have become the object of criticism, on 

the grounds that they present human rights and child safeguarding issues. The 

effects of migration and the process of acculturation on cultural values and cultural 

practices is an area of study that becomes more relevant in an increasingly 

globalised world. This literature review highlights the dilemmas faced by migrant 

parents when cultural practices conflict with a safeguarding children culture and laws 

which reflect this culture. Parental decisions to discontinue these practices are 

examined in relation to what is known about the psychological, sociocultural and 

economic factors that impact on families’ experiences of migration to the UK. 

Children’s ability to balance societal values with opposing family or community 

values is considered in relation to the role that children and young people play in 

shaping family and community attitudes towards cultural practices which conflict with 

child safeguarding law in the UK.    
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An exploration of the motivation for change to cultural and community practices that 

conflict with safeguarding children law in the UK. 

 

Introduction    

 

In a month when the prime minister has called for changes to UK law that will 

criminalise parents who permit their daughters to undergo the cultural practice of 

female genital mutilation (Topping 2014), cultural practices that have implications for 

safeguarding children have become a topic of public debate. The subject of ‘harmful’ 

cultural practices is one that has been researched from a UK perspective (Roy et al 

2011). However, the impact of migration on parental attitudes towards these cultural 

practices has received less attention. The lack of available research might be 

indicative of the guarded reticence which frames debates around cultural beliefs and 

values that conflict with prevailing cultural values and the laws these values 

represent. What happens when two value systems clash and the impact this has on 

children, families, communities and society lies at the heart of this issue. This 

dissertation analyses some of the available research in order to address the 

question: In the UK, what factors contribute to parents abandoning cultural practices 

considered to be 'harmful' to children under UK safeguarding law? 

 

 

My interest in motivational factors which promote change in families derives from my 

role as a social worker. Lack of knowledge about ‘harmful’ cultural practices and the 

failure of social workers to assess their impact on a child was a key criticism in the 

serious case review into the death of the child Victoria Climbié (Laming 2003). I will 

consider the challenge to practitioners of maintaining child-focussed practice in their 

work with migrant parents and communities where ‘harmful’ cultural practices are an 

issue. Understanding the value system that lies behind such cultural practices is one 

way to gain a greater understanding of the experiences of children living in the UK.  

Notions of child abuse are understood within the social and historical context of 

specific cultures (Korbin 1991). How a ‘safeguarding children’ culture has evolved in 

the UK is considered, especially in relation to provisions for children at risk of harm 

from cultural practices.  
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The interdisciplinary nature of Childhood and Youth Studies allows me to look 

beyond the constraints of social work practice and its relationship to UK law and 

social policy, and engage with wider issues of children’s individual and social 

identity. Gaining an insight into cultural practices requires an understanding of how 

the role of children and child rearing is perceived within different cultures or 

communities around the world (Montgomery 2009). The role of gender in childhood, 

in particular the vulnerable situation of girls in respect to some cultural practices has 

become a subject of debate in recent years (Roy et al 2011). Adult perceptions of 

masculine and feminine identities within society shape the lives of children from a 

young age (Thorne 1987).  A theme that will be explored in this dissertation is the 

effects that migration can have on children’s self-identity and self-efficacy. Children 

are often perceived as victims, at risk from cultural practices, but children and young 

people are becoming increasingly involved in discussions about these practices 

(Blackflashmedia 2012). The impact of the United Nations Convention on the Rights 

of the Child 1989 (UNCRC), in advancing the argument against cultural practices 

that cause harm to children is considered within the context of differing cultural 

definitions of ‘harm’.  

 

The term ‘harmful cultural practices’ is troublesome and controversial and requires 

some examination. Most frequently we think of cultural practices as being something 

alien to our own way of thinking or behaving. This idea is reinforced by the quantity 

of research literature referring to ‘cultural’ or ‘traditional’ practices as originating 

elsewhere (Miller and Goodnow 1995). Of course cultural practices and beliefs are 

an integral part of every society and reflect the values of a particular group of people 

(O’Hagan 1999). In approaching the subject of harmful cultural practices, I have 

found it useful to reflect on my own, cultural beliefs in relation to the notion of child 

protection and children’s rights in other cultures and communities in order to gain a 

greater sense of perspective. My own views on abortion are influenced by cultural 

values in the UK, but are in conflict with concepts of safeguarding children in other 

cultures.  
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The multi-cultured nature of UK society, especially urban society, presents a 

challenge to ethnocentric perceptions of cultural practices. However, when these 

practices conflict with child protection law, the need to work towards creating a 

dialogue with which to discuss and confront these safeguarding issues becomes 

imperative (Marilia 2013). Language has a history, and I am mindful that the term 

cultural practices, has been used in the past to infer something ‘backward’ or 

‘barbaric’ (Koomena 2014, p.244). A recent London-based report opted to use the 

expression ‘harmful practices’, rejecting the word ‘cultural’ on the grounds that it 

gave the mistaken impression that harmful practices discussed in the report were an 

inherent part of specific migrant communities (Roy et al 2011). I have chosen to use 

the term ‘harmful cultural practices’ to distinguish between harmful parental practices 

motivated by individual beliefs, and those rooted in cultural or community value 

systems. Individual parental beliefs may support the idea that young children are 

safe to be left at home alone, but this view is not endorsed by cultural or community 

attitudes. Cultural practices like forced marriage for 16 or 17 year olds, can be 

reinforced by community attitudes that value family hierarchy above personal choice 

(Roy et al 2011). Whilst there are similarities between the two, I believe the social 

acceptance of cultural practices presents very particular challenges to safeguarding 

children which justify making this distinction. 

 

The focus of this review will be one particular cultural practice which conflicts with 

safeguarding children law in the UK, female genital mutilation (FGM) also referred to 

as female genital circumcision (FGC). The incongruence of these two terms gives an 

indication of the differing viewpoints that they represent. FGM is a term used by 

those in opposition to the practice, these includes: the World Health Organisation 

(WHO), the UK legal system and campaigners for the elimination of this practice. 

FGC is the term used by individuals and communities where this cultural practice is 

valued, and forms part of the cultural identity of girls and women. The dynamics 

behind the naming of cultural practices is explored further within this dissertation. An 

alternative term is offered by researchers looking for a phrase that carries no value 

judgement, which is female genital cutting (FGC) (Dustin 2010). I consider that the 

frequently used, female genital mutilation/female genital cutting (FGM/C) is the term 

that is able to reflect, both wording used in UK law and a language with which 
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practitioners can build relationships with parents in order to achieve positive 

outcomes for children.  

 

This literature review begins with an overview of FGM/C: the problems it presents, 

how it has evolved, the role it plays in defining personal and cultural identity and 

controversies around attempts to eradicate the practice. The perspective of migrant 

families from FGM/C practicing communities in the UK will be considered in relation 

to child safeguarding law and its conflict with some cultural practices. Concurrently, 

the cultural significance of child protection policy and legislation will be reviewed in 

the context of UK culture. The main body of the dissertation is structured into 4 

sections which address the following questions: 

 

 What are the barriers to change for parents where cultural and community 

practices conflict with safeguarding children law in the UK?  

 

 To what extent do children and young people influence family and community 

attitudes towards cultural practices considered ‘harmful’ under UK 

safeguarding laws? 

 

 What are the main motivators for change in parents where cultural and 

community practices conflict with safeguarding children law in the UK? 

 

 

Each section refers to a specific perspective. In the first of these, the obstacles that 

migrant families face relocating to the UK and power dynamics within families are 

considered in relation to decision making about FGM/C. The second section views 

children’s experiences in 3 different situations: a child at risk, a child who has 

undergone FGM/C and a child as an advocate for change. The third section 

contemplates the ways in which ‘community’ reinforces or supports change to 

attitudes towards FGM/C. The role and influence of Islam on the practice of FGM/C 

is examined in the context of Muslim communities in the UK. The fourth section 

reflects on ways in which health and social care practitioners can work with families 
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to safeguard children from FGM/C. What children’s and families’ experiences of 

FGM/C can tell us about parental motivation to abandon all forms of harmful cultural 

practices will be subjected to an analysis of the research findings. This will be 

followed by the conclusion. 

 

Methodology 

 

This literature review uses a mixed method methodology to examine both 

quantitative research relating to the numbers of girls at risk from FGM/C in the UK 

and qualitative research relating to families’ lived experiences of FGM/C. A 

systematic search of the databases PsycINFO and ASSIA using the terms ‘female 

genital mutilation’ OR ‘female circumcision’ produced a total of 249 peer reviewed 

papers. Further searches identified papers documenting the experiences of families 

in the UK. Papers were selected on the grounds that they used sound methodology 

and were representative of the diversity of different disciplinary views or reflected the 

breadth of different attitudes towards FGM/C. 

 

Ethics 

 

Despite, the fact that this study involved no empirical research, the selection of 

research materials and writing of this dissertation presented some ethical issues. 

Firstly, my position as a white British female presents ethical dilemmas about 

representing lives and experiences which are beyond my sphere of experience. 

Secondly, as a social worker I have tried to view FGM/C as a social phenomenon 

and beyond the confines of a child protection issue. Thirdly, the voice of children and 

young people was underrepresented in the academic research reviewed. I have tried 

to represent children’s experiences by including adult reflections on their childhood 

experiences of FGM/C and by representing children’s participation in campaigns to 

discontinue the practice.  

 

Limitations 

 

The analysis of research evidence is restricted by the small amount of data 

pertaining to parental attitudes among FGM/C practising communities resident in the 
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UK. Further studies would benefit from considering the effects of other ‘harmful’ 

cultural practices on girls and women in the UK and the relationship of age and 

gender to these practices.    

 

Overview of FGM/C 

The terms female genital circumcision and female genital mutilation refer to the 

same practice of altering the female genitalia; most frequently by cutting, but also by 

burning, piercing or scraping. The practice of FGM/C is widespread. It is estimated 

that there are around 125 million girls and women who have undergone FGM/C in 

the world today (World Health Organisation (WHO) 2014). It is practiced in 28 

countries, mostly in Africa, but also within specific communities in the Middle East, 

Latin America and Asia (FORWARD 2007). However, devastating civil wars in the 

Horn of Africa have meant that diaspora populations from this region, where FGM/C 

is commonly practiced, have migrated to the UK and other parts of Europe and North 

America. In cultures or communities where FGM/C is prevalent, it is regarded as a 

fundamental part of feminine identity and is perceived in the same way as male 

circumcision which is performed on infant boys (Abusharaf 2000). However, FGM/C 

is a considerably more intrusive, painful and risky procedure than male circumcision. 

It has been suggested that a more accurate analogy would be ‘penisectomy’ 

(Dorkenoo 1994, p.52).   

 

FGM/C is generally undergone by girls between infancy and adolescence. Migration 

may also play a part in the age that girls undergo FGM/C as sisters tend to travel to 

their parent’s homeland in order to undergo FGM/C together (Hussein 2010). In the 

last few decades, there has been growing international opposition to FGM/C, led by 

the WHO and United Nations Children Fund (UNICEF). Like all cultural practices that 

increase morbidity in children, FGM/C is viewed by international bodies as child 

abuse despite local acceptance of the practice (Finkelhor and Korbin 1988).  

There are four procedures defined by the WHO as FGM/C: 

 Type 1 is often described as clitoridectomy because it involves the removal or 

partial removal of the clitoris. It is sometimes referred to as ‘sunna’ which 
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translates to ‘tradition’ in Arabic (Gruenbaum 2001). This can be confusing, as 

the term sunna is also used to refer to a far less severe procedure which 

removes a small part of the hood of the clitoris (Van de Kwaak 1992). It is 

thought that this less severe form of sunna is very rare in FGM/C practising 

countries (Shell-Duncan 2001).    

 

 Type 2 is the most common procedure performed. It is known as excision and 

involves the removal of part of the clitoris and the inner labia of the vagina 

(Gage and Van Rossem 2006). 

 

 

 Type 3, infibulation requires the cutting of the labia, repositioning and stitching 

it to leave only the smallest vaginal opening. The clitoris may, or may not, be 

removed during this procedure (RCM et al 2013). A particular problem for girls 

who have undergone this type of FGM/C is that it restricts the normal flow of 

urine and menstrual blood. It can take an infibulated girl or woman up to 15 

minutes to empty her bladder and menstruation is also protracted and painful 

(Lightfoot-Klein 1989). Infibulation is known in FGM/C practising cultures as 

‘pharaonic’ circumcision, which is a reference to the roots of FGM/C popularly 

believed to have originated in ancient Egypt (Gruenbaum 2001). Nowadays, 

infibulation represents 15% of all FGM/C and is most prevalent in Somalia, 

Ethiopia, Eritrea, Djibouti and Northern Sudan (Reyners 2004). This is 

significant from a UK perspective because of the pattern of migration to the 

UK from the Horn of Africa.   

 

 Type 4 refers to any other form of manipulation of female genitalia, like 

scraping, piercing or the introduction to the vagina of corrosive herbal 

substances. Although, this form of FGM/C may seem less invasive than the 

other procedures, the health risks associated with this form are second only to 

type 3 (Gruenbaum 2001).   
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There are three circumstances where health risks to a child need to be considered in 

relation to FGM/C (Shell-Duncan 2001). Firstly, the fear, pain and risk of 

haemorrhage associated with the cutting itself. Secondly, the risk of infection from 

poor hygiene, during and after the procedure, this risk increases considerably when 

the excisor has no basic medical training or access to medical procedures as simple 

as the use of antibiotics or fresh razorblades (Shell-Duncan 2001), (Van der Kwaak 

1992). Thirdly, the long-term physical, psychological and psychosexual 

consequences of FGM/C need to be considered. Most frequently cited are: recurrent 

urinary tract infections, clitoral cysts, fistulae, obstetric complications and infertility 

(El-Shawarby and Rymer 2008). Psychological problems attributed to trauma caused 

by the act of FGM/C or related to health or social outcomes following FGM/C are well 

documented (Whitehorn et al 2002). Psychosexual problems have been associated 

with FGM/C relating to pain, the fear of pain, or dissatisfaction during coitus and the 

impact of this on relationships between sexual partners (El-Defrawi et al 2001).   

 

Medical evidence about the practice of FGM/C is often difficult to compile and verify 

because of the illegal status of FGM/C in many counties (Obermeyer 1999, cited in 

Shell-Duncan 2001, p.1018). Research papers often fail to specify which type of 

FGM/C they attribute specific health outcomes to (Shell-Duncan 2001). International 

campaigns canvass to eradicate all forms of FGM/C. However, within communities 

where FGM/C is practiced, distinctions are made between different procedures 

(Gruenbaum 2001). Nationwide studies in populations as diverse as Guinea and 

Somalia have found that, whilst most respondents favoured the continuation of 

FGM/C, many qualified this by a rejection of type 3 in favour of type 1 or 2 (Gage 

and Van Rossem 2006), (Lien and Schultz 2013). In a review of the available 

research, it was found that type 3 or infibulation represented a higher degree of risk 

of immediate health implications for girls than other forms of FGM/C (Shell-Duncan 

2001). Even in areas where FGM/C is commonly practiced, the potential for ‘harm’ is 

acknowledged. 69% of the 250 women who took part in an Egyptian study, 

recognised the health risks associated with FGM/C (types1 and 2), but paradoxically, 

61.5% stated that they would allow their daughters to undergo FGM/C (El-Defrawi et 

al 2001). 
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FGM/C is now a global issue. Debates that take place in FGM/C practising countries 

cannot be divorced from the lives of children and families in diaspora communities in 

the rest of the world and vice versa. Incidents of FGM/C are reported to be 

decreasing in traditionally FGM/C practising nations (Wilson 2013). Nevertheless, it 

is clear that changing societal attitudes towards FGM/C is proving to be a long 

process. Some signs of change may be reflected by the fact that families from urban 

locations are adopting less intrusive forms of FGM/C, performed under medical 

conditions (Gage and Van Rossem 2006). This medicalization of FGM/C as a ‘harm 

reduction’ strategy could represent a step towards the eventual eradication of all 

forms of FGM/C (Shell-Duncan 2001). Perhaps this debate has similarities with the 

passing of the UK Abortion Act in 1967. At least, it presents some of the same social 

dilemmas. Many people, who disagreed with abortion, did not oppose the act on the 

grounds that illegal abortions, which were commonplace at the time, presented a 

health risk to women (Amery 2014). In the case of FGM/C, the question of 

medicalization is espoused by some members of society and vehemently rejected by 

others (Shell-Duncan 2001). One criticism of the WHO’s broad definition of FGM/C is 

that it does not allow for discussions of safer, less intrusive alternatives to FGM/C 

(Shell-Duncan 2001).This point was tested in 1996, when parents from the Somali 

community in the US requested a hospital to ‘circumcise’ their daughters (Solomon 

and Noll 2007). To avoid the girls being taken out of the country to perform FGM/C, 

the hospital applied to the authorities to perform a ceremonial nick from the clitoral 

hood as a safe alternative to FGM/C; permission was withheld on the grounds that it 

would violate federal law which forbids any form of genital alteration (Solomon and 

Noll 2007). It has been argued that any procedure to remove healthy tissue is 

against medical ethics (Reyners 2004). However, this would have to include the 

widely accepted procedure of male circumcision and all forms of cosmetic surgery.  

 

History of FGM/C 

Cultural practices like FGM/C are understood within their historical and social 

contexts. To understand the impact of FGM/C on children and families in the UK 

today, it is necessary to gain an understanding of how and why the practice came 

into being. The following historical perspectives will be considered: traditional 
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patriarchal power structures in which FGM/C developed, colonial rule and the part 

played by FGM/C in promoting nationalism, the influence of Western feminism and 

female hierarchies which reinforce the practice of FGM/C.   

A form of FGM/C is thought to have been practiced for 5000 thousand years 

(Whitehorn et al 2002). There is evidence that female slaves sometimes had rings 

pieced through their labia majora to preserve their virginity in ancient Rome 

(Dorkenoo 1994). Travellers to Somali, Egypt and Sudan in the 1800s noted that the 

practice of FGM/C on female slaves increased their value as it ensured their chastity 

(Freeman-Grenville 1962, cited in Wilson 2013, p.20). In this way, the notion of male 

ownership of women’s bodies relates back to the origins of the practice of FGM/C. A 

male desire to dominate women by controlling their sexuality is considered to be a 

substantial motivator in the proliferation of the practice of FGM/C (El-Shawarby and 

Rymer 2008). Despite this history of male influence over female bodies, men’s 

voices are almost never heard in the literature relating to FGM/C. It is perceived and 

presented, in many cases as a woman’s ‘problem’ (Lightfoot-Klein 1989). However, 

the patriarchal nature of societies where unmarried women are prevented from 

achieving economic and social wellbeing may have a greater influence over the 

continuation of FGM/C, than any direct involvement (Mackie and LeJeune 2009). 

 

African countries like Sudan, Egypt and Kenya have laws against FGM/C dating 

back to periods of colonial rule (Gruenbaum 2001). It is widely commented that these 

laws aimed at eradicating FGM/C were supported by colonial attitudes of ethnic 

superiority towards native populations and indigenous practices (Walley 2002), 

(Dorkenoo 1994),(Gruenbaum 2001). Whilst this view is entirely consistent with what 

is known of the attitudes of the colonial authorities at this time (Thomas 2000). Laws 

against FGM/C reflected, not only the ever present influence of Christian 

missionaries in colonial politics, but also prevailing humanitarian, later welfarist, 

attitudes to society elsewhere in the world (Thomas 2000). In some countries, the 

practice of FGM/C became an expression of nationalism, as one writer puts it, 

‘female circumcision was a symbolic battleground in colonial rule and many 

anticolonial struggles’ (Koomena 2014, p.247). The legacy of this foreign 

interventionism still asserts its influence today, in that international campaigns to 
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abandon the practice of FGM/C are often treated as the attempts of Western 

countries to impose their will on former colonies (Gruenbaum 2001). Whilst, 

colonialism is generally abhorred in modern society; colonialists’ ‘moral superiority’ 

derived from the same cultural values of welfare for women and children that 

influence public opinion on FGM/C today. 

 

It is not insignificant that FGM/C came to public attention in the minority world when 

feminist ideas heavily influenced public perception of women’s rights. In the 1970s 

and 80s FGM/C was conceived as an example of male dominance over female 

sexuality and not primarily, as a child protection issue (Gele et al 2012). In the West, 

the clitoris took on a symbolic significance in feminists’ arguments for sexual 

liberation (Shweder 2002, cited in Dustin 2010, p.10). It must be remembered that 

the practice of clitoridectomy had been performed on women in 19th century Europe 

in order to treat ‘complaints’ such as epilepsy, sterility, hysteria and masturbation 

(Kandela, 1999, cited in Whitehorn et al 2010, p.162). It is understandable how the 

clitoris became regarded by Western feminists as representative of female sexuality 

and consequently of female power. Feminism continues to be a driving force in 

advancing the human rights-based argument for the elimination of FGM/C. However, 

emphasis given to the imbalance of power between genders often leads to the 

imbalance of power between children and adults being overlooked (Thorne 1987). It 

might be argued that FGM/C continues because, in the main, it is performed on girls 

and not adult women. Children have less physical power to resist, are denied access 

to information about all the implications of FGM/C and are less likely to question the 

actions of loving and respected family members. International condemnation of 

FGM/C divides its focus between the practice as a human rights issue based on 

gender and FGM/C as a child protection issue. This limited review of research found 

that parental decisions not to permit daughters to undergo FGM/C were most often 

made out of concerns over health and welfare (Gele et al 2012). Human rights were 

rarely cited by parents as forming the basis of decisions to discontinue the practice 

of FGM/C. This poses the question of whether international campaigns against 

FGM/C should concentrate on appealing to parental concerns over child welfare over 

more ideological arguments of human rights and gender equality. Although, this 

position is argued against by some researchers who believe the discontinuance of 
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FGM/C can only be achieved in an environment where it is recognised as a social 

phenomenon which represses women and reinforces gender inequality (Toubia and 

Sharief 2003). However, there is evidence that some of the rhetoric of feminist 

arguments against FGM/C, has led to a backlash among women in FGM/C 

practising cultures. This controversy prompted the following comment:  

Throughout the years in Africa, outside interventions, whether colonial or 

missionary (and now feminist), tend to pre-judge and alienate the only forces-  

women, the `victims' and perpetrators - capable of facilitating or subverting 

meaningful change (Obiora 1997, cited in Shell-Duncan 2001, p. 1024). 

 

Few would argue that patriarchal power structures have not nurtured the practice of 

FGM/C. However, the role of female authority over younger generations of women 

has been less widely explored as a reason why FGM/C continues in so many 

societies and communities (Abusharaf 2000). This ‘secret society’ of female power 

structures serves to reinforce traditional patriarchal institutions like FGM/C 

(Dorkenoo 1994, p.51).The concept of a generational, female hierarchy, where older 

women exercise influence over younger women is harder to envisage from the 

perspective of mainstream UK society. In overtly sexualised, Western societies, 

youth, beauty and fertility are symbolic of female power (Wolf 1991). Using this 

rationale, younger women are more likely than older women to exercise power in 

family hierarchies.  

 

In FGM/C practicing cultures midwives often have the role of exicisors and receive 

authority and respect within the communities they serve (Dorkenoo 1994). Giving 

birth is an emotional time in a woman’s life. It is easy to imagine the influence a 

trusting relationship established during childbirth would have on a mother’s decision 

to allow her daughters to undergo FGM/C. The process of FGM/C supports an 

economic, as well as social function in counties where it is prevalent (Dorkenoo 

1994). Some educational programmes have recognised this obstacle to change and 

employ midwives to propagate the anti-FGM/C message within communities (Gage 

and Van Rossem 2006).  
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Values attached to FGM/C  

Although, the focus of this dissertation is the experiences of children and families in 

the UK, it is helpful to reflect on some of the prevailing attitudes towards FGM/C in 

cultures where the practice has a high degree of social acceptance. The following 

examples represent the most frequently cited reasons put forward by women for 

continuing FGM/C found in the research literature reviewed. Often these reasons 

reflect underlying fears for their daughter’s welfare and FGM/C is offered as a way to 

mitigate these perceived risks to their daughter’s wellbeing (Gruenbaum 2001). 

Commonly cited reasons for the continuation of the practice of FGM/C are: social 

acceptance, fears over marriageability, its role safeguarding virginity, adherence to 

Islamic practice and the continuation of tradition.   

 

Some reasons can be conceived in terms of ‘the social rewards’ of FGM/C (Kere and 

Tapsoba 1994, cited in Wright 1996, p.253). That is to say, factors that make 

practicing FGM/C more socially advantageous than discontinuing the practice. The 

question of social acceptance is often mentioned by women in terms of FGM/C 

helping families to achieve social approval (Dorkenoo 1994). Social representations 

theory proposes that creating and conforming to social practices supports a sense of 

social identity (Moscovici 2000, cited in Abdelshahid and Campbell 2014, p.4). In 

societies where FGM/C is a social norm, not undergoing FGM/C is likely to carry a 

social stigma. Children risk being mocked in the playground and older adolescents 

may continue to be treated as children by older women in the same community 

(Schultz and Lien 2013).  

 

In some traditional communities, the idea of virginity is highly prized and the 

betrothal and marriage of a daughter can bring wealth to her family (Van der Kwaak 

1992). ‘In delivering a virgin bride to the husband, the community has preserved its 

honour’, this description of a small FGM/C practicing community in Africa gives an 

indication of how seemingly individual decisions are influenced by a sense of 

responsibility towards the community (Halim 1995, cited in Abusharaf 2000, p154). 

Fewer people live in these traditional societies in FGM/C practicing cultures than 
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ever before, but mothers frequently express their anxiety that ‘uncircumcised’ 

daughters will not find husbands (Van der Kwaak 1992). In some cultures, there is a 

belief that not undergoing FGM/C gives women insatiable sexual appetites and these 

women will not remain virgins until marriage (Morison et al 2004). This argument is 

often posited in fatalistic terms as if the young woman herself has no control over her 

actions (Abdelshahid and Campbell 2014). Rather the ‘blame’ for this failing, falls to 

the mother who has neglected her duty to ensure FGM/C is performed (Mabilia 

2013). It is important to appreciate that FGM/C is associated with preserving virginity 

only in cultures where premarital sex is strongly disapproved of (Toubia and Sharief 

2003). In other FGM/C practicing cultures, premarital sex is socially acceptable and 

the association between FGM/C and virginity is not made (Toubia and Sharief 2003). 

 

Another belief expressed by mothers is that FGM/C, especially infibulation, can 

protect their daughters from being raped (Walley 2002).  From the perspective of a 

mother living in an isolated rural community where women and children often 

become pawns in civil wars and tribal disputes between men, this may be a real 

preoccupation. In internal refugee camps in Somalia, the rape of girls and young 

women is known to have become a frequent occurrence (HRW 2014). A young 

woman who is not a virgin, albeit because she has been the victim of rape, will find it 

difficult, if not impossible to marry in some societies (Van der Kwaak 1992).  

  

FGM/C does not form part of the customs or practice of any religion. As a practice, it 

is linked to specific regional cultures rather than a particular religion, and predates 

both Christianity and Islam (Dorkenoo 1994). Christians, Jews, Muslims and 

followers of indigenous belief systems are all represented in communities that 

practice FGM/C (Johnsdotter 2003). However, because of the dominance of Islam in 

some areas where FGM/C is prevalent, it is often perceived as forming part of 

Islamic practice (Newland 2006). It is thought that, in the same way Christianity in 

the UK inherited Pagan customs that predated it; FGM/C has become associated 

with Islam through the passage of time (Gruenbaum 2001). Whilst, the practice of 

sunna or type1 FGM/C is often believed to make women better Muslims, opinions 

about infibulation (type 3) are more divided (Morison et al 2004). The idea of 
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cleanliness is often explored within the Qur’an and cleansing rituals, both physical 

and spiritual form part of the prayer ritual for all Muslims (Holt et al 1970). Research 

carried out in Somalia found women described FGM/C itself as a ‘cleansing ritual’ 

associated in the respondents’ minds with the practice of Islam (Johnson 2007, cited 

in Schultz and Lien 2013, p.166).  

 

 

In some cultures, FGM/C forms part of a traditional rite of passage ceremony to mark 

the transition from childhood to womanhood (Schultz and Lien 2013). However, 

internal migration to urban centres in Guinea-Bissou, coupled with parental fears 

over criminal prosecution is reported to have led to FGM/C being performed in a 

more covert manner, often on children of a younger age than local tradition dictates 

(Schultz and Lien 2013). Where FGM/C forms part of a rite of passage ceremony, 

communities have sometimes been persuaded to eliminate FGM/C from the 

ceremony (Toubia and Sharief 2003). It would appear that in these cases, the rite of 

passage ceremony holds more cultural value to the community than the act of 

FGM/C. 

 

Mothers often justify their choice of continuing the practice of FGM/C on the grounds 

that the practice itself forms part of their ‘traditions’ and has been passed down from 

generation to generation (Gruenbaum 2001). In the UK, traditions tend to be thought 

of as performing a peripheral function in everyday life. This is in marked contrast to 

some cultures where tradition plays a more central role in shaping social identity. 

Tradition or custom may be particularly esteemed in cultures where ancestors are 

venerated and spiritualism forms part of a world view (Fadiman 1997). The extent to 

which traditions are seen as stagnant or evolving over time is a subject often 

debated in research into FGM/C (Lightfoot-Klein 1989), (Gruenbaum 2005). Some 

view girls and women as ‘entrapped’ by the tradition of FGM/C (Lightfoot-Klein 

1989). Others express the belief that traditions adapt over time and innovation and 

modification are how cultural practices remain relevant to people’s lives (Gruenbaum 

2005). This argument is supported by evidence that the urban population in many 

FGM/C practising cultures are adopting more medical forms of FGM/C (Shell-
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Duncan 2001). Traditions do adapt over time, but conservatism is the nature of 

tradition rather than radicalism that incites change.  

 

Female identity 

How daughters, mothers and grandmothers conceive feminine identity through the 

female body, is significant in forming attitudes towards FGM/C (Ahmadu 2000). A 

feminist perspective of FGM/C often argues for the preservation of ‘natural’ bodies 

and against ‘mutilation’ (Van de Kwaak 1992). Whilst, this view is entirely consistent 

with the feminist perspective of beauty, ‘naturalness’ is a Western perception which 

does not always translate to the way beauty is perceived in other cultures (Ahmadu 

2000). Furthermore, it can be assumed that, if women without FGM/C have ‘natural’ 

bodies, women with FGM/C have ‘unnatural’ bodies (Ahmadu 2000). In a society 

where FGM/C is the norm, this could feel like an attack on feminine identity, in the 

same way that covering the female body with a burqa is perceived as an attack on 

feminine identity by many Western feminists (Shirazi and  Mishra 2010). A society 

creates beauty in its own image and not according to the standards or perceptions of 

another. Ugliness/beauty and naturalness/unnaturalness are socially constructed 

concepts, which highlights the importance of adopting a culturally specific approach 

to understanding FGM/C. Historical instances of constructions of beauty being used 

to promote the interest of one ethnic group over another are well documented 

(Leeds-Craig 2002). It must be remembered that arguments which contradict social 

constructs of beauty are framed within this historical perspective.  

 

 

It is interesting to approach this topic by considering what women in predominately 

FGM/C practising cultures feel about an ‘uncircumcised’ female body. In cultures 

where FGM/C is prevalent, the clitoris is often regarded as a masculine organ (El-

Shawarby and Rymer 2008). As for Western feminists, the clitoris takes on a 

symbolic role in the female psyche (Whitehorn et al 2010). In some communities 

young girls are told that an uncut clitoris will grow disproportionately large to 

resemble a man’s penis and will become the source of uncontrollable and shameful 

sexual desire if FGM/C is not performed (Schultz and Lien 2013). The idea that 
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protruding female genitalia is unfeminine may remain a genuine anxiety for women. 

One mother from the Somali community in Norway expressed her fears that the 

clitoris of her ‘uncircumcised’ daughter would grow too large and become so 

noticeable she would be unable to wear trousers (Gele et al 2012). In communities 

where infibulation is commonly practiced male sexual organs are often described as 

being ‘unveiled’, in contrast to female genitalia which is ‘covered’ and ‘hidden’ 

(Boddy 1982, cited in Van de Kwaak 1992, p.782). Many women express the view 

that the smoothness left by FGM/C is aesthetically pleasing and consider ‘exposed’ 

female genitalia to be ugly (Gruenbaum 2001). This sentiment is not restricted to 

FGM/C practicing cultures, women awaiting cosmetic genitoplasty, a procedure 

which is legal for adults in the UK, also expressed a desire to achieve smooth 

genitalia (Mei Liao and Creighton 2007, cited in Dustin 2010, p.11).  

 

Migration to the UK 

The evolving nature of cultural practices like FGM/C in relation to the effects of time 

and social change has already been discussed. However, another social factor that 

impacts on the practice of FGM/C is the migration of FGM/C practising communities 

to non-practising countries (Dorkenoo 1994). Many debates from cultures where 

FGM/C is prevalent are relevant to how the practice is perceived by parents from 

diaspora communities living in the UK. However, legal, social, cultural and migration 

issues are likely to impact on parental perceptions of FGM/C and future decisions 

about passing this practice on to their daughters or not.  

 

FGM/C is classified as gender violence and can be used in support of a claim for 

asylum in the UK although no special provision is made for it (EIGE 2013). A mother 

may make a claim for asylum if she does not feel in a position to protect her 

daughters from family pressure to perform FGM/C or a young woman may make a 

claim on her own behalf (EIGE 2013). However, there is evidence that the UK is 

failing girls and women in that, despite what immigration policy upholds, few claims 

for asylum have been successful on the grounds of FGM/C (FORWARD 2014 a). 

Migration, particularly from the Horn of Africa (Ethiopia, Sudan and Somalia) over the 
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last two decades has meant that the UK is now home to a greater number of girls 

and women who have undergone FGM/C than it was almost 30 years ago when the 

Female Circumcision Act 1985 was enacted in UK law (RCN 2006). The latest 

figures available were compiled using the 2011 census and information on 

maternities in England and Wales (Macfarlane and Dorkenoo 2014). This preliminary 

report estimates that 137,000 women and girls who are resident in England and 

Wales were born in countries where FGM/C is prevalent (Macfarlane and Dorkenoo 

2014). Comparable figures for Scotland and Northern Ireland were not found. There 

are no recent figures estimating the percentage of children at risk from FGM/C, but 

previous figures relating to 2002 estimated that 24,000 children under 15 years, had 

either undergone, or were at risk of undergoing FGM/C in England and Wales 

(FORWARD 2007). However, this figure made the assumption that all parents from 

FGM/C practising communities would expose their daughters to FGM/C. It is difficult 

to obtain accurate information about such a secretive activity practised within a small 

number of communities.  

 

Much of the information we would like to know about the effects of migration on 

cultural beliefs and practices in the UK is not available because of the lack of 

research in this field. However, studies in the field of cross cultural psychology can 

tell us something about the process of migration on cultural beliefs and value 

systems. Acculturation describes the interaction between two cultures through the 

process of migration and operates on 3 different levels: psychological, sociocultural 

and economic (Berry 1997). Psychological acculturation proposes that two systems 

are working simultaneously while migrants are adapting to life in a new culture (Berry 

1997). On the one hand, integration with the new culture encourages the assimilation 

of new cultural values overtime, and on the other, separation from ‘mainstream’ 

society can cause marginalisation which inhibits the accommodation of new ideas 

into cultural beliefs and values (Berry 1997). New migrants to the UK from FGM/C 

practising cultures will find themselves balancing the maintenance of cultural values 

from their homelands with the adaptation of these values to a new social context.   
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The culture of safeguarding children   

Any girl who is resident in the UK may be at risk from FGM/C performed in the UK or 

abroad. FGM/C performed on a child is regarded as child abuse. In the same way 

that the practice of FGM/C is understood in the cultural context in which it has 

developed, child safeguarding laws which conflict with FGM/C represent cultural 

values which have evolved within a specific social context. The concept of children 

as individuals who warrant particular protection under the law is an integral part of 

how childhood is conceived in the UK. It is interesting to compare the definition of 

child abuse as it is understood under UK law with attempts to outline international 

standards for safeguarding children from child abuse. The concept of ‘significant 

harm’ in UK law represents the threshold at which compulsory intervention in a 

child’s life takes place because there is a risk, or is likely to be a risk of serious harm 

to that child’s wellbeing. Harm is defined as the ‘ill treatment or impairment of health 

and development’ (section 31 (9) The Children Act 1989). FGM/C represents 

significant harm because of the violence (physical abuse) of the act itself, even when 

this act takes place under medical conditions. It also presents immediate and long-

term risks to a child’s physical and mental health and impacts on the development of 

sexual identity. Although, FGM/C is not referred to specifically in the Children Act 

1989, guidance on safeguarding children from FGM/C is issued in the practice 

guidelines, Working Together to Safeguard Children (2010), and Multi-Agency 

Practice Guidelines: Female Genital Mutilation (2011). 

 

What constitutes child abuse in a society is socially constructed and dependent on 

what behaviours a society deems ‘harmful’ to children (Gelles 1975, cited in Munro 

2008, p51). Although, practitioners working with children and families are concerned 

principally with UK law, FGM/C is a global issue which affects communities all over 

the world. Changing attitudes towards definitions of child protection in their 

homelands may impact on the perceptions of parents living in diaspora communities 

in the UK.  
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The UNCRC provides a good starting point from which to consider an international 

definition of child abuse. Under Article 24 which addresses children’s health, the 

UNCRC makes explicit reference to ‘traditional’ or ‘cultural’ practices: 

States Parties shall take all effective and appropriate measures with a view to 

abolishing traditional practices prejudicial to the health of children (Part 3, 

Article 24, UNCRC 1989). 

States which are signatories to the convention are obligated to act in the best 

interests of children under Article 3 and to protect children from all forms of violence 

under Article 19. All states have ratified this convention, save the US and Somalia. 

Attempts to develop an international definition, state that any harmful human action 

towards a child, which is ‘proscribed, preventable and proximate’ should be 

considered as child abuse (Finkelhor and Korbin 1988, p.5). FGM/C appears to 

conform to this description. However, FGM/C is not practised as an act of intentional 

harm against a child, and this is where some confusion arises. It is outcomes for 

children that define child abuse and not the intentions behind harmful actions (Hart 

and Brassard 1991). FGM/C is considered harmful to children on a number of 

different levels regardless of any well-intentioned motivations parents might have for 

exposing their daughters to the practice. Acknowledgement of the child protection 

issues involved in FGM/C has led several FGM/C practising countries to adopt child 

protection laws which specifically address the practice (Toubia and Sharief 2003). 

Contemplating the failure of some states to recognise children’s human rights to self-

determination provoked the following observation:   

If a culture defines children as private property and includes violence and 

harmful practices in its basic normative scripts, that society’s ability to prevent 

child maltreatment is limited (Kawewe and Dibie 1997, cited in Welbourne, 

2002, p353). 

 

In the UK, FGM/C is outlawed under the Female Genital Mutilation Act 2003 (2005 in 

Scotland), which amended and replaced the Prohibition of Female Circumcision Act 

1985. The new act has made it an offence, not only to perform FGM/C on any 

person in the UK, but also to assist a UK national or permanent resident to travel 
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abroad to undergo FGM/C. In nearly 30 years of having a law prohibiting the practice 

of FGM/C in the UK, only two prosecutions have been brought (EIGE 2013). It is 

interesting to compare the situation in France with the experience of the UK. In 

France there have been over 100 excisors and parents convicted in connection with 

the practice of FGM/C (EIGE 2013). Children who have undergone FGM/C are 

treated as victims of crime and can receive thousands of euros compensation (Leye 

et al 2007). Although no research was found to indicate FGM/C has decreased in 

France, it is reasonable to assume that the high rate of prosecutions has acted as a 

deterrent for some families. The failure of the UK to secure any convictions for 

FGM/C means that the law is not always taken seriously as a deterrent and some 

families are unaware of the consequences for them of breaking the law (Hussein 

2010). Under the new act, a maximum prison sentence of 14 years can be awarded 

to anyone convicted of exposing a child or adult to FGM/C (EIGE 2013).  

 

However, using the law to enforce a change in cultural attitudes presents its own 

problems, because laws have to be practically enforceable. Despite the number of 

successful convictions within France, French agencies report problems in enforcing 

the extraterritorial element of the law (Leye et al 2007). Even when international 

cooperation is forthcoming, logistical problems within FGM/C practising countries 

make child protection orders difficult to enforce (Leye et al 2007). In the UK, girls 

who are suspected of being taken abroad to undergo FGM/C can be stopped from 

doing so by a Preventative Steps Order, by which a child’s passport is surrendered 

to the court, or other legal means (HM Government 2011). The use of restrictive 

orders, which effectively detain a child in the UK, may be the only solution available 

to agencies wishing to safeguard girls from FGM/C. However, such action is likely to 

prove contentious if used frequently and for prolonged periods of time. The parents 

might themselves take legal action against the Local Authority under Article 8 of the 

Human Rights Act 1998; the right to respect for a private and family life.  

 

FGM/C is unusual in relation to most common forms of child abuse in the UK 

because it is a single act rather than a pattern of abuse over a period of time. There 

is no evidence which links FGM/C with other forms of child abuse or neglect. 
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Although, it could be argued that persuading a daughter that something that could 

cause her harm is a benign practice, contains elements of psychological abuse. 

Neglect of a child’s long term health and emotional wellbeing could also be 

considered. In general, the ‘risk’ of significant harm is associated with the practice of 

FGM/C itself, this ‘risk’ ends if a girl subsequently undergoes FGM/C. Then the ‘risk’ 

only remains with younger sisters and the mother’s unborn daughters. Any decision 

to prosecute parents under the Female Genital Mutilation Act 2003 is an action taken 

to safeguard other children, by acting as a deterrent to other parents, rather than the 

daughter who has undergone FGM/C. The emotional upheaval for this girl of being 

separated from her parent and any sense of misplaced blame she may feel, together 

with the financial hardship that imprisonment could cause to a family might mean 

that enforcing the law would continue to have negative outcomes for this girl.  

 

Fundamental to any discussion of child welfare in the UK are the five outcomes laid 

down in Every Child Matters 2003:  

 Staying safe  

 Being healthy  

 Enjoying and achieving 

 Making a positive contribution  

 Achieving economic wellbeing 

These outcomes represent the goals which all children in the UK have the right to 

achieve and all public policy relating to children should reflect these goals. FGM/C 

can be seen to put at risk the first three of these outcomes. Research indicates that 

girls have been exposed to FGM/C whilst living in the UK; this means that statutory 

agencies have failed in their duty to protect these girls (Morison et al 2004). To 

mitigate the risk to children in the UK of FGM/C a strategy employed in France could 

be considered. Regular health checks are given to girls who are considered to be at 

risk from FGM/C up until the age of six years (Home Affairs Committee 2014). These 

health checks are not a legal requirement, but pressure is applied to parents to 

consent through the threat to withhold state benefits (Home Affairs Committee 2014). 

This targeted approach to prevention has the strength of focusing resources on girls 
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who are known to be at risk; the girls of mothers who have undergone FGM/C. 

Health checks could form part of general medical examinations and do not involve 

internal examinations. However, policies which target specific populations are seen 

as repressive and are likely to create feelings of resentment in some communities. 

The manner in which the policy operates in France discriminates against poor 

families, still further by limiting the scheme to families in receipt of state benefits. 

However, families who are against FGM/C or those who have doubts about making 

their daughters undergo the practice may welcome a scheme which provides a 

reason not to concede to social pressures from within their families or communities. 

 

The family  

There are a number of positive and negative ways in which migration can impact on 

family life. The concept of family is perceived differently throughout the world. In 

some countries the notion of family is understood as belonging to an extended 

network of kin. In extended families, decisions are often made jointly between 

several family members. Many migrant families find themselves living in smaller 

nuclear family units for the first time when they arrive in the UK. In families where 

gender roles within family power structures may be clearly defined, this presents 

both problems and opportunities. Women from traditionally patriarchal communities 

living in the UK sometimes complain that the burden of responsibilities is not spread 

fairly between husband and wife; this is most common in cases where both spouses 

are unemployed (Hussein 2010). Migration, especially the forced migration 

experienced by many asylum seekers, can present a myriad of different obstacles for 

families. Claiming refugee status in the UK is an arduous and isolating process 

sometimes lasting years. Families have to live in inappropriate, NASS (National 

Asylum Support Service) accommodation on limited funds as adults are not 

permitted to work. Children living in families who are seeking asylum are unlikely to 

receive services that support their development because the safeguarding and 

welfare principles set down in section 55 of the Borders, Citizen and Immigration Act 

2009, are not comparable with provisions made under section 17 Children Act 1989 

(Hek et al 2012). For some families, the lack of timely support may have a 

devastating impact on family structures, even after leave to remain is granted 
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(Okitikpi and Aymer 2003). Migrant families who arrive in the UK often have to cope 

with learning a language, going to a new school, finding a job and accessing the 

benefits they need to live (Okitikpi and Aymer 2003). It is not uncommon for parents 

who have undergone hardship themselves before arriving in the UK to suffer mental 

and physical health problems as a result of their own ordeals (Okitikpi and Aymer 

2003). Long drawn out immigration processes can only add to family tensions and it 

can be years before some families feel a sense of stability and permanence.   

 

It is in this environment that many parental decisions about continuing the practice of 

FGM/C are likely to be made. As decision making is a group venture in many 

families, family decisions about FGM/C are likely to involve wives, husbands and 

extended female relatives (Toubia and Sharief 2003). In an ethnological study in 

Italy, migrant mothers described themselves as being in the middle of the conflict 

between FGM/C supporting relatives in their country of birth and forceful campaigns 

to eliminate FGM/C in their county of adoption (Mabilia 2013). Some complained that 

they were made to feel guilty by older female relatives if they decided not to permit 

their daughters to undergo FGM/C and others lied about the procedure in order to 

keep relatives happy (Mabilia 2013).  

 

Some believe that, it is only through the empowerment of women that changes to the 

practice of FGM/C are likely to occur (Toubia and Sharief 2003). There is some 

evidence from FGM/C practising countries, that socio-economic factors can play a 

part in changing attitudes towards FGM/C. A study from Guinea, found that 

acceptance for discontinuance of FGM/C closely correlated to respondents’ socio-

economic and educational status (Gage and Van Rossem 2006). Women who have 

not felt empowered by change may feel less inclined to make a stand against 

allowing their daughters to undergo FGM/C, even if they have personal doubts about 

the procedure (Toubia and Sharief 2003). Actual change to the practice of FGM/C 

may first be made in a public or private declaration (such as answering a research 

question) against the practice, this is followed by the parents’ decision not to permit 

their daughters to undergo FGM/C and the final phase is seen as the marriage of 

their ‘uncircumcised’ daughter (Toubia and Sharief 2003). Migration to the UK clearly 
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presents a window of opportunity for change in the lives of women from FGM/C 

practising communities; a chance to redefine aspirations with respect to education 

and job opportunities. However, settling in to a new culture and taking advantages of 

these opportunities takes time and confidence to realise. A good use of public 

resources may be in advancing the prospects of women from FGM/C practising 

communities, particularly in areas of economic disadvantage.  

 

 

In most literature relating to FGM/C, strong theoretical arguments about the 

patriarchal nature of cultures where FGM/C is prevalent are used to support the 

argument that FGM/C continues because it enhances male sexual satisfaction 

(Dustin 2010). However, the health implications of FGM/C for male partners have 

received little attention (Almrotha et al 2001). A study of 59 men of all ages randomly 

selected from a traditional community in rural Sudan, found that 63% reported 

problems with penis infections, psychological and relationship problems relating to 

their partners’ discomfort during sexual intercourse as a result of FGM/C (Almrotha 

et al 2001). This small study does not claim to be representative of men’s 

experiences in FGM/C practising communities, but it does provoke questions about 

accepted male attitudes. It is often men who favour the discontinuation of FGM/C in 

research from cultures where the practice is most prevalent (Gage and Van Rossem 

2006). In a study of young men of Somali origin in Norway, the majority stated that 

they would prefer their bride not to have undergone FGM/C (Gele et al 2012). A 

similar study conducted in London revealed comparable results (Morison et al 2004). 

Despite, this private show of support for the discontinuation of FGM/C, thirteen 

organisations working at a grassroots level, reported apathy to the issue of FGM/C 

amongst men in their communities in the UK (Brown and Hemmings 2013). This 

apparent contradiction between privately and publicly expressed opinions among 

men needs greater examination, as it is often men who are in a position to influence 

wives, mothers and daughters.  
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Children  

 

The experiences of children have been discussed throughout this exploration of the 

cultural practice of FGM/C. However, there is a tendency, when not discussing the 

experiences of a specific child, to visualise a ‘nominal’ child to represent all children 

(Thorne 1987). As it is impossible to describe the lives of specific children in the 

confines of a literature review, in this section I will discuss three different scenarios 

represented in the research on girls living in FGM/C practising communities in the 

UK. These are from three different perspectives: a girl at risk from FGM/C, a girl who 

has undergone FGM/C and girls’ and boys’ participation in affecting change in the 

culture of FGM/C. These perspectives are not meant to represent the lives of actual 

children, which are far more complex and whose experiences stretch across and 

beyond these narrow descriptions.     

 

Children-Girls at risk 

Evidence suggests that girls who live in communities which are strongly patriarchal 

in nature are at an increased risk of suffering harm from cultural practices (Webb et 

al 2002). The children of new migrant parents may find themselves in a particularly 

vulnerable position with regards to FGM/C because neither they, nor their parents 

have had the opportunity to establish social relationships beyond a community in 

which the practice is widely accepted. In the UK, certain factors have been identified 

that place a child at greater risk from FGM/C. These refer to familial factors like 

having mothers and older sisters who have undergone FGM/C or having parents 

who are socially isolated within the wider community (HM Government 2011). 

Schools are places where children spend a lot of time, and the environment where 

they are most likely to develop social relationships outside the family home. 

Government guidelines advise schools to look out for signs that parents might be 

intending to make their daughters undergo FGM/C. These include: parental refusal 

for girls to attend Personal, Social and Health Education classes, girls talking about 

attending their own special celebration or long holidays to parent’s country of origin 

(HM Government 2011). Of course these guidelines need to be interpreted with a 

contextual understanding of a particular child’s circumstances. However, knowing 

these circumstances requires knowledge of children and their parents. There are 

barriers which may stand in the way of schools developing trusting relationships with 
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migrant parents. The temporal nature of the accommodation that many new migrants 

find themselves living in may mean that children have to change schools. Parent’s 

limited English language skills may restrict their involvement in school activities. 

Parental working patterns may mean parents do not regularly drop off or pick up their 

children from school. This image of new migrant families presents a worst case 

scenario in some respects and fails to take account of individual attitudes and 

circumstances within families which mitigate the risk of FGM/C to girls. However, it 

highlights what is often a missed opportunity in terms of safeguarding children in the 

UK. We know that the early experiences of migrant families impact on the way the 

way that families and individuals perceive themselves in the new context of UK 

society (Berry 1997). Positive experiences of school help children to adapt to living in 

the UK, but equally positive experiences of school can allow parents a sense of 

empowerment through involvement (Freire 1970). Training for school staff in FGM/C 

is the first step towards safeguarding children, but really ‘knowing’ individual girls and 

their families might be even more of a protective factor and one that represents a 

greater challenge.   

 

Children-Girls who have undergone FGM/C  

Research among 174 young men and women (16-22 years) from the Somali 

community in London revealed that those women who had arrived in the UK before 6 

years old were far less likely to have undergone FGM/C (Morison et al 2004). In 

Somalia, six is considered to be the age after which girls customarily undergo 

FGM/C (Morison et al 2004). Bearing in mind that this study was carried out in 1996, 

the respondents represent the first generation of children to have grown up in the 

diaspora Somali community that settled in London after the civil war in the 1990s. 

This group of young people are likely to be parents themselves by now. Evidence 

suggests that it takes just one generation to reject a cultural practice in order to 

change attitudes within an individual family (Toubia and Sharief 2003). This study 

also demonstrates that we need to be mindful of the fact that migration from 

traditionally FGM/C countries happens in waves (Morison et al 2004). When we look 

at national figures for girls who have undergone FGM/C, we should remember that 

some will be newly arrived migrants who underwent FGM/C before they migrated to 

the UK. A demonstration of this point relates to a news report that a whole class in 
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one Swedish secondary school had been found to have undergone FGM/C (Gander 

2014). This caused a lot of public debate about how girls were able to undergo a 

practice which is illegal in Sweden. In fact, it later transpired that the girls had all 

been exposed to FGM/C before they migrated to Sweden (Orange and Topping 

2014). 

 

Our challenge as youth workers, teachers and social care workers is to work out how 

to safeguard more girls from FGM/C whilst protecting the self-identity of girls who 

have already undergone FGM/C. We know that the issue of FGM/C is problematic 

within some communities, with some families deciding to abandon the practice and 

others not (Brown and Hemmings 2013). These tensions may be played out in 

playgrounds or on social media sites, despite the secrecy which has always 

surrounded the practice. Women from FGM/C practising communities often recall 

having seen girls shunned, teased and excluded from social occasions for not having 

undergone FGM/C (Schultz and Lien 2013). Practitioners must draw on their culture 

of non-discriminatory practice to ensure that the needs and feelings of all children 

are considered (Article 2 UNCRC). Several community projects report the reluctance 

of local schools and colleges to accept talks to pupils about FGM/C because of the 

sensitive nature of the issue (Brown and Hemmings 2013). Finding a way to address 

this subject in a manner which offers support and reassurance to girls is what 

campaigning organisations like Daughters of Eve do through their website which 

manages to convey an anti-FGM/C message whilst fulfilling a valuable role in 

supporting girls and young women who have undergone FGM/C.  

 

 

There is a dearth of research about children’s health outcomes following FGM/C. 

Accounts from women of childhood experiences of FGM/C in the research literature 

invariably make reference to the severe pain they endured, both during, and after the 

procedure (Gele et al 2012). Many speak of feelings of resentment and betrayal 

towards mothers or female relatives (Hussein 2010). The illegality and secrecy 

surrounding the practice of FGM/C raises serious concerns about whether children 

are receiving appropriate medical care following FGM/C. Plans to change legislation 
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in the UK to obligate health professionals to refer any girl with FGM/C to social 

services need to take into account the long-term health risk to girls and young 

women of not receiving health care because of fears of being identified (House of 

Commons 2014), (Wright 1996).  

 

Children-Children as advocates for change.  

Ideas of children being proactive as opposed to the passive recipients of the actions 

of others are often conceived as public demonstrations in the form of political 

activism (Thorne 1987). However, children are often proactive in another way which 

is private and largely undocumented. Children are often able to shape opinions and 

influence decisions made in a family (Bjerke 2011). A film documents how seventeen 

year old Nancy Tomee, who is from a small village in Kenya, uses her own 

intelligence and potential earning power as a bargaining tool with which to dissuade 

her father from forcing her to undergo FGM/C (Guardian Films 2012). The film forms 

part of a campaign against FGM/C, but it serves to accurately demonstrate the 

process by which, individual children, even in patriarchal family structures are able to 

exercise agency. 

      

Girls in the UK have greater access to forms of social support outside the family 

network, such as the NSPCC–FGM helpline, than in societies where the practice of 

FGM/C is the prevailing culture (Dorkenroo 1994). Young People Speak Out (YPSO) 

supports young people between the ages of 16-24 to become FGM/C advocates 

within their communities (FORWARD 2013). Girls from migrant communities are 

likely to be exposed to different and, often conflicting values within the home to 

values generally held in mainstream UK society. Most of these values represent 

differences in cultural perspective that present no risk of harm to children. There is 

no cause to suppose that children cannot work with both sets of values and make 

decisions based on an analysis of both. In the studies among the Somali community 

in London, young women who were opposed to FGM/C often spoke about valuing 

honour and virginity in the same terms as young women who agreed with the 

practice (Morison et al 2004). These values are clearly not derived from what could 
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be termed as ‘mainstream’ UK society. However, other views expressed about the 

‘harm’ caused by FGM/C probably are.  

 

Community  

 

The diversity of views about FGM/C within communities where it is commonly 

practiced is often not reflected in the published literature on FGM/C (Abdelshahid 

and Campbell 2014). There are few studies measuring the acceptance or rejection of 

the practice of FGM/C in traditionally FGM/C practising communities in the UK 

(Forward 2007). However, available evidence from criminal cases, and research with 

young people indicates that FGM/C is practiced covertly by medical practitioners in 

the UK (Morison et al 2004), (Home Affairs Committee 2014). Illegal practices are 

unlikely to be able to thrive without some level of support from within diaspora 

communities in the UK. The role that ‘community’ plays in reinforcing values which 

support the continuation of FGM/C as a cultural practice is difficult to evaluate due to 

the caution that people feel about discussing this sensitive subject. Concern has 

been expressed that the illegality of FGM/C curtails debates that need to take place 

inside communities in order for anxieties about change to be aired (Hussein 2010). 

This argument echoes early criticism about the employment of the term ‘female 

genital mutilation’ in silencing voices of decent (Nnaemeka 2001). Nnaemeka was 

not advocating for FGM/C, she simply recognised that alienating communities by 

using polarising rhetoric was not conducive to changing cultural attitudes. 

Sometimes, the complexities of demonstrating opposition to FGM/C within 

communities that support the practice are not fully appreciated. The opinion 

expressed by a London-based Somali healthcare worker, gives an insight into the 

realities of living in communities where FGM/C is socially accepted (Relph et al 

2012). The worker was strongly opposed to the practice of re-infibulation after 

childbirth, but conceded that she would perform the procedure in Somalia because 

she was aware of that her refusal would lead to her patient being shunned by her 

family and community (Relph et al 2012).  

   

 

However, there is evidence that migration to a non-FGM/C practising culture can act 

as a motivating factor for some parents in deciding to break with the tradition of 
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FGM/C (Gele et al 2012), (Mabilia 2013). Furthermore, a number of community-

based initiatives around the country have become involved in the campaign to 

eliminate the practice of FGM/C through a process of engaging with the issue of 

child safeguarding and the law relating to FGM/C (Brown and Hemmings 2013). The 

community led projects that were reviewed here, work with parents and other adults 

rather than engaging directly with children, this may be indicative of the respect 

shown for the hierarchical nature of family structures in many migrant communities. It 

is important to acknowledge these shortfalls, so that children and young people can 

be engaged in the issue of FGM/C by other means. Sometimes, a child-focussed 

approach to research involves gaining an insight into children’s lives via the attitudes 

and experiences of parents. A study carried out in Bristol used the Participatory 

Ethnographic Evaluation and Research (PEER) method to find out about the views 

of Somali and Sudanese mothers living in the city (Hussein 2010). The women, who 

took part, were able to be more candid about their experiences and opinions of 

FGM/C because they were being interviewed by their own friends (Hussein 2010). 

Experiences in FGM/C practising countries indicate that getting communities 

involved with research can be an effective way to start dialogues about changing 

cultural practices (Gruenbaum 2014). One of the real obstacles to safeguarding 

children within migrant communities is a failure to understand how social structures 

impact on the lives of children (Roy et al 2011). In Somalia, clan systems run on 

patrilineal lines based on gender and seniority have a great influence over people’s 

lives. Although clan affiliation is rarely mentioned in research on FGM/C, in a study 

amongst young Somalis in London, several respondents identified FGM/C as a 

prerequisite to marrying into the same clan (Morison et al 2004). One scheme 

organised by the Refugee Council of Sweden had considerable success in bringing 

the message against FGM/C to the Somali community by convincing clan leaders to 

engage with the campaign (Dorkenroo 1994). 

 

Despite the reported success of local initiatives and the invaluable local data that 

community programmes were able to collect on the practice of FGM/C in the UK, 

these schemes rely on limited third sector funding (Brown and Hemmings 2013). The 

recently announced 1.4 million pounds funding represents the most money ever 

allocated by central government for the prevention of FGM/C in the UK (GOV.UK 
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2014). To put this sum into perspective; the government recently announced that it 

will provide two million pounds of central government funding to rebuild half of 

Eastbourne Pier (Mason 2014). 

 

 

Community-Faith in the community  

The relationship between Islam and FGM/C was discussed previously in relation to 

cultures where FGM/C is prevalent. Islam is often given as a reason for supporting 

the continuation of the practice and equally given as a reason for opposing it (Gele et 

al 2012).The pattern of migration from the Horn of Africa in the past decades has 

meant that Muslims, and to a lesser extent, Christians from FGM/C practising 

cultures have settled in the UK (Morison et al 2004). Studies in the UK have found 

that, women often cite adherence to Islamic practice amongst the reasons they 

continue to value FGM/C (Brown and Hemmings 2013). The majority of Muslims in 

the UK come from non-FGM/C practising communities (FORWARD 2014 b). This is 

reflected in the fact that the main authorities that represent Islam in the UK have 

voiced their opposition to FGM/C (FORWARD 2014 b). The Muslim Council of Britain 

is presently publishing leaflets to be distributed across 500 mosques and community 

centres in the UK aimed at dispelling myths about FGM/C and Islam (FORWARD 

2014 b). Nevertheless, at a local level, organisations often report problems engaging 

Islamic clerics to speak out against FGM/C (Brown and Hemmings 2013). This may 

be a reflection on the fact that FGM/C is still considered to be an issue which 

concerns women and not men (Lightfoot-Klein 1989). Studies amongst the Somali 

community in Sweden indicate that women are influenced to discontinue type 3 

FGM/C because they are convinced it is ‘haram’, or against the practice of Islam 

(Johnsdotter 2003). However, the situation with other forms of FGM/C is less clear. 

Debates about FGM/C and its relationship with Islam are taking place in an 

environment that is frequently perceived by Muslims as becoming increasingly anti-

Islamic (Johnsdotter 2003). For some women already marginalised by a harsh 

immigration system, the current policy drive to rid the UK of FGM/C may be felt as an 

attack on their religious identity as well as their feminine and cultural identity.   
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Health practitioners  

 

Health care, especially childbirth presents an excellent opportunity for practitioners to 

build trusting relationships with women who have undergone FGM/C. As discussed, 

the bond between mothers and midwives in traditionally FGM/C practising cultures 

can often reinforce positive messages about FGM/C because many midwives are 

also excisors (Dorkenoo 1994). In the same way, positive experiences of medical 

care in the UK can be used to promote messages against the continuation of 

FGM/C. The research reviewed here suggested that there were times then this 

opportunity is being exploited, and others when, the health system and sometimes 

individual healthcare professionals are failing to make the most of this opportunity 

(Roy et al 2011). The obstetric complications for women with FGM/C are widely 

recognised (Reyners 2004). From the first stages of pregnancy medical practitioners 

can help expectant mothers by informing them about the process of deinfibulation 

(removing the stitches that seal the vaginal opening) in the case of type 3 FGM/C 

(Reyners 2004). Women interviewed for a Swedish study expressed their relief at 

being able to discuss anxieties with health professionals for the first time because 

social taboos within their community had not allowed these anxieties to be voiced 

(Lundberg and Gerezgiher 2008). The provision of appropriate and culturally 

sensitive, prenatal and antenatal healthcare mitigates the risk to a mother of 

complications caused by FGM/C (Reyners 2004). The experience and training of 

health professionals in FGM/C is likely to vary in relation to different locations in the 

UK (Relph et al 2013). London, which has the biggest population of people from 

FGM/C practising cultures, has eight specialist clinics which serve women who have 

undergone FGM/C (Roy et al 2011). The dispersive nature of NASS accommodation 

raises particular questions about the medical treatment available to asylum seeking 

women with FGM/C.  

 

 

However, it is not only the content, but also the tone of discussions about FGM/C 

that is important to building relationships. Women living in Bristol claimed the 

insensitive manner in which health practitioners approached the subject of FGM/C, 

left them feeling resentful and marginalised (Hussein 2010). Government guidelines 

make clear recommendations about which information mothers who have undergone 
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FGM/C should be given (H M Government 2011).This information is likely to have an 

even greater impact if delivered by a trusted health professional, in a manner which 

acknowledges the culturally sensitivity of the issue. However, this extract from a 

recent report distributed among healthcare practitioners adopts a tone which is 

unlikely to facilitate relationship building:  

 

Female Genital Mutilation (FGM) is a violation of a girl’s rights as a child and 

her entitlement to her bodily integrity. It is a cruel act perpetrated by parents 

and extended family members upon young girls who are entrusted to their 

care (RCM 2013, p.6). 

Whilst this description of FGM/C is accurate, the emotive language used, detracts 

from the overriding message that preventing FGM/C is the desired objective. This 

approach might be justified if there was evidence that shaming parents into 

abandoning the practice of FGM/C was likely to achieve better outcomes for 

children. However, no evidence was found in this review of literature to support the 

argument that parents are motivated to abandon the cultural practice of FGM/C 

through shame. On the contrary, emotive language is thought by many researchers, 

to shut down constructive discussions with parents about protecting girls from 

FGM/C (Gruenbaum 2014). The Children Act 2004 places safeguarding children as 

a multi-agency responsibility. Health care professionals, from GPs to health visitors 

and school nurses can create an environment where child protection issues are 

raised with parents as part of an ongoing dialogue between healthcare professionals 

and women who have undergone FGM/C. A recent announcement from the 

government pledged 1.4 million pounds to a National Prevention Programme to be 

administered by the NHS (GOV.UK 2014). It is hoped that the golden opportunity to 

establish working relationships with parents will be supported by staff training to 

achieve this end.   

 

Social work  

 

A peer study among Bristol’s Somali and Sudanese community revealed that the 

idea of the government protecting children from their families was sometimes viewed 

as ludicrous by the women who took part (Hussein 2010). Practitioners safeguarding 
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girls from FGM/C need to remember that some families will come from countries that 

have little or no child protection laws or government agencies to enforce these laws 

(Korbin 2002). However, all families will come from cultures, religions and 

communities that have concepts of child safeguarding (Korbin 2002). Parents may 

not be able to conceptualise FGM/C as child abuse, but the fact that FGM/C is child 

abuse and why it is defined as child abuse needs to be communicated in a manner 

which is straight forward and unequivocal (H M Government 2011). The human 

rights of the child are embedded in the Children Act 1989. However, this separation 

of the interests of the child from the interests of the parents is something that is not 

automatically understood by parents brought up with cultural values that 

conceptualise the family as a single entity (Burr 2006). It is possible that some 

women who have undergone FGM/C have little notion of their own human rights, let 

alone the human rights of their children (Gruenbaum 2001). Human rights need to be 

felt to be understood; their benefits should be able to be evaluated. Women from 

FGM/C practising communities in the UK identified ‘rights’ as having the right to 

claim benefit and a wife’s rights as upheld in the Qu’ran (Hussein 2010). Knowing 

what rights families identify with can lead to a wider discussion about the rights of 

children and families under the Children Act 1989. Conversations may focus on the 

right of all children to be treated equally under child protection law in the UK.  

 

 

To create a more pluralistic society that moves away from debates about 

‘mainstream’ and ‘ethnic communities’ we need services that can deliver ‘culturally 

specific information and practice responses’ (Connolly 2006, p27). Increasingly, this 

principle is bypassed by the commissioning of community-based initiatives that 

respond to narrowly defined needs of specific communities (Brown and Hemmings 

2013. This approach does not address the fundamental issue that public services 

should adapt to meet the needs of society; as society changes, so must public 

services. It also runs the risk of deskilling workers in statutory agencies. At present, 

social workers are most likely to become involved with families when safeguarding 

issues are raised in connection with a potential risk to a girl from FGM/C. They have 

little involvement with ‘bottom up’ approaches towards the abandonment of FGM/C, 

despite half-hearted calls for more practitioners to become involved with preventative 

work in communities (HM Government 2011). A wider conception of social work 



39 
 

involvement in the complex interfaces between family lives and public policy and law 

could benefit individuals and communities. Many of the dilemmas faced by families 

making decisions about FGM/C refer to social problems. However, most children and 

families only see social workers when they are referred by another professional and 

there is the likelihood that a child is at imminent risk of, or has already undergone 

FGM/C.  This means that social workers often enter the lives of families from FGM/C 

practising communities amidst an atmosphere of distrust and fear generated by the 

statutory nature of the child protection role (Jack 2000). Parental resistance to social 

work involvement has been classified into two different types: personal or family 

dynamics that resist challenge or change and social resistance created by 

engagement with child protection agencies (Forrester et al 2012). In the case where 

valued traditional or cultural practices are questioned because of child safeguarding 

issues, parental resentment towards practitioners may be even more deeply felt. 

Building constructive relationships with children and families under these conditions 

requires an adherence to many of the core values of social work: anti-oppressive 

practice, acceptance, empathy, incongruence and transparency (Thompson 2009). It 

must be remembered that an involvement with social services may be the motivating 

factor that dissuades parents from making their daughters undergo FGM/C, despite 

their own firm belief in the practice.  

 

One of the opportunities for children to express their views on FGM/C and their 

feelings towards undergoing the practice is during a social work assessment. 

Listening to children and taking account of their views is a tenet of social work with 

children and a legal responsibility under section 53 of the Children Act 2004. Cultural 

sensitivity towards children may involve social workers appreciating the different 

expectations that are put on children from different cultures to avoid pathologizing 

behaviours that do not conform to their own cultural expectations. In the UK, the 

cultural expectation of young children is they are generally open when engaging with 

adults; initial shyness is usually overcome at some level during the course of 

interaction. A child who is unusually withdrawn might give a social worker cause for 

concern in relation to a safeguarding children investigation. In Somalia for example, 

girls and young women are expected to display reticence rather than openness with 

unknown adults (Van der Kwaak 1992). This is not to say that a Somali child 
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exhibiting this behaviour is definitely not being abused, only that social workers need 

to be mindful that human behaviour is interpreted through a cultural lens. We know 

from research that the way children perceive FGM/C is not always how we would 

imagine (Ahlberg et al 2004). Children sometimes look forward to FGM/C as a 

manner in which they can gain greater social acceptance within their wider family 

networks (Ahlberg et al 2004). Although, children may not be in the position to 

appreciate all the consequences of FGM/C, their feelings should be respected. 

Wanting to be treated in a more grown up way and not feel like the baby of the family 

is, after all, a sentiment commonly expressed by young girls. 

 

Harmful cultural practices in the UK 

A ‘rescue culture’ can develop amongst teachers, youth workers, health and social 

practitioners where the issue of cultural practices is involved (Connolly et al 2006, 

p.40). The ‘Welfare Principle’ establishes that the child’s rights are paramount, 

especially in relation to parent’s rights (section 1(1) Children Act 1989). However, the 

‘welfare principle’ might be used by practitioners as a shield with which to ward off 

discussion in agencies around how ‘harmful’ practices are perceived by parents 

(Munro 2008). This literature review has looked at FGM/C as one example of a 

cultural practice which conflicts with child safeguarding law in the UK. Gaining an 

insight into the complexities of some cultural practices can help safeguard children; 

not least by recognising the role that children and families have in challenging these 

practices (Connolly et al 2006). 

 

Positioning FGM/C in the wider context of harmful cultural practices which impact on 

the lives of children and adults in the UK requires contemplation of the similarities 

and differences of FGM/C in relation to other practices classified as ‘cultural 

practices’. A recent report carried out on behalf of the Greater London Council refers 

to FGM/C together with forced marriage (FM) and honour-based violence (HBV) as 

‘harmful practices’ (Roy et al 2011). Both FM and HBV, like FGM/C, are considered 

crimes in the UK under the Female Genital Mutilation Act 2003, Forced Marriage 

(Civil Protection) Act 2007 and the all-encompassing, Anti-Social Behaviour, Crime 

and Policing Act 2014. All can be classified as abuses against the human rights of 
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women under Article 16 of the International Bill of Human Rights 1958 which refers 

to acts committed on the grounds of gender. In the UK, FGM/C is generally, although 

not exclusively, thought of as a child protection issue. FM and HBV become child 

protection issues when a child is the object of abuse or is put at risk by the abuse. It 

might be argued, that both HBV and FM are defined ‘harmful’ by their intentional use 

of violence or intimidation. Although the act of FGM/C causes ‘harm’ to girls and 

women, the cruelty is in the act of FGM/C. It is not a practice associated with 

patterns of physical or psychological abuse. However, this last point raises an 

important question about age and consent. Girls are often physically restrained by 

older women during the act of FGM/C (Ahmadu 2000).The procedure may have long 

term health consequences and impact on their sexual relations in the future (Barstow 

1999). Given that this procedure is often carried out at a young age before children 

can fully resist, we might speculate about the level of resistance older children or 

women might demonstrate if subjected to the same practice. If this were the case, 

FGM/C may resemble FC and HBV in respect to the levels of physical and 

psychological coercion employed.  

 

 

 

Contemplating the similarities and differences between FGM/C and other forms of 

harmful cultural practices, I realise that each occurs in entirely separate 

circumstances. Targeting specific forms of child abuse and gender violence under 

the umbrella term of ‘harmful cultural practices’, risks creating the impression that 

bad parenting is common practice within certain communities. Focussing too 

narrowly on cultural issues at the expense of failing to recognise issues of ethnicity 

and the effects of racism may be a mistake (Fernando 1989, cited in O’Hagan 1999, 

p.276). Children from black and ethnic minority communities are already 

overrepresented in the number of child protection cases (Webb et al 2002).   

However, only a fraction of these cases involve harmful cultural practices (Webb et 

al 2002).   
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Analysis   

 

A recurring theme of this literature review was the role that trust plays in the 

decisions that people make. Parents from FGM/C practicing communities tended to 

trust the views of people within the same community with whom they shared 

common values (Hussein 2010). However, perceptions of social trust may change 

overtime for parents who migrate to other countries. Migrants from sub-Saharan 

Africa initially expressed low levels of trust in institutions, their views being founded 

on experiences in their homelands (Nannestad et al 2014). A Danish study revealed 

that it was the quality of institutions, and not individual’s culture that determined the 

level of trust placed in institutions, demonstrating that people’s trust in institutions 

could evolve based on individual experiences (Nannestad et al 2014). The value of 

institutions like health, education, social care and law to promote social trust may be 

overlooked in the UK. These institutions are used to enforce child protection 

procedures in cases of harmful cultural practices, but are underexploited in a more 

preventative role of promoting better relations with communities where harmful 

cultural practices have been identified (HM Government 2011). 

 

 

The barrier that lengthy immigration procedures present to social integration for 

families needs to be more widely acknowledged. The process of isolation from 

mainstream social and economic society endured by families, can fuel tensions 

between parents (Okitikpi and Aymer 2003). Hierarchical power relationships within 

families can facilitate harmful cultural practices; this includes the deferential position 

of children to parents and wives to husbands (Roy et al 2011). Failure to respond to 

children’s needs appropriately through the asylum seeking process sends the 

message that children’s welfare is secondary to the status of adults within the 

immigration system (Hek et al 2012). This plainly contradicts the message of the 

‘welfare principle’ which dominates child safeguarding culture in the UK. Finally, 

long-drawn out periods living on little money in unsuitable, NASS accommodation 

with no provision made for adults to feel empowered through work, runs the risk of 

leaving a legacy of mistrust in UK institutions. Research informs us that parental 

decisions can be influenced by positive interaction with state agencies and 

supportive family services (Lundberg and Gerezgiher 2008).   



43 
 

Within the literature reviewed on FGM/C, wanting to do the best thing for their 

daughters was expressed time and time again by mothers who supported the 

continuation of FGM/C and those who were opposed to its continuation (Gele et al 

2012),(Gage and Van Rossem 2006). Mothers who refused to allow their daughters 

to undergo FGM/C had usually been convinced by arguments about their daughter’s 

welfare with regards to health and psychological wellbeing (Gele et al 2012). 

Mothers who decided that their daughters should undergo FGM/C often made these 

decisions based on concerns about their daughter’s welfare relating to social factors 

such as being able to find a suitable husband; a concept strongly associated with 

future happiness (Gage and Van Rossem 2006). What this can tell us about some 

mothers’ decisions to participate in harmful cultural practices is that such decisions 

involve an analysis of the social risks to daughters. However, the process of 

migration often changes parental perceptions of ‘social risk’ (Berry 1997). Equal 

educational opportunities and higher earning potential for young women, may affect 

parental perceptions of marriage as the only means of social acceptance and 

economic security. An excellent chart entitled ‘Beliefs to Reinforce, Beliefs to 

Change’ is based on information gained at grassroots level by community-based 

initiatives and reflects a pragmatic approach to changing parental and community 

opinions towards abandoning cultural practices by directly addressing expressed 

fears and beliefs (Brown and Hemmings 2013, pp.60-61). 

 

 

It is often suggested that a top down approach to legislation is the least effective 

manner in which to affect change to cultural practices that present risk to children 

(Dorkenoo 1994). This has been proven in several countries where harmful cultural 

practices are criminalised but continue to be socially accepted among the general 

population (Gruenbaum 2001). In the UK, the impact of the criminalisation of some 

cultural practices upon the decisions of families to discontinue these practices is a 

neglected area of study. For example, comparison studies with France, which has a 

much higher rate of prosecutions for FGM/C than the UK, could provide invaluable 

data to inform decisions on changes to UK legislation. Changes to law and policy 

need to take place within an informed discussion of the actual situation of children in 

the UK. The consequences, implications and enforceability of any changes to the law 

require careful consideration and evidence to support these changes. The changes 
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to legislation to prosecute parents for allowing girls to undergo FGM/C, proposed by 

the Prime Minister will cost millions of pounds to enact (Topping 2014). This change 

needs to be considered alongside more preventative measures like compulsory 

health checks in terms of how effective the changes are likely to be in safeguarding 

children (Home Affairs Committee 2014). There may be good cause to support 

changes to the law regarding FGM/C, but without sound evidence to prove the case 

these changes cannot be justified. It is hard to defend spending on changes to 

legislation, when so little money is being spent on targeted preventative work with 

children and families already identified at being at risk from harmful cultural practices 

(Brown and Hemmings 2013). 

 

Worryingly little is documented about family attitudes towards harmful cultural 

practices in the UK. However, more is known about the changing family environment 

where decisions about these practices are made (Hussein 2010). Migrant women 

who came from extended family structures, commented on how moving to the UK 

had meant that family decisions took place between couples and this was viewed as 

a positive change (Hussein 2010). Research indicates that the influence of older 

female relatives particularly, is considered to place children at greater risk from 

exposure to harmful cultural practices (RCN 2006). The role that men play in 

decisions about cultural practices, differ depending on the specific circumstances, 

their absence of a voice in one instance could put daughters or sisters at greater risk 

of abuse. In other instances, men are the main instigators of the abuse (Roy et al 

2011). How men visualise their roles as fathers and brothers, and their preparedness 

to speak out against harmful cultural practices may make a considerable difference 

to family and community attitudes towards these practices. Men and male dominated 

power structures are often envisaged as key to the maintenance of harmful practices 

within communities (Webb et al 2002). It is for this reason that men could prove to be 

effective agents for change.      

 

The influence on children of growing up in the UK may impact significantly on the 

continuance of harmful cultural practices. Older siblings, particular those who have 

acted for years as interpreters and even advisers to their parents may have a greater 
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say in family decisions because of their role as language brokers (Corona et al 

2012). Events like the recent Girl Summit in London that aimed to raise public 

awareness of the cultural practices of FGM/C and FM around the world, can 

empower girls by focusing on their rights under law (Topping 2014). As family power 

structures shift over time, what were perceived as ‘harmless’ practices by parents in 

the past, may be revaluated as ‘harmful’, in so much as they become the source of 

family discord. All cultural practices are subject to ‘maps of meanings’ pertaining to 

specific cultures or communities where they are implicitly understood (Hall and 

Jefferson 1976, cited in O’Hagan 1999, p.271). The resonance of these ‘meanings’ 

to children brought up in the UK is unclear, but it is probable that over the course of 

time, cultural practices that present risk to girls and young women will be interpreted 

according to prevailing cultural values in the UK.  

 

Conclusion  

In the course of this exploration of what factors contribute to parents abandoning 

harmful cultural practices it has been possible to view these practices through the 

prism of cultural relativism in order to gain some understanding of the cultural 

meanings that are attached to them. At the same time, it has been possible to reflect 

on the cultural meanings implicit in child safeguarding procedures in the UK and the 

circumstances that bring these different perspectives into conflict. By its nature, 

migration is a process that challenges fundamental cultural values and beliefs. The 

process by which parents adapt previously held views to accommodate new ideas 

which safeguard children from harmful practices is influenced by two social factors: 

social dynamics and the implementation of laws which prohibit these practices. This 

review has demonstrated the emotional and structural barriers that many families 

confront during the process of migration to the UK. Structural factors like poverty, 

isolation and racism can impact on parent’s self-identity. Negative feelings of 

disappointment and oppression will reinforce commitment to previously held views, 

making children more vulnerable to abuse. It can be argued that the reported 

prevalence of some harmful cultural practices in the UK represents one example of 

the failure of immigration policy to recognise the value to a family of social 

integration.  
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For migrant families moving to the UK, some social factors can motivate change to 

parental attitudes and, or behaviours. Access to health, education and social 

services which meet their needs appropriately and promote child welfare will impact 

positively on family lives. Community resources and religious institutions that actively 

encourage debate about harmful cultural practices have an important role in creating 

conditions for change. Belief in the power of the law to act to safeguard children and 

the effectiveness of state agencies to implement the law can also influence parental 

decisions.  

  

  

The voice of children has been conspicuous in its absence in research relating to 

harmful cultural practices. It is hoped that the high profile of these practices will 

stimulate researchers’ interest in documenting the views of children and young 

people on this subject. The extent to which children are influenced by values in wider 

society which conflict with their parent’s world view, and the strategies children are 

able to employ to assert their will are important to the area of Childhood and Youth 

Studies. The effect of the involvement of girls at risk from harmful cultural practices 

in speaking out against them, even via social media campaigns, may represent the 

strongest motivation for parents to reconsider the continued value of these practices.  
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