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Sara Johnsdotter & R. Elise B. Johansen 
 

Introduction  
 
 
 
 
The papers in this volume build upon oral presentations at the 9th conference for 
the Nordic Network for Research on FGC (FOKO), Female Genital Cutting: The 
Global North & South, which was arranged in Höör, Sweden, on 26-28 October 
2018. The anthology can simultaneously be seen as a celebration and as marking 
of twenty years since the establishment of the FOKO network in 2001 and of the 
10th FOKO anniversary conference scheduled for 2021, back in Oslo, Norway. 

In this introductory chapter, we will start by discussing terminology. How to 
name this practice has been, and continues to be, a contested issue, and the various 
terms commonly used are associated with differences in understanding and modes 
of relating to the practices and the people affected. Already in the titles of the 
various papers published here, different approaches to terminology are displayed. 
We hope that our summary can be helpful to readers who are not familiar with 
the now half-century-long debate about terminology. 

The discussion about terminology and issues of definitions and delimitations, 
is followed by a discussion of the current state when it comes to the practice in the 
Nordic countries. Finally, we end the introductory chapter with a description of 
the history of FOKO and its activities since this Nordic multidisciplinary research 
network was formed. Many of the original participants of the FOKO network are 
still active, but every year there are new researchers joining. Hopefully, the recol-
lection of past conferences can give recent and future participants a glimpse of 
how the network operates. This introductory chapter was written by Sara 
Johnsdotter and R. Elise B. Johansen, together, because we, as doctoral students 
in Sweden and Norway twenty years ago, initiated the FOKO network. 

This anthology is not a cohesive publication in the sense that the chapters 
have been edited to fit into one single discussion or theme; it is a series of contri-
butions displaying what different researchers in the Nordic countries are engaged 
in at the moment. Some chapters are addressing the general public while other 
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chapters are written as to take part in the ongoing discussion among researchers 
in the field. The diversity of the chapters regarding theme, focus, terminology, and 
presumptive audience is emblematic of the FOKO network: this is an arena that 
welcomes Nordic researchers to discuss what they currently want and need to dis-
cuss about their research process; they can share data and findings from ongoing 
projects while they concurrently are offered input from colleagues from a range of 
disciplines. Next chapter is the keynote lecture at the conference, by the American 
anthropologist Professor Ellen Gruenbaum. She was given the title of what we 
wished her to talk about, and during the lecture she shared her knowledge and 
experiences from decades in the research field of female genital cutting.  
  
Terminology 
 

In early descriptions of these practices, they were —in analogy with non-medically 
motivated procedures that involve boys’ genitals—called “circumcision.” For ex-
ample, there is a papyrus from 163 BCE in Egypt, in which it is said that since a 
girl is now circumcised, it is time to arrange for her dowry (Kenyon, 1893). Trav-
elers and explorers in the 19th century repeatedly reported customs which they 
called “female circumcision.”1 This is not surprising, given that local names of 
these practices tend to be the same for girls and boys, often with an extra word to 
clarify whether the procedure regards a girl or a boy. For instance, in Somali, 
gudniinka refers to both sexes, and gender is specified in the expressions gudniinka 
dumarka (girls and women) and gudniinka wiilasha (boys and men). The term “cir-
cumcision,” literally meaning “cutting around,” is known from the Latin transla-
tion of the Old Testament, and was first translated into English in the 1500s. Local 
terms for male and female genital cutting, however, often have a more symbolic 
meaning, referring to the process or purpose of the procedure. For example, So-
malis also use the term halalays which, like the Arabic term khitan, means “cleans-
ing,” commonly used in a religious more than hygienic sense. The Malian term 
bolokoli literally means “washing one’s hands.” Other terms can refer to the overall 
framework, for example of “going to the bush,” or the context such as the Bondo 
secret society in Sierra Leone in which the procedure of FGC is essential for initi-
ation (Ahmadu, 2010).  

 
1 For a detailed survey of early sources, see Johnsdotter (2012).  
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In pre-1980s scholarly work, the international community did not see any of the 
practices as particularly problematic (Andro & Lesclingand, 2016; Johnsdotter, 
2018; Johnsdotter & Mestre i Mestre, 2017); neither the practices nor how they 
were named (Johansen 2015). The “mutilation” label was coined and promoted 
by the American journalist and activist Fran Hosken. She published The Hosken 
Report: Genital and Sexual Mutilation of Females in 1979, which she presented at the 
Women’s Conference in Copenhagen in 1980. Her perspective and tone reso-
nated with other radical feminists of the period, such as Mary Daly (1979), Tobe 
Levin (1980), and Awa Thiam (1978). 

“Female Genital Mutilation” (FGM) as a denomination of these practices 
gained ground from then on, particularly within international organizations and 
those targeting the practice. The World Health Organization adopted the term 
“female genital mutilation” in the mid-1990s (UNICEF 2005) and governments in 
Europe followed, for example in laws banning the practice. Within academic re-
search there was a divide between social science that abided by the established 
term “circumcision” and most medical researchers who adopted “FGM.” Inter-
estingly, it was a local UN-supported organization in Uganda, REACH, which first 
highlighted major drawbacks of the “mutilation” terminology: 
 

REACH seeks to avoid fuelling unnecessary sensitivity about the issue. Thus, for exam-
ple, participants coined a new phrase for FGM: “female genital cutting.” The term “fe-
male circumcision” was rejected as a misleading euphemism, but “female genital muti-
lation” was thought to imply excessive judgement by outsiders as well as insensitivity 
toward individuals who have undergone excision [UNFPA, 1996]. 

 
This compromise term, “female genital cutting,” has since gained ground among 
both scholars and professional organizations (such as FIGO, the International Fed-
eration of Gynecology and Obstetrics). In contrast, practically all activist and cam-
paigning organizations prefer “FGM,” as do supra-state players such as the World 
Health Organization and the European Union. 

Yet another compromise is the acronym FGM/C [female genital mutila-
tion/cutting]. The merging of the two terms can be seen as an attempt to indicate 
that “mutilation” is what these practices are about, while at the same time the 
speaker or writer admits its shortcomings in preventive work with affected people. 
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Both UNFPA and UNICEF used this double term, “female genital mutilation/cut-
ting,” for more than a decade, until 2016, when they changed back to the use of 
“FGM” only.  

Today, many scholars explain their choice of terminology when they publish 
their research. As noted by Sundby et al.: “Each term carries a certain value” 
(2013, p. 1). There are pros and cons to each way of naming these practices. Here 
is a summary of some of the justifications and renunciations: 
 

• female circumcision/circumcision of girls 
Proponents: It is often closest to local perceptions of the practice, as it is perceived to mirror 
rituals for boys [Connolly, 2018; Gruenbaum, 2001; Johnsdotter, 2018]. 
Opponents: The term gives the impression that circumcision of girls is no more harmful 
than circumcision of boys.1 Thus, the term is “misleading” [Andro & Lesclingand, 2016; 
Brady et al., 2019; Connolly, 2019; Hamid, Grace & Warren, 2018].  
 
• female genital mutilation 
Proponents: The term establishes that these practices constitute a form of violence against 
women and a violation of women’s rights to bodily integrity and health [WHO, 2008]. 
The term “has been instrumental in generating political will to curb the practice” [Brady 
et al., 2019: 2].  
Opponents: The term can be seen as ethnocentric, judgmental, demeaning, offensive, and 
alienating [e.g., Andro & Lesclingand, 2016; Connolly, 2019; Earp & Johnsdotter, 2020; 
Hernlund & Shell-Duncan, 2007; Johnsdotter, 2015; Johnsdotter & Essén, 2010; John-
son-Agbakwu & Manin, 2020]. Other have criticized the use of this term because it is 
often understood as referring only to the most severe types, particularly type III; conse-
quently, many FGC practicing communities do not consider this term and its legal im-
plications as relevant for them [Johansen 2019, forthcoming]. Also, the term “mutila-
tion” seems too strong to describe the various practices that fall under type IV [Earp & 
Johnsdotter, 2020; Rashid & Iguchi, 2019; Rogers, 2016; Wahlberg et al., 2019].  

 
• female genital cutting 
Proponents: This is a more neutral term as it is merely descriptive, and thus a less offensive 
term than “mutilation.” It can avoid the stigmatization and pathologizing that the term 
mutilation risks inducing, and this may facilitate communication with affected women 
[e.g., Andro & Lesclingand, 2016; Duivenbode & Padela, 2019; Connolly, 2017; Hamid, 
Grace & Warren, 2017; Johnson-Agbakwu & Manin, 2020]. 
Opponents: Also “cutting,” “cutters,” and “cut” as an attribute of a person or a genital 
organ, is strong wording.2 Furthermore, not all forms of FGC include cutting, and thus 

 
1 Of course, this argument builds upon an idea that genital modifications in girls are far more harmful than their counterpart in 
boys. This notion has been increasingly challenged (e.g., Brussels Collaboration on Bodily Integrity, 2019). 
2 Personal communication with Juliet Rogers and Richard A. Shweder at a seminar in Bologna in October 2019. 
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the term would not be descriptive of all practices the definition often targets. Finally, 
genital cosmetic surgery is a form of genital cutting that is rarely meant to be included 
as a form of FGC, though it would be reasonable to define it as a form of genital cutting 
[Boddy, 2016; Earp & Johnsdotter, 2020; Johnsdotter & Essén, 2010].  

 
Other terms that have been used include “female genital modification” (Abdulca-
dir, 2017; Jirovski, 2010; Ross et al., 2016; Shweder, Minow & Markus, 2002; 
Shweder & Power, 2013), “female genital alteration” (Arora & Jacobs, 2016; Earp, 
2015; Shahvisi, 2018), and “female genital surgeries” (Lane & Rubinstein, 1996; 
Obermeyer, 1999; PPAN, 2012). Other authors use the local term for the practice, 
such as tahâra in Egypt (Malmström in Zangana et al., 2015). 

At times writers switch between different terms according to context: for ex-
ample, they may say “circumcision” when speaking about the groups that practice 
it and persons who have undergone the procedure in order to stay true to the 
actors’ point of view, while saying “female genital mutilation” or FGM when dis-
cussing legislation or public discourse (e.g., Johnsdotter & Mestre i Mestre, 2017; 
Shell-Duncan & Hernlund, 2000). 
 
Female genital cutting—definition and typology 
 

In addition to a plethora of local and international terminology, there is also a 
wide variety of practices that are meant to be covered by the term and definition 
of FGC. According to the WHO, FGM “comprises all procedures involving partial 
or total removal of the external female genitalia or other injury to the female gen-
ital organs for non-medical reasons” (WHO, 2020). As such, the definition could 
be said to include cosmetic genital surgeries that are harmful, and to exclude tra-
ditional practices that are not harmful. However, in the WHO definition and un-
derstanding of harm, FGM is not meant to include cosmetic genital surgery 
(WHO, 2008), a position that has been repeatedly challenged (Boddy, 2016; Earp 
& Johnsdotter, 2020; Johnsdotter & Essén, 2010). 

The definition and the different types of genital practices subsumed under the 
heading is also one of the underlying reasons for the controversies about terminol-
ogy. In 1995, WHO outlined a typology with four categories of genital practices, 
which was slightly modified in 2008. In the modified version, the main types were 
maintained, but there were subtypes, deemed useful for clinical studies, added. 
Also the section with examples of type IV, unclassified, was revised.  
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WHO typology 2008 
 

Type I: Partial or total removal of the clitoris and/or the prepuce 
(clitoridectomy).  
Type Ia, removal of the clitoral hood or prepuce only;  
Type Ib, removal of the clitoris with the prepuce.  
 

Type II: Partial or total removal of the clitoris and the labia mi-
nora, with or without excision of the labia majora (excision). 
Type IIa, removal of the labia minora only;  
Type IIb, partial or total removal of the clitoris and the labia mi-
nora;  
Type IIc, partial or total removal of the clitoris, the labia minora 
and the labia majora.  
Type IId: Excision of the clitoris with partial or total excision of the 
labia minora.  
  

Type III: Narrowing of the vaginal orifice with creation of a cov-
ering seal by cutting and appositioning the labia minora and/or the 
labia majora, with or without excision of the clitoris (infibulation).  
Type IIIa: removal and apposition of the labia minora;  
Type IIIb: removal and apposition of the labia majora.  
  

Type IV: Unclassified: All other harmful procedures to the female 
genitalia for non-medical purposes, for example, pricking, piercing, 
incising, scraping, and cauterization. 

 
In this revision, there is a discussion about inclusion and exclusion criteria of prac-
tices as a form of FGM or FGC, and the major criteria for delineation. Is 
FGM/FGC meant to include all genital practices that are harmful? Or, those that 
are conducted on minors? Or, all medically unnecessary genital practices on fe-
males? Since FGC generally is conducted on minors who lack the capacity of 
providing informed consent, most countries who have legal prohibitions against 
FGC have forbidden the practice regardless of age and consent (Johansen et al., 
2018). However, the issue of consent is commonly revoked as a distinction between 
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cosmetic genital surgery and FGM/C. Thus, definitions and delineations of inclu-
sion and exclusion criteria are not necessarily consistent, and national laws may 
draw lines that differ from the WHO definition.  
 
FGC in the Nordic countries 
 

While FGC is a traditional practice in at least thirty countries in the global South, 
the issue has also become relevant to other parts of the world due to migration. In 
the Nordic countries, there are many migrant women from countries where FGC 
is a traditional practice and who have been subjected to FGC prior to migration. 
There are figures suggesting that 17,300 girls and women in Norway (Ziyada et 
al., 2015) and some 38,000 in Sweden in 2013 (The Swedish Board of Health and 
Welfare, 2015) are affected. Demographic data from 2011 estimated that some 
8,000 girls and women living in Denmark had been subjected to FGC before im-
migration (Christoffersen et al., 2018). Regarding Finland, a study showed that the 
prevalence of FGC was 69 percent among those of Somali origin and 32 percent 
among those of Kurdish origin in 2012, but no further demographic details were 
offered (Koukkula et al., 2016; Nieminen et al., 2015). Based on the previous stud-
ies and the demographic information of Statistics Finland, it has been estimated 
that about 10,000 girls and women would be affected in Finland (Koukkula & 
Klemetti, 2019). 

For various historical and political reasons, the Nordic countries have a sim-
ilar pattern of immigration regarding FGC, with a disproportionately high number 
of girls and women coming from countries where infibulation is common, most 
notably Somalia and Eritrea. This may be one of the reasons why much research 
in the Nordic countries has been focused on Somalis, as has much policy work in 
terms of provision of health care. Also, the Somali migrants with type III (infibu-
lation, often called “pharaonic circumcision”) arrived in the Nordic countries ra-
ther suddenly, following the outbreak of civil war in Somalia in the early 1990s. 
This sudden influx of migrants caught the health services by surprise and may be 
one reason why the Nordic countries in general have been at the forefront among 
countries of migration regarding both law and policy development to prevent and 
prosecute FGM/C, as well as to develop specialized health services. It is thus not 
accidental that a research network such as FOKO was initiated in the Nordic 
countries. For many years, Sweden, Norway, and Finland seem to have been at 
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the research front regarding FGC research in diaspora contexts. In contrast, Den-
mark has lagged behind, both in terms of policy development (Christoffersen et 
al., 2018) and research engagement. 
 
The History of FOKO: The Nordic Network on Research about Female Circumcision1 
 

The idea of a research network started when the two of us, working with our PhD 
theses in Sweden and Norway respectively, started emailing each other about our 
projects some twenty years ago. We both were anthropologists, and we both were 
studying this phenomenon as it was perceived and discussed among Somalis in 
Sweden and Norway. Furthermore, both of us collaborated with gynecologists. 
We saw the potential in forming a multidisciplinary research network where we 
could discuss theory and methodology and how to merge medical and social sci-
entific paradigms in research about the practice. 

We reached out to other researchers and doctoral students working on the 
topic to assess interest. Some of us (Sara Johnsdotter, R. Elise B. Johansen, Lisen 
Dellenborg, Johanne Sundby, Birgitta Essén, Siri Vangen, Lars Almroth, and 
Vanja Almroth-Berggren) had already met, encouraging each other to participate 
so we could gather, at a workshop, Sexual and Reproductive Health Research, hosted by 
Dr. Staffan Bergström at his summer home in Gotland, Sweden in year 2000. All 
of us working on this topic experienced a need to meet and discuss elements of a 
research topic that was so far little explored. Furthermore, the substantial ethical 
and legal aspects of the practice had made that need stronger, as we all experi-
enced it as very challenging to engage in meaningful scientific discussion with peo-
ple not familiar with the topic. Thus, to be able to engage in scientific discussions, 
we decided to create a network for researchers working on this topic. Due to fi-
nancial and practical reasons, and existing networks, this was decided to be a Nor-
dic network. 

In collaboration with gynecologist and supervisor Johanne Sundby, Johansen 
wrote an application for funding for a Nordic conference. This first application 
was sent to NorFa, an agency that coordinated and funded Nordic research. After 
securing funding, FOKO was formed as an informal network, and the first FOKO 
conference planned. It was held in Norway, close to Oslo (Tyriheim), with about 

 
1 Nordisk Nettverk for Forskning Om Kvinnelig Omskjæring. 
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fifteen participants, most of whom were doctoral students in the fields of social 
science or medicine. We all presented our ongoing work for discussion.  

After this first conference, the participants decided to opt for biannual con-
ferences rotating among the Nordic countries. Each arranging country seeks fund-
ing. The scale and format of the FOKO conferences have varied over the years, 
depending on financial and practical constraints, as well as the preferences in the 
network as perceived by the host country at the time. The core activity is always 
paper presentations on ongoing or completed research among FOKO partici-
pants, and in some years international guest speakers have been invited to present. 
Though the network has a Nordic base, some international guest speakers have 
become honorary members over the years. The founding participants of the net-
work, as well as those who have joined later, have recurrently discussed the ideal 
format and size of the FOKO conferences. We have also reasoned about how to 
handle the interest among non-Nordic researchers in attending the conferences, 
given that a major quality of the conferences has been the space allowed for infor-
mal conversations, presentation of ongoing and unfinished research, and general 
scientific discussions—that is, the very same quality that creates such an interest 
in participation from “outsiders.” These discussions will continue. 

The FOKO conferences until today are listed below. 
 

 
 

Oslo, Norway, 2001 
Open theme. 
About fifteen participants from Norway, Sweden, and Denmark. 
Small group of gynecologists and anthropologists. 
 
Malmö, Sweden, 2003 
Open theme. 
About 70 participants from Norway, Sweden, Denmark, and Finland. 
Keynote speaker: Social anthropologist Ylva Hernlund, University of Washington, 
USA.  
Invited speakers: Linda Weil-Curiel, lawyer, Paris. Medical doctor Nahid Toubia, 
London, UK. 
In the audience there was a mix of researchers and activists. 
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Copenhagen, Denmark, 2005 
Open theme.  
About thirty-five participants from Norway, Sweden, Denmark, and Finland.  
Primarily participants with a background in anthropology and medicine. 
 
Helsinki, Finland, 2007 
Theme: Female Genital Cutting in the Past and Today 
About 120 participants from Norway, Sweden, Denmark, and Finland.  
Keynote speaker: Anthropologist Janice Boddy, University of Toronto, Canada.  
Invited speaker: Molly Melching, Tostan, Senegal. 
The conference gathered both researchers and activists. 
 
Uppsala, Sweden, 2010 
Open theme. 
About fifteen participants from Norway, Sweden, Denmark, and Finland.  
Keynote speaker: Medical anthropologist Saida Hodžić, George Mason University, 
USA. 
Invited speaker: Cultural anthropologist Michelle Johnson, Bucknell University, 
USA. 
The participants were researchers in anthropology, medicine, and psychology. 
 
Oslo, Norway, 2012 
Open theme. 
About forty participants from Norway, Sweden, Denmark, and Finland. 
Keynote speaker: Anthropologist Janice Boddy, University of Toronto, Canada. 
Keynote speaker: Anthropologist Bettina Shell-Duncan, University of Washington, 
USA.  
 
Copenhagen, Denmark, 2014 
Theme: International Conference on FGM/C: The Global Movement 
About forty participants from Norway, Sweden, Denmark, and Finland. 
Inauguration speaker: H.R.H. The Crown Princess of Denmark. 
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Helsinki, Finland, 2016 
Day 1. Theme: Female Genital Mutilation—A Matter of Human Rights and Gen-
der Equality 
About 100 participants from Norway, Sweden, Denmark, and Finland.  
The audience was a mix of researchers and activists. 
Keynote speaker: Abdiqani Sheikh Omar, Ministry of Women and Human Rights, 
Somalia. 
Keynote speaker: Medical anthropologist Adriana Kaplán, Universitat Autònoma, 
Barcelona, Spain. 
Day 2. Theme: FGM in the European Context 
About forty participants from Norway, Sweden, Denmark, and Finland. 
 
Höör, Sweden, 2018 
Theme: Female Genital Cutting: The Global North & South 
About thirty participants from Norway, Sweden, Denmark, and Finland. 
Keynote speaker: Anthropologist Ellen Gruenbaum, Purdue University, USA. 
 
Oslo, Norway, 2021 
Under preparation. 
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Tensions in Motion:  
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in the Global North and South,  
Then and Now 
 

 
 
 

The Global North and South 
 

Female Genital Cutting research spans a long time period and many locations. In 
an attempt to join these many threads coherently, it is useful to consider the dy-
namic of change in terms of tensions—varying forces for continuity of practices 
and for more rapid change and ending practices—that have arisen at various times 
and places. In this chapter, I particularly draw on my own long and varied re-
search perspective to offer insights into the ways that tensions are shaping the dis-
course and the changes occurring across time and place. The terms Global North 
and Global South, which have become popular in the current era, are not just 
about places. These terms are meant to reflect the political and socio-economic 
differences between the richer, more developed regions, and the poorer, less de-
veloped regions of the world. With Europe, North America, and Australia in the 
“North” and Africa, Central and South America, and much of Asia in the 
“South,” people see correlations with other factors that they suppose might explain 
the divide—technological innovations from certain areas were diffused along with 
population movement and settler colonialism over the past 600 years, with move-
ment into resource-rich underpopulated regions and/or creating economic and 
political domination over resources that could be used to feed the engines of de-
velopment in the North while the South experienced social and economic distor-
tions.  
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The cultural/social/religious or even physical differences between the wealthy 
countries and the poor countries became a part of the explanation for these differ-
ences in the past, with holdover attitudes into the future. Historically, the North 
imagined that they were “favored by God,” and that this justified killing or dispos-
sessing the others; or, there is a “manifest destiny” for European-originating peo-
ple to take over North America; or, it is the “white man’s burden” to subjugate 
and pursue a “civilizing mission” in the continent of Africa. Although we now see 
those perspectives as excuses to cover up the injustices of military conquest, geno-
cide, enslavement, and plunder of resources that provided the additional land, la-
bor, and raw materials from which the wealth of the North was built, those old 
perspectives have not died out, and are heard in new forms or embodied in the 
popular ignorance of how the North/South divide came about. People in the 
North often do not know how their current wealth is based on these historical 
injustices, preferring to understand their well-being and privileged positions as 
their ancestral right, often perceived as based on racial, ethnic, religious, or civili-
zational superiority. This is a troubling trend that contributes to views of “us” and 
“them,” the enlightened “us” versus the “barbaric” or backward “them.” Such 
views contribute to contemporary far-right, anti-immigrant, and white-superiority 
movements, affecting all of the countries of the North. As an example, the 2018 
film by Paul Greengrass, 22 July, which chronicles the 2011 bombing of the office 
of the Prime Minister of Norway and the massacre of teenagers at the Worker’s 
Youth League summer camp on the island of Utøya, dramatizes the tension of 
such perspectives in action, and the deadly risks it entails. 

When people of the Global North do not understand that their own privileges 
and well-being are derived from not just their own hard work but also unjust his-
torical processes, they often slip into ideas of essential superiority of their race, 
culture, or religion. After all, most of the forebears of the Global North “us” were 
not at the front lines of conquest and plunder, but rather were the workers and 
farmers back home, or the immigrants escaping poverty to settle the “New World” 
from which the indigenous peoples had already been decimated, displaced, 
and/or denigrated. Most people of the North have learned history in the version 
of the victors, not from the perspective of the suffering of the conquered. As many 
of the chapters in this book show, that myopic “superiority” perspective has also 
applied to the understanding of cultural practices. 
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Today, the superiority perspective has serious political consequences. The Global 
North is experiencing large-scale immigration from the Global South, as people 
from the poorer countries seek to claim a piece of the Global North’s prosperity 
by living and working in Europe, North America, or Australia, rather than strug-
gling with the on-going deprivations, disorganized political systems, and stagnant 
economies of the Global South. Engagement with the immigrants and their cul-
tural and religious practices is a challenge for North populations, not only because 
of ethnic identity and language differences that trigger human ethnocentrism, but 
also because difference serves as a ready opportunity to blame others for some 
damaging job losses and societal problems that are being wrought by technological 
change and class exploitations at home. The people of the Global North who ex-
perience instability in employment, economic insecurity, and more diversity in so-
ciety are vulnerable to interpreting the situation as one of immigrants “taking our 
jobs,” which can be used politically to stir up anti-immigrant sentiment and some-
times right-wing white nationalism.  

The symbolic politics of female genital cutting falls directly into this tension. 
As people from the South come to the North, long-term inhabitants and the new-
comers experience clashes of cultural and socio-economic difference, viewing each 
other with misunderstanding or fear. Things such as wearing veils, being too 
“macho,” or building minarets are met with fear or anger, and immigrants who 
experience racial or ethnic discrimination, inscrutable bureaucracies, and religious 
intolerance seethe with annoyance. Ordinary ethnocentric reactions that could be 
mitigated by social interaction and learning end up as fuel for inflamed political 
interpretations that serve as powerful drivers of social conflict.  

It is the task of scholars working on the topic of female genital cutting not 
only to provide perspectives to reduce ethnocentrism, but also to offer ideas for 
generating acceptable changes for immigrants and their new countries, informed 
by reasonable approaches that do not rely on inflamed rhetoric or distorted sci-
ence. The work of scholars, such as those writing in this volume, is essential to 
engaging in a more just and thoughtful future, where human cultural behaviors 
can change in positive directions that ameliorate the conditions of the lives of 
women and girls without unjust condemnations of different ways of living. Con-
tributions include research to understand the experiences and the process of 
change, engaging in clinical or social work to influence or treat those who are 
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affected, identifying effective, affordable, and efficient FGM/C prevention strate-
gies, especially for the most damaging types. Programs that seem promising are 
evaluated, and international organizations and donors want to see results fairly 
quickly—or the funds will be redirected to something else. And subcontractors 
operating at the local level have an even shorter proposal-planning-activity-and-
assessment cycle, allowing little time for the sorts of major experiments in cultural 
norm changes and institutional shifts that seem to be needed to change behaviors. 
Researchers ask, what works and what can be replicated and adapted? And what 
theories can guide future design of programs for prevention? Looking at “Then 
and Now” offers some clues. 
 
Prevention Strategies “Then”—Lessons from the Past 
 

The early interactions between the Global North and the Global South on the 
issue of FGC were in the larger context of conquest and domination. Global North 
conquerors and imperial colonizers saw those vanquished as the losers and thus as 
their “inferiors.” Africa had its own dynamic history—ancient kingdoms, domina-
tions, and migrations; the spread of Islam; profound disruptions in-land of Global 
North slave-trade on the coasts, as coastal peoples survived the slave trade by cap-
turing others. During the height of the trans-Atlantic slave trade, Europeans sup-
posed African peoples to be inferior, perhaps sub-human, and yet human enough 
to labor and to have souls that needed converting. In fact, for a period, slavers 
baptized the captured people by the boatload on the way to meeting their fates in 
the Americas, so that the Church would allow the trade to go on (O’Brien, 1974). 
During these early centuries of the slave trade, there certainly were no laws or 
campaigns to prevent female genital cutting and indeed current scholarship has 
not turned up evidence that it was continued among enslaved people in North 
America (Watson, 2005), even though many enslaved peoples had originated in 
circumcising (but not infibulating) areas.  

In the Global North, as is well known among FGC scholars, clitoridectomy 
and even labia removal was practiced by doctors in Europe and North America 
in the 19th and 20th centuries for various reasons, including as a treatment for 
“nymphomania”—the term for women who had a high sex drive—and also to 
prevent masturbation, epilepsy, lesbianism, and the conditions known as hysteria, 
melancholia, insanity, kleptomania, and frigidity. In fact, according to Sanderson, 
in the U.S. thousands of such procedures were paid for by health insurance until 
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1977 (Sanderson, 1981). Where this idea got support may well have been related 
to European awareness of African practices. In any case, it is not likely to have 
come from enslaved Africans, who were effectively prevented from maintaining 
complex cultural traditions but were able to maintain fragments and to syncretize 
words, music, and some practices and beliefs into new religious or cultural forms. 
But after conquest and the division of nearly all of Africa into European dominated 
colonies in the 20th Century, interest in female genital cutting in the Global South 
increased. Efforts to stop it, or at least modify how it was practiced, originated in 
the North but also in the South. Efforts have moved from one approach to an-
other, building a richer understanding of the complexity in the process of change, 
but also stumbling repeatedly. A century ago, the North’s role in FGC focused on 
judgmental shaming of South practices, often embedded in missionary perspec-
tives. Such scolding was both ineffective and inappropriate, and yet today ele-
ments of shaming persist in the North-South tensions. Looking at just a few exam-
ples of the 20th Century tensions in Africa, we see the impact of missionary teach-
ings on the Kikuyu of Kenya in the novel of Ngugi wa Thiong’o (1965), British 
strategies of “civilizing women” through their training of midwives in Sudan 
(Boddy, 2007), indigenous Muslim religious leaders arguing for change in Sudan 
(Abusharaf, 2006), laws and religious edicts (fatwas) passed in various countries 
(Rahman & Toubia, 2000). By mid-century, medical risk and health education 
strategies were being emphasized. Later, change initiatives emphasized human 
rights for women and children. Then there were awareness-raising workshops 
aiming to shift cultural conventions and social norms. Accelerated efforts went into 
enacting laws to criminalize practitioners from the 1980s onward. Mobilizing 
community consensus and public declarations to add social pressure for change 
became ever more popular after the work of TOSTAN in Senegal was noticed. 
Engaging with religious leaders and making arguments to de-link FGM/C from 
religion became an important focus for UNICEF and others, because it was in-
creasingly evident that “human rights” agreements were not as potent in family 
decisions as were religious teachings. If tradition was thought to protect honor and 
marriageability, that also needs to be de-linked, and one strategy has been through 
the education of girls. Medical and other professionals were drawn into the effort 
through professional ethics and training for midwives and doctors. Change agents 
also developed anti-FGC public relations messages about economic costs of health 
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complications, sexual dysfunction, reproductive risks, or other frightening out-
comes. Change agencies added many tools to the efforts, using street theatre, post-
ers, music videos, and other pop culture and celebrity endorsements for social 
marketing of new ideas. In some locations, they modeled programs on domestic 
violence prevention, such as providing safe houses for runaways. In some places, 
the sponsoring of alternative rituals without cutting caught on. 

More historical research is needed to fully explain the early 20th century Eu-
ropean efforts to suppress FGC in Africa. In some cases, it was the insights of Eu-
ropean women involved in colonial, medical, or missionary work who became 
aware of the practices and wanted to stop them out of their own feelings of com-
passion for women and girls. But in order to become government policies that 
garnered support for the establishment of programs, it helped when anti-circum-
cision work served other purposes as well.  

Sudan offers a good example. Northern Sudan’s conquest in 1898 by An-
glo/Egyptian forces was followed by nearly six decades of colonial (“condomin-
ium”) control (1898-1956), during which the development of administrative sys-
tems and strategic placement of educational and medical facilities enhanced Brit-
ain’s ability to develop and to control Sudan’s strategic position and vast agricul-
tural potential in the Nile Valley to produce raw materials for English textile fac-
tories (Gruenbaum, 1982b). As elsewhere, colonial domination justified itself on 
its “civilizing mission.” Janice Boddy’s historical research focused on one such 
“civilizing” activity: the expansion of midwifery training and attempts to suppress 
FGC (2007), including humanitarian motivations of British colonial women and 
the midwifery instructors who were recruited to help improve childbirth condi-
tions for Sudanese women. But let there be no mistake: the Sudanese people were 
very involved in shaping their history and making many social changes before and 
after conquest that played a role in female genital cutting practices. The Sudanese 
had organized under the Mahdi, an indigenous religious leader, for a successful 
revolution against the Ottoman empire beginning in 1881, assembling an army 
from many regions of Sudan, thereby forging allegiances across ethnicities (with 
their differing folk rituals and circumcision practices) and with different language 
groups, but under a larger umbrella of Islam. There were some religious leaders 
working against female genital cutting in the 19th and early 20th century 
(Abusharaf, 2006). There was a long history of Sudanese religious education and 
an early 20th century movement led by Babikr Badri to promote girls’ education 
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in regions of central Sudan. So ideas of change did not originate solely in the 
Global North. 

Because the British chose not to challenge the well-established domination of 
the Islamic religion in northern Sudan (unlike their missionary aspirations, spread-
ing Christianity to people practicing traditional African religions in the southern 
part Sudan, now the nation of South Sudan, bordering Uganda and Kenya), many 
other social patterns were not challenged—polygyny continued, religious courts 
governed family law, and tribal law was allowed to govern different ethnic groups, 
within limits imposed by administration. Traditional rituals related to spirits and 
supernatural protections—often syncretized into Islam or Christianity—contin-
ued without problems. Even female genital cutting continued since the midwifery 
training that was mobilized to work against it had only limited impact. Because 
the severe infibulation form predominated in Sudan, some efforts were directed 
against only the severe form, as when a law was passed in 1945 (in force in 1946) 
prohibiting the severe form, “Pharaonic circumcision.” But since the Muslim reli-
gious leaders still supported the lesser form referred to as “sunna,” the British did 
not try to ban all forms of FGC. In any case, the population was not willing to 
relinquish its control of female genital cutting, and so rebelled against the law’s 
enforcement the following year in the so-called Rufa’a Revolution, demanding 
self-determination on such matters. Although the law was not repealed, it went 
unenforced for decades. So, although pharaonic circumcision was illegal and the 
Midwifery School taught against the practices, FGC continued throughout the 20th 
Century since most of the country was served by untrained traditional birth at-
tendants and the trained midwives learned on their own how to do circumcisions.  

In Kenya, missionaries taught against the practices and it was a much more 
intense situation, as the Kenyan writer Ngugi wa Thiong’o portrayed it in his novel 
The River Between (1965). In the context of the more violent colonial situation 
there—with active missionary conversions, suppression of cultural practices, and 
resistance, the Mau Mau War, etc.—circumcision became an important symbol 
of anti-colonial resistance. Anthropologist (and later political leader) Jomo Ken-
yatta, in his book on Kikuyu culture, Facing Mount Kenya, also portrayed the prac-
tice as an important symbol of Kenyan/Kikuyu identity (1938). Because of the 
missionary work, though, the Kenyans who accepted Christian teachings against 
female circumcision were more likely to give it up and argue against those who 
wanted to retain the practices. This was the tension Ngugi portrayed in his novel, 
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tearing apart communities and families of the Kikuyu people—between those who 
held to traditions, including genital cutting, and resisted colonial agendas, and 
those who had converted to Christianity and were adapting to colonial agendas. 
What is evident from these examples is tension between a Global North’s moral 
superiority flavored with a sense of compassion for those they sought to “civilize,” 
and the Global South’s tension over how to respond—whether to accept and 
adapt to the dominant societies that had conquered their lands or to resist en-
forced, or enticed, changes to their cultures. Colonial domination was inherently 
unstable and proved ultimately unsustainable. Between uprisings and peaceful 
movements for self-determination, African countries successfully obtained their 
“flag independence” in the period of the 1950-1970s, but continued to be under 
varying degrees of economic, political, and cultural power and influence well past 
those dates of formal independence. Sudan’s independence was in 1956, and 
many of the colonial/neocolonial tensions were evident when I first arrived in Su-
dan in 1974.  
 
Mid-century Sudan 
 

FGC was not my planned research direction when I started my first five years in 
Sudan. I had broad interests in culture, women, and health, but research on 
health, gender, and culture led me to FGC. In the course of my social life and 
ethnographic research, I encountered a great diversity of explanations of and opin-
ions about FGC. There were different views about FGC and tensions between the 
ethnic groups of Garia Wahid or Abdal Galil (two of the communities where I did 
research) and between the social classes of the cities. But also, the families of my 
colleagues at the University of Khartoum helped me see the intra-family tensions 
that surrounded the process of change, as some held strongly to the traditional 
purification and others embraced lesser forms of cutting or else abandonment. 
There were compromises resulting in a decision for a sunna circumcision when 
spouses differed. There were strategies for not leaving the girls alone with their 
grandmothers, threats of divorce, and secret cutting that could not be undone and 
would not be punished. What I saw in the 1970s was that “female circumcision” 
needed to be understood as a dynamic set of cultural practices that were changing, 
not a uniform, static, horrifying “prisoners of ritual” image of unchanging cruelty. 
In fact, some well-known Sudanese educated families had made quiet changes to 
discontinue the practices even before the 1970s. One of these was the Badri family 
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of Omdurman, descendants of the historic campaigner for girls’ education, 
Shaykh Babikr Badri. At a time when pharaonic was widely accepted as proper, 
the Badris—at the behest of Shaykh Babikr himself, who said that no more should 
be cut than what could fit through the tiny hole of a piaster coin—did only a min-
imal sunna circumcision instead of pharaonic. Later, by about the 1950s, the fam-
ily abandoned female circumcision altogether. Although the decision was initially 
kept private—though rumored—it was later a source of pride and leadership for 
the Badris and for the Ahfad University for Women. The college was founded by 
Yusuf Badri (son of Shaykh Babikr Badri) in 1966 and it continues to be led by 
Badri family members. In the 1970s, women of the Badri family were already 
leaders in education, professional employment, and social research, and several of 
them subsequently embraced leading roles in initiatives for women’s rights and to 
end FGC.  

Another family that gave up circumcision in that mid-century period was that 
of long-time women’s rights activist Nahid Toubia. In an interview for “Fresh Air” 
she described her mother’s private decision (in the 1950s) to discontinue circum-
cision, leaving her younger daughters uncut (Toubia, 1996). In that period, the 
type of cutting was considered a private, family matter, and because of the Suda-
nese preference for close kin endogamy, other kin groups ordinarily did not need 
to know, since the daughters’ circumcision status was relevant to families they 
married into, not others. Nevertheless, the fact that a circumcision had been done 
would be more widely known, since celebrations were sometimes quite elaborate 
social occasions during the 1970s. Anthropologist Wathig Kameir once com-
mented that this was an opportunity for conspicuous consumption to elevate rep-
utations of urban families (Kameir, 1977). I saw this in my own neighborhood of 
Khartoum, Sajjana, where one of my neighbors set up strings of lights, hired a 
band, put on a feast in the family courtyard, and even served alcohol, on the oc-
casion of his 10-year-old daughter’s circumcision.  

As my awareness grew during 1974-79, I learned that the Sudan Women’s 
Union had long favored discontinuing the practices, but had made political 
choices to prioritize different issues—such as independence during the 1950s and 
other women’s issues in subsequent years. Some of my progressive friends at the 
university, male and female, thought female circumcision would die out when the 
people were ready to let it go, and in the meantime substituted the sunna for phar-
aonic. Medical professionals, who knew the risks, were often resigned to the fact 
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that their clients would do it despite the risks, so many agreed to perform circum-
cisions in their medical offices to assure lesser cutting under more hygienic condi-
tions, in order to reduce harm. 

My rural research in the 1970s brought me in contact with practitioners dur-
ing a time when the main arguments against FGC had been made in the context 
of the medical initiatives, focusing on health risks. Besaina, the trained midwife in 
the community of Abdal Galil in Gezira, had not been convinced. She knew from 
experience about pain and the risks of infection and septicemia, but her response 
to that was to use excellent techniques to minimize risk. She was an enthusiastic 
and proud circumciser, giving girls and women after childbirth smooth and “beau-
tiful” vulvas. She performed the circumcisions or attended childbirths using a 
clean protective oilcloth surface atop the local rope bed in the dirt floor homes 
using natural light near a window or from a lantern at night. For circumcisions 
she utilized boiled water, disinfectant, local injections of xylocaine to control the 
pain of cutting, new razor blades for each girl, suture needles and dissolving su-
tures, antibiotic powder, and Panadol analgesic pills if needed. She was proud of 
her work, and she reported excellent outcomes, with her careful follow up visits 
and the availability of a local clinic and nearby hospital for help when needed. 
Yes, she knew there were some who said circumcisions should stop, but in her 
view, it was an important and proud tradition, and better training and medical 
care were what was needed.  

But even then, as I later learned, there had been tensions in that rural com-
munity. One of the local families—where both husband and wife had benefitted 
from the community’s early efforts to provide schools for both sexes, and both 
were now teachers—had avoided using Besaina for their daughter’s circumcision. 
Instead, they opted for an urban midwife, Sister Battool, who would do less severe 
cutting; but they kept their decision private. 

I found that Sister Battool (whom I did not interview until the 1980s) was one 
of the medical professionals, an urban nurse midwife, who thought cutting was 
unnecessary and girls were better off not being circumcised. But since families 
were determined to circumcise, she sought to reduce the severity of the operations 
in her private practice. For example, she recommended to families who wanted 
pharaonic circumcision, that they do “sunna” instead. If they spoke of what a future 
husband would expect, she suggested delaying and letting the girl grow up first 
and decide with the future husband what sort of cutting to do. She realized families 
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considered it vital to circumcise their daughters—for purification, propriety, 
preservation of virginity, marriageability, a beautiful body, and being able to 
please a husband with a tight vagina. Some clients believed it was their duty as 
Muslims to follow the Hadith of the Prophet Mohamed to “ennoble” their girls 
with at least a sunna circumcision. So, Battool continued to cut, a player in the 
“medicalization” pattern. 

In short, in the 1970s there were forces of change at work in some families 
and regions, but continued pride in heritage and pharaonic purification. Did the 
changes come about through the work of the outsiders, the British, through their 
midwifery training? Did the influence of women’s rights in “the West” penetrate 
through Sudanese educators? Did exposure to British doctors and later the Suda-
nese doctors who graduated from the medical school founded by the British in 
Khartoum in the 1920s make a difference? Were some of them working for change 
on a small scale with their own patients without generating major Ministry of 
Health policies? Or was it the growing awareness of religious leaders that Suda-
nese Islam had something to learn from the central Middle Eastern countries’ 
practice of Islam? 
 
The Khartoum Seminar of 19791 
 

Into this situation arrived a major event that simultaneously exerted external (in-
ternational and Global North) pressure and mobilized internal (local, Global 
South) participants as well. The World Health Organization’s “Seminar on Tra-
ditional Practices affecting the Health of Women and Children,” attended by rep-
resentatives from numerous countries, was held in Khartoum on February 10-15, 
1979. The presentations on female circumcision and the printed report that began 
to circulate after the conference launched new policies and programs in Sudan, in 
the international organizations, and in other countries. The report (WHO, 1979) 
showed agreement among participants that FGC should end, and they looked to 
medical experience and multi-disciplinary research for ideas on ending it. The role 
of the medical profession and the health risks were foremost in their thinking, but 
there was significant interest in a broad approach as well. Due to the importance 
of this event in the history of international FGC efforts, it deserves attention here. 
As the following examples demonstrate, from the 1970s, there has been particular 

 
1 Also referred to as the “Khartoum Conference.” 
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attention paid to using health arguments to promote “eradication,” but that there 
has also been interest in and some research that contributed to the broader ap-
proaches that were developed later.  

Marie Basili Assaad, a senior research assistant from the American University 
in Cairo, representing UNICEF at the meeting, presented a document on “Female 
Circumcision in Egypt,” in which she made broad social and medical recommen-
dations for developing the process of change in Egypt and elsewhere. The report 
attributes to Assaad the recommendation that “Multi-disciplinary action-re-
search” should be undertaken by “psychologists, gynaecologists and social scien-
tists—men and women—with the purpose of defining what information will be 
persuasive to men and women in eradicating the practice.” She advocated further: 
“Health practitioners, social workers, nurses, family planning workers, feminists 
engaged in education and outreach programmes, and educated people in general” 
should form the first audience of instruction. “They should be informed about the 
practice, its extent, reasons for its perpetuation, and how traditional and erroneous 
beliefs of women on women's health and sexuality can be modified. It is important 
to engage this group first because of their prospective leadership role.” She called 
for “creative and imaginative” ways to convince the traditional birth attendants 
“to work with us and not against us.” Recognizing the traditional birth attendant’s 
“influential role as a traditional leader we need to exert special efforts to involve 
her in the new concerns, whether in relation to female circumcision or family plan-
ning. We must care for her as a person and guarantee for her other sources of 
livelihood and importance.” Assaad also recommended beginning right away with 
whatever knowledge they had, to experiment with educational programs in family 
planning centers and health services, to begin to evaluate different approaches 
(WHO, 1979, pp. 11-12). 

The “North/South” tension was also discussed, reflecting the colonial/polit-
ical aspects of the question of ending female circumcision. Dr. T.A. Baasher, 
WHO Regional Adviser on Mental Health, commented on the rebellions against 
colonial efforts to impose change in his paper on the “Psycho-Social Aspects of 
Female Circumcision.” According to the report, he “gave two examples from 
Kenya and Sudan in relation to politics and female circumcision, where the early 
efforts to abolish the practice were met with resistance from nationals who thought 
that the colonizers wanted to destroy the code of modesty and national solidarity 
when they interfere with such practices” (WHO, 1979, p. 17). 
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Another who included some perspectives on culture change was Dr. Gasim Badri. 
A member of the Badri family mentioned earlier, he later served for decades as 
President of Ahfad University. His presentation on “Opinions about Female Cir-
cumcision,” reported on a study of 60 Sudanese gynecologists, 24 midwives, and 
190 female college students, whom he asked about the attitudes each group held 
toward the practice, their experiences with complications, and their suggestions 
for “eradication,” if any. He found consensus among the gynaecologists that cir-
cumcision had bad physical and psychological complications, and only 10 percent 
of the midwives considered it a good practice. The female college students were 
also in support of change: “152 of the 190 female college students said that they 
will not circumcise their daughters. All of them said that they do not think their 
grand-daughters are going to be circumcised” (WHO, 1979, p.18). 

Dr. Asma Abdel Rahim El Dareer, of the Department of Community Medi-
cine at the Faculty of Medicine, University of Khartoum, presented a preliminary 
report on “A Study on Prevalence and Epidemiology of Female Circumcision in 
Sudan Today,” focused on the White Nile province, for which she was project 
director. (She later published a book on that research in 1983, entitled Woman, 
Why Do You Weep?) Described as “part of a broad study assisted by WHO, on fe-
male circumcision,” it was probably one of the first efforts to systematically deter-
mine prevalence, even if only for one region. She found very high levels of support 
for the practice in its most severe form: 84 percent were pharaonic, 4 percent in-
termediate, and only 1% sunna, and many of the non-circumcising people were of 
a West African-originating ethnic group. She found 81% approval by husbands, 
but 14% of the men considered it to be prohibited by religion. Her recommenda-
tion—perhaps based on the fact that 90 percent of her female interviewees were 
illiterate and of low socioeconomic class—was that, “Health education seems to 
be the most effective method to stop the practice” (WHO, 1979, p. 18.)  

Fran Hosken, who later popularized the term “female genital mutilation,” 
also presented at the Khartoum Seminar in her role as a WHO Temporary Ad-
viser. Her presentation “Female Circumcision in the World of Today: A Global 
Review,” offered a grand historical perspective on female circumcision, a theme 
she pursued over the years in her long-term publication of WIN News and her ar-
ticles and influential books (Hosken, 1978, 1979, 1980). The report of the confer-
ence states she claimed that: 
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[G]enital operations performed on female children, mostly at an age too young to be 
able to make any decisions on their own, have been concealed for more than 2,000 years. 
As a result, these practices have spread all over Africa and are now also practised in the 
modern sector [WHO, 1979, p. 9]. 

 
Further, Hosken is reported to have claimed that if female circumcision was prac-
tised elsewhere in the past it had died out and that there was “no present day 
clinical evidence that any form of genital operations are practised anywhere except 
in Africa and among the Moslem [sic] population of Malaysia and Indonesia, 
where the mildest form of circumcision is reported” (WHO, 1979, p. 9). Her 1978 
article in Tropical Doctor, her subsequent much-quoted books (1979, 1980), and her 
long-term periodical WIN News all used the terms “mutilation” and “FGM” with 
the goal of mobilizing international commitment to fighting against the practices.  

In summary, the 1979 Khartoum Seminar presentations show the consensus 
among health leaders of international organizations that female circumcision 
would require serious efforts to “eradicate” it, and that health arguments were 
central. Yet they recognized that there was a need for research on attitudes and 
social contexts, and even psychological impacts and sexual questions were raised, 
although such research was not yet well developed. One speaker (Hosken) even 
pointed out that the children were “too young to be able to make any decisions on 
their own,” anticipating the later shift to the human rights violation perspective. 
The Khartoum Seminar recognized the need for a multi-disciplinary approach to 
ending the practices, the need for research, and the need to begin trying programs 
for action. It is significant that UNICEF and WHO were then working together on 
thinking about how to approach the issue—a partnership that has not always been 
consistent on this issue.  

For the physicians of Sudan, the Khartoum Seminar of 1979 served as a turn-
ing point. Although many had used the harm reduction strategy of performing 
circumcisions in their hygienic offices in the past, they now took a stronger position 
to oppose female circumcision and passed a resolution in the Sudan Medical As-
sociation to stop performing circumcisions in their clinics. While it is unknown 
whether this professional association ban achieved widespread acceptance nation-
ally, having the medical community vote to take this position was significant for 
future discourse. These events and trends in the 1970s and 1980s reinforced the 
main argument against the FGC: that it should be abandoned because of medi-
cal/health risks. But it left open the door to future approaches. 
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Anthropology and female circumcision 
 

In 1980 and 1982 there were important publications by African medical and fem-
inist writers that began to be noticed internationally, such as Assaad’s article in 
Studies in Family Planning (1980), El Saadawi’s book The Hidden Face of Eve (1980a) 
and her article for Race and Class (1980b), El Dareer’s Woman, Why do you weep? 
(1982), and Abdalla’s Sisters in Affliction (1982). But during my encounter with fe-
male circumcision in my own ethnographic research in Sudan in the 1970s, I 
found that my own discipline had offered little guidance. Although anthropologists 
had produced a few earlier ethnographic accounts of female and male genital cir-
cumcision, the female practices received little attention. By the 1970s, several of 
us anthropologists were including female circumcision in our research in African 
contexts, and I presented a paper on the subject at the American Anthropological 
Association meetings my first year back in the U.S., which was later published 
(Gruenbaum, 1982a) in the Medical Anthropology Newsletter, a precursor to the Medical 
Anthropology Quarterly. The same year, Janice Boddy published her “Womb as Oa-
sis” article about Sudanese women’s spiritual and bodily practices (Boddy, 1982). 
My own research approached the topic through the lens of power relations—a 
feminist and cultural materialist approach—looking for the dynamic tensions in 
culture that offered both explanation and the potential for change. The key ques-
tions were about how female circumcision fit into the gender role system and com-
peting interests of men and women, young and old? I considered who benefitted 
from the practices, who was motivated to make changes and why. And I consid-
ered the conditions that appeared to be necessary for people to be able to—and 
want to—stop doing female circumcision of their daughters. 

At that time, the most pressing questions—the whys—lent themselves to qual-
itative, participant observation research by anthropologists, relying on families’ 
stories and direct observation to explain the cultural dynamics of values, decisions, 
and dilemmas. Quantitative survey research at the time focused on stated reasons 
or attitudes and attempted to develop rates, but ethnography investigated the sub-
tleties in how the practice fit with the gender system. How did female circumcision 
meet expectations for the good woman and the good girl, and what did families 
expect of mothers, wives, and daughters? How were gender roles affected by the 
concepts of honor, religious duties, the marriage and morality system, structures 
of patriarchy, female rites of passage and other rituals and their religious embed-
dedness; what were the intersections of gender, ethnicity, and class? Ethnography’s 
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depth, though, was usually limited by the pattern of single-village research and the 
risk of over-generalizing, so trying for a wider perspective was needed also, to un-
derstand how contrasting educational, political, economic, and religious contexts 
affect the practices. This required a commitment to understanding complexity, 
through comparative work with other ethnographers and with historians, experi-
enced doctors, educators, and quantitative researchers. Between then and now, 
many of us have engaged in trying to develop that more comparative, comprehen-
sive view, both for the Global South and for the South/North picture.  

As for Sudan in the 1970s—a diverse country of many languages, ethnicities, 
social class differences, and disruptive histories—the need for comparative work 
as well as deeper cultural insight was intense. Boddy’s work, also starting in the 
1970s, provided far deeper knowledge of a community—and later some of its 
members’ relocations—establishing a definitive perspective on how the en-
closedness of infibulations and the social patterns of women’s lives, endogamous 
marriage, health protections, and approved social reproduction were intermeshed 
culturally. Symbolic systems and aesthetic norms reinforced pharaonic circumci-
sion in ways that a simple message such as, “Don’t do it because it’s bad for your 
health,” could not address. Boddy’s holistic analysis showed circumcision’s role in 
achieving smoothness, enclosedness, modesty, and propriety, and how these fit 
with a culture that also valued modesty, endogamy, and protection. From her 
analysis of how pharaonic circumcision was so deeply embedded in culture, it 
seemed very clear that many other elements of culture—modesty rules and 
women’s roles, endogamous marriages, honor and shame—might stand in the 
way of people seeing change as acceptable. The very architecture of homes har-
monized with the ethic of enclosure and propriety (Boddy, 1982, 1989). 

My own research of the 1970s (and later) emphasized the diversity within the 
communities where I did research and also included urban social experiences and 
national perspectives in my thinking. I have been able to sample practices over 
time in original locations and broaden my experience to additional locations, ob-
serving tensions and variations that have been the focus of my publications over 
the years and my on-going interests. When I wrote The Female Circumcision Contro-
versy: An Anthropological Perspective (2001), I used my 1970s-1990s Sudan work and 
information from other sources to provide sufficient breadth, depth, and compar-
isons that readers would see how female circumcision made sense in its contexts 
and yet was also contested and changing. Since then, I have continued to return 
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to Sudan to extend that research, and have also been able to work with UNICEF 
and with other scholars to expand our more comprehensive perspectives.  

The “who benefits [from FGC]?” question seemed an important one, since 
any prospect of future change first needed to analyze the forces at work for conti-
nuity. This first required a critique of the oversimplified, “go to” explanations one 
often heard: “It’s patriarchy.” “Men want to prevent women from enjoying sex.” 
“Men want power over women.” And so on. But once the cultural and gender role 
complexities are better understood, the idea that all men benefit, or that only men 
want it to continue, is so obviously wrong. In the 1970s, however, there was almost 
no research on husbands, fathers, and younger men’s attitudes, expectations, or 
experiences, and few men had taken leadership on the issue. A few doctors and 
religious leaders expressed opposition, but the discourse continued to attribute to 
“men” full support for oppression of women. The benefits men may have experi-
enced were not necessarily sufficient to serve as a motivation. Did they benefit 
from more enjoyment of sex, due to constricted vaginal orifices? Sexuality research 
might have validated the suggestions to that effect that emerged in ethnographic 
conversations—that men enjoyed sex more when women had tight vaginas result-
ing from infibulation.1 But it seemed doubtful that this would lead them as a gen-
der group to insist on continuing the practice, particularly if they understood the 
pain and risks for girls. How much was this “benefit” worth? But in my ethno-
graphic research I encountered both men and women who thought FGC en-
hanced sexual pleasure and those who found it did not. Senior women and men 
alike promoted FGC, and although men had more power and authority in families 
and in society and ultimately might be more in control of the situation, individual 
men were not.  

The rural midwives of Sudan who performed the circumcisions—both the 
traditional birth attendants and those trained at midwifery schools—while appre-
ciated in their communities, did not benefit much economically from their work. 
The medical establishment seemed to be content to have them attend to the child-
births and circumcisions of rural and poor women in exchange for payment in 

 
1 Sara Johnsdotter discussed this issue in her book based on interviews with Somalis in exile in Sweden (2002). Somali 
women told her that they believed Somali men preferred the tight vaginal opening resulting from pharaonic circumci-
sion, but they also reflected that the source of that idea may have been other women, not men. Thus it’s possible the 
idea “may emanate from the female sphere”—one woman said to her, “Maybe we just interpret … and believe that if 
you are tight he will never leave you” (p. 148). 
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kind—gifts of soap, meat from a feast, perfume—or the small cash payments vol-
untarily offered. The suggestion that they might deserve a Ministry of Health sti-
pend—which might have provided them with a role in an agenda of change—was 
brusquely dismissed at a Khartoum Faculty of Medicine workshop I attended in 
the 1970s.  

From anthropological research, I and others concluded that it was usually the 
families who were seen to benefit from female circumcision. When social norms 
require girls’ circumcisions as protection of family honor and the marriageability 
of daughters and sons, the motivations to preserve the practice come from every-
one in the family. Further, the possibility of women achieving respect, status, and 
security in old age was tied to their marriageability, establishing families, and hav-
ing children: women needed roles as wives and mothers, so what was expected in 
the marriage market (virginity and circumcision) mattered, and would be as read-
ily enforced by mothers and grandmothers as by the men. And since women’s 
honorable behavior and reputations played a key role in maintaining family rep-
utations and building security and respect, the assumed taming of sexuality by 
cutting girls was valued. The entire family benefitted from women meeting the 
societal expectations for propriety, morality, and circumcision status. This left little 
room to challenge the symbolic system that upheld and guaranteed access to those 
futures.  

Another question I asked in the 1970s was, why had this practice become 
such a focus of attention in the late 1970s? In my thinking “Then,” the growing 
intensity of the Global North’s denunciations of this Sudanese cultural practice 
struck me as a smokescreen, or distraction, from the situations of poverty and the 
difficult conditions of underdevelopment Sudan was then facing. That did not 
mean that FGC did not need attention. But rather, seeing how it was embedded 
in socioeconomic realities of women, and seeing how rural lifeways were being 
altered and often undermined while inequality was growing and large groups of 
people were experiencing suffering and neglect, led me to ask how all of those 
problems might be better addressed holistically. It did not make sense that Suda-
nese women’s rights organizations benefitted most from the grants and support of 
international donors only if they focused on opposing FGM and VAW. 

In this period, I hoped that researchers would focus on understanding the 
conditions needed for change. Could public health policies have a broader focus 
on well-being, rather than focusing narrowly on diseases or problematic practices? 
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How might economic conditions be improved and more education provided so 
that people themselves could make good choices, send their children to school, 
and improve their lives? For families to decide to take a risk with the marriagea-
bility of their daughters, by not circumcising them, would require the existence of 
alternatives. It was a time when only about 10% of the students at the university 
were female, because there were so few schools for girls and because even those 
girls who were in school were so often being married off before they could finish 
the 6th grade. Even if they stayed in school, there were very few junior secondary 
schools for girls and they usually required a family to have the means or connec-
tions to send her away to live with relatives in another town, which was not easy, 
or to live in a boarding situation away from the family, which was considered an 
honor risk. Those girls who were fortunate enough to have family support for 
higher secondary education might become more employable, but still, there was 
the expectation that marriage and children had priority, and not all families were 
supportive of further education. Employment had obstacles as well, though pro-
fessionally trained women were employed in many situations. Improving the po-
sition of women, especially by providing more opportunities for the education of 
girls and employment of women, would certainly make it possible for some fami-
lies to take the risk of not circumcising. In looking at the conditions for change, 
my perspective found that women’s options—for education, employment, or so-
cial alternatives to early marriage and being a mother to large numbers of children 
–would need to change in order for families to take the risk of not circumcising, 
focusing on how change of this practice would need to be embedded in other 
changes of women’s and girls’ social situations.  
 
Accelerating activism in the 1980s and 1990s—human rights, laws, and migration 
 

Global attention to FGC accelerated in the 1980s and 1990s with academic pub-
lications (e.g., Boddy, 1982, 1989; El Dareer, 1982; Gruenbaum, 1982; Toubia, 
1985), popular media exposure (a powerful excerpt from El Saadawi’s (1980b) au-
tobiography appeared in Ms. Magazine ca. 1982), calls for action (Toubia, 1993), 
and international organizations’ follow-ups to the Khartoum Seminar. In the 
Global South, the multi-country IAC (the Inter-African Committee on Traditional 
Practices Affecting the Health of Women and Children) was formed in 1984 with 
committees in each of the African countries known for practicing FGC, including 
the Sudan National Committee on [Harmful] Traditional Practices. The IAC 
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used discussion-based methods and health education lectures with plastic models, 
as well as developing horrifying posters and publications with stories to shock peo-
ple into seeing how harmful the practices could be. At Ahfad University in Sudan, 
the Babikr Badri Scientific Association for Women Studies was formed in the early 
1980s, developing an anti- FGC agenda that used students and community activ-
ists to spread the word using posters, publications, and community service.  

Organizations were still fairly small initiatives that struggled for funding and 
effectiveness. They were nevertheless very important for their engagement with 
the global awareness then escalating in the Global North about the practices and 
putting international pressure on UN organizations and giving South legitimacy 
to movements opposing FGC. The developing NGOs began to find sponsorships 
from embassies and international organizations that allowed local activists to 
travel and interact with activists elsewhere, refining their goals and strategies and 
learning how to attract funds to do their work. Some of the responses were more 
punitive and escalated the rhetoric. Hosken urged the wealthy countries to cut off 
aid and development assistance to any country that did not promptly ban the prac-
tices. Both international and local groups began to push for more effective laws. 
The term “eradicate,” which had been used by some of the speakers at the Khar-
toum Seminar, was widely embraced, thereafter, making FGM into a disease to be 
attacked, rather than a social practice to be altered. The term “female circumci-
sion” came to be disparaged as apologetic, as if it were suggesting FGC is no more 
serious than male “circumcision,”1 which many people considered benign; and 
female genital “mutilation” became the firmly established term.2 And yet, the 
Egyptian physician/feminist Nawal El Saadawi warned Global North feminists 
that they should cede leadership to those whose culture it was, who would under-
stand the process of change better, and avoid the “‘them’ helping ‘us’” arrogance 
that she had observed (1980b). 

In short, in the Global North, the attention to female circumcision and FGM 
was heavily targeted toward the Global South. In the North, it was rare enough 

 
1 In the United States prior to the 1970s, male circumcision was a fairly common practice, such that doctors sometimes 
neglected to even ask parents for permission before it was done to their newborns. It was thought of by popular opinion 
and medical opinion alike as prudent for preventing infections, adhesions, and accumulation of odor-causing smegma 
under the foreskin, and as conveying other sorts of health benefits. Historically, there were many other reasons, including 
religious, cultural conformity, mistaken ideas about prevention of masturbation, etc. But in any case, it had become so 
well established as to be almost universal, unlike the situation of previous generations in the U.S. or the patterns in 
Europe, where more boys were left uncircumcised.  
2 The term “Male Genital Mutilation,” or MGM, did not come into use until much later. 
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for people to know of the existence of such practices, but if they did, it was about 
the “them” of the South, unaware of the little-known FGC practices of the past in 
the North. As awareness spread about immigrant populations from the South who 
were living with circumcision in the Global North, concern rapidly developed 
from how to care for them in medical settings to how to prevent them from con-
tinuing the practices in their new homelands. 

In the early 1990s, in the run-up to the Fourth World Conference on Women 
in Beijing, workshops were held in many countries, including Sudan, to generate 
opinion on the development of the Platform for Action. When I, along with fellow 
U.S. anthropologist of Sudan, Sondra Hale, attended the NGO Forum at the 
Fourth World Conference on Women in Beijing in 1995, we found that interest 
in FGC was high, with scores of panels focusing on “Female Genital Mutilation.” 
Dozens of Sudanese women were there, too, although their agendas were broader: 
they hoped to address the civil war and political and economic situations facing 
women in the country, too. But they also were clear that the time had come to 
address FGC, and the Platform for Action that was under debate called on signa-
tories to end “harmful traditional practices.” Sudanese women were well repre-
sented in the program for women’s rights and anti-FGM work, and there were also 
some apologists for the Islamic regime that had come to power in 1989, who 
praised women’s roles in the militias of the civil war then in full force, intimidating 
the Sudanese dissidents in attendance. In addition, there were Sudanese contin-
gents from leftist parties, Ahfad-based organizations, and southern groups, the lat-
ter focusing on issues of the civil war with the government and the Southern Peo-
ple’s Liberation Movement/Army. The feminist Global North now had FGM 
clearly in its sights, and the countries of the Global South, despite their many other 
concerns, saw that they could use this attention to mobilize resources. 

As a strategy for ending FGC, the health awareness approach was slow, but 
the global discourse was in a hurry. After all, the Beijing Conference was not the 
first Conference on Women to bring up the topic—there had been harsh words in 
Nairobi in 1985 as the attendees reviewed the failures of meeting the goals of the 
first WCW in 1975. In 1985, Fran Hosken had reportedly made blistering attacks 
on female genital mutilation practices and the lack of progress in stopping them, 
and there was a Global South backlash when African women, defended their right 
to decide about their own cultures. Nevertheless, the 1985 conference debates 
were followed by the U.N. CEDAW Committee’s “General Recommendation 
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Number 14: Female Circumcision” in 1990 that called upon the CEDAW coun-
tries to “take appropriate and effective measures with a view to eradicating the 
practice of female circumcision” (UN CEDAW, 1990). This was followed in 1993 
by the U.N.’s Declaration on the Elimination of Violence Against Women, in 
which “female genital mutilation” was listed among the types of “physical, sexual, 
and psychological violence occurring in the family” that needed to be eliminated. 
U.N. Secretary-General Boutros Boutros-Ghali commented then that the struggle 
for women’s rights was essential and that “the cause of women is the cause of all 
humanity” (1993). Then, in 1995 at the Beijing Conference, we heard Hillary 
Clinton echo the important feminist movement view that “Human rights are 
women’s rights, and women’s rights are human rights.”  

Already in the run-up to the 1995 conference, the idea of a “right to bodily 
integrity” had been shaping, and in 1994 in the U.S., Nahid Toubia and a group 
of African immigrants founded the Research Action and Information Network for 
the Bodily Integrity of Women (RAINBO). The Beijing Conference pushed hu-
man rights to center stage, calling for clearer human rights agreements to be rati-
fied by member states and pushing for specific laws to ban all forms of violence 
against women. UNICEF adopted FGM elimination as a major goal of the “Child 
Protection” mission in affected countries and embraced the use of human rights 
arguments as a major tactic. To observers, it seemed that the “human rights” ar-
gument was supplanting the too-slow “health risks” argument, in hopes that it 
would be more persuasive to governments and policy makers.  
 
After 2000 to “Now”: Sudan and the Global South 
 

En route to Sudan for research in 2004, I stopped to see Nahid Toubia in London 
at the RAINBO offices. Her team of well-educated young women from several 
African countries were using creative tools of global influence—magazines, on-
line resources, organizing cultural events, training programs—from a Global 
North hub, to a broad feminist agenda with a solid human rights foundation. Na-
hid Toubia is a formidable leader and her organization attracted much support 
and attention, as well as visitors including me and Aud Talle, the Norwegian an-
thropologist who dropped by one day while I was there. To assist with my re-
search, Nahid provided a list of contacts in Khartoum who were members of a 
Network of organizations against FGM. She also gave me a challenge: to find bet-
ter social sciences theories to guide social change. Indeed, understanding how 
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change happens and how to influence it is vital for the future of our work in FGC, 
and increasingly projects must specify their “Theory of Change.” Since then, my 
research has largely focused on activism, large organizations’ policies, prevention 
strategies, and the process of change. I was several times affiliated with Ahfad Uni-
versity to offer workshops or short courses, and I participated in multi-country 
projects, including five weeks of research in Sierra Leone and a multi-country eval-
uation project. 

In Sudan in 2004, I found the organizations working against FGC had 
adopted the framework of Violence Against Women and used human rights argu-
ments, both of which helped them garner support from the international funders 
for whom they were competing (Gruenbaum, 2005, 2011). During that year, I not 
only revisited my two long-term rural research sites, but I also interviewed activ-
ists, worked with Women Gender and Development students at Ahfad University, 
conducted a project with PLAN Sudan, and carried out research for UNICEF Su-
dan on a project in four rural communities.  

UNICEF was strongly committed to using the human rights approach, and 
the rural research enabled me to see how this worked in practice. In one commu-
nity in western Kordofan, a Sudanese NGO contracted by UNICEF offered a class 
for girls and women to learn about CEDAW and develop literacy and other skills. 
UNICEF’s commitment to the human rights perspective for child protection could 
not be effective if people did not have the same understanding of rights as does the 
international community, so that became part of their outreach programs that we 
were going to observe. The enthusiastic recitations of memorized clauses were an 
amazing example of the power of rote learning! Whether they would be able to 
utilize the CEDAW principles was another matter, but still, it was an encouraging 
example that reminded me of something I had seen at the Beijing women’s con-
ference. There, Nepali activists had demonstrated their successful song strategy 
for spreading awareness among girls and women of their rights to education, etc. 
I had also recently read about the Arabic rhyming couplets that anthropologist 
Lila Abu-Lughod’s Egyptian Bedouin research participants used in their dealings 
with life, and that summer on Sudanese TV, an Islamist group had aired ads to 
promote prayer that used appealing images and rhyming couplets. Such messages 
were not only memorable—allowing them to be spread easily as they were sung 
or told—but they had the potential to provoke responses and interaction, opening 
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up the ideas to be reinforced by or discussed among peers within the cultural con-
text.  

After the fieldwork, I discussed the idea of using social marketing to work 
against FGC with anthropologist Samira Amin Ahmed from the Child Protection 
Unit in UNICEF Sudan, who had worked with me to develop the research plan 
that summer. We discussed how we might use the youthful energy of the Sudanese 
rote recitation learning styles, paired with culturally-rooted Arabic literary forms 
such as rhyming couplets, to make self-perpetuating human rights messages. 
Could children’s games be a source of inspiration and their energy a force for 
change? Could girls’ school achievements be celebrated in place of circumcisions? 
Could the bright colors in my photos of women’s groups be useful in imagery for 
a social marketing campaign?  

In the early 2000’s, as was the case for decades, many of the social change 
messages and posters relied on scaring people, or telling horror stories of what girls 
and women suffered from their circumcisions. They spoke of pain and suffering, 
“harmful traditional practices” and “eradication” and “mutilation.” I knew, how-
ever, that for many women, the pain of an initial circumcision experience was 
either forgotten or accepted, post-birth reinfibulation was desired, and they went 
on with their lives, enjoying love, sex, and children. As a result, the horror stories 
did not ring true. Positive, inspiring messages and images might do more to con-
vince families who were considering abandoning circumcision to actually take the 
risk than shaming them for wanting to follow a tradition they thought honorable 
and beautiful. 

In our UNICEF report Samira and I recommended using positive imagery 
and “success stories” of families who abandoned FGC rather than horror stories 
and posters depicting scary midwives, bleeding, and dire consequences of cutting. 
Together with the human rights theme, positive messages could offer a value sys-
tem that could support change without denouncing culture or religion or vilifying 
midwives and grandmothers. Since the practices required community support to 
embolden change, we advocated developing social marketing messages that could 
be delivered more widely and could offer a new norm and provoke the discussions 
needed for social change. 

The recommendations we put forward in the report were encouraged within 
the UNICEF Sudan office, and, two years later (in 2006), Samira convened a 
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group of religious leaders, artists, poets, journalists, activists, and others in Khar-
toum, to critique the existing posters, images, and language used for FGM/C work. 
Because the existing terms for uncircumcised girls all had negative connotations 
(e.g., not purified, uncircumcised, ghalfa (roughly, “slut”), etc.) the group selected 
a new term for the uncircumcised state—saleema—an Arabic word for healthy and 
whole that could be used as a noun, adjective, or name. 

Subsequently, Samira worked with communications and media experts to 
build a positive-message program against cutting girls. The project uses TV ads, 
billboards, a song on a video, a colorful fabric pattern, and a host of celebrities 
and religious leaders who have become “Saleema Ambassadors” and advocate for 
not cutting girls. And yes, a rhyming couplet was part of it. “Every girl is born 
Saleema, Let her grow up saleema.”  

During my research in 2015 and 2016, I found that the language of 
“saleema” as a positive and pleasant term for an uncircumcised girl had spread. 
In 2015, I attended a folkloric performance in Omdurman, Sudan, where a male 
and female traditional singing group from the Kordofan area performed an orig-
inal song that used the heavy rhythms, rhyming, and repeated verses characteristic 
of that region. This style offered a great way to let people learn it for use as a self-
perpetuating cultural form—and for visiting anthropologists to write it down! The 
lyrics were striking evidence of internal dialogue, suggesting the saleema discus-
sions were leading to ownership of abandonment of the practices, not because the 
Khawajat [white people, foreigners] pushed it:1 
 

Healthy, O Saleema, because you give birth to Saleema, 
Listen to what the people say, leave the old customs, 
It’s not sunna [i.e., expected by Islam]; it’s not our culture. That’s the truth. 
It’s not because the White People said it … 
Healthy, O Saleema [my translation] 

 

Multiple groups have picked up the saleema design and images—which UNICEF 
made freely available with design and color standards—and the project was being 

 
1 Salmah ya Saleema, Ashan teldi al Saleema  
Asma kalam al nas, Khali al adil gadeema. 
La Sunna, La adatna, Da kalam hagiga, 
Ma ashan galu Khawajat …. 
Salmah ya Saleema 
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ramped up since 2016 to expand to each of the states, utilizing community dia-
logues based on the saleema messages. Also amazing to me during my 2015 and 
2016 visits to the Gezira community where I had worked in the 1970s, was the 
fact that the term “saleema” had been adopted for uncircumcised girls and 
women, even though the activities of the “Saleema Initiative” had not been carried 
out there. This was the hoped-for cultural spread of language and ideas.  

Even more exciting was my interview with the trained midwife Besaina in the 
same Gezira community. Over the course of her long career, which I was able to 
witness at intervals from 1977 to 2017, she first moved from enthusiastic advocate 
of infibulation, to serious contemplation of the religious issues, to an intention to 
change to the “sunna” form when her clients would accept that. By the early 2000s 
her practice of FGC had indeed changed to clitoridectomy without infibulation, 
which had become the general pattern for the community. But as she continued 
to learn more through public information and Ministry of Health workshops (dur-
ing the same period as the community started viewing saleema as a positive idea), 
she eventually decided to stop doing them completely, and took the oath that the 
Ministry was asking midwives to take, never to do FGM of any sort again. The 
families holding out against the abandonment trend resorted to bringing in a dif-
ferent midwife under cover of darkness to do the last few girls in 2011, but when 
the medical assistant at the clinic found out, he threatened to report her to the 
Ministry of Health if she ever came back. Since then, the community has not had 
any further circumcisions of girls and people seem quite supportive of abandon-
ment. Two of the girls who were part of that last group to be circumcised told me 
that they did not blame their mothers for following the old ways, but that they 
would never circumcise their own future daughters.  

The Global South contexts are so varied, that the experience of Sudan or any 
other country cannot be exactly replicated. Concerned international organiza-
tions, especially UNICEF, WHO, and UNFPA, have replicated ideas from one 
place to another and promoted training and discussions among change leaders 
from various countries. Organizations have developed theories of change, pub-
lished “what works” comparative studies, and sometimes copied techniques—such 
as TOSTAN’s public declarations—in situations where they do not work as effec-
tively. Of great value has been the expansion of data gathering and publishing 
MICS and DHS results on FGC, which has begun to enable useful comparisons 
by country, region, ethnicity, and other variables over time. Evaluation research 
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on effectiveness of FGC behavior change projects and programs is taking place in 
many countries. Today, it is recognized that both the human rights arguments and 
the health education approaches are useful and should be offered together, along 
with methods that are tailored for the sociocultural context. In some places there 
must be engagement with religious leaders, in others alternative rituals might be 
appropriate. In some countries, the opposition from women’s organizations could 
be strong, while in others, women’s rights organizations may be taking the lead. 
Laws are not uniformly useful, but could be a tool. In some countries, safe houses 
have been tried for girls to run away from cutting, while in other places that would 
be shameful. In short, change efforts are becoming more sophisticated and coun-
tries are taking ownership. All have at their core a challenge to cultural/traditional 
values and norms of behavior as it has been—requiring a shift in norms, a change 
in social conventions, a reinterpretation of doctrines, a rethinking of identity, and 
all of this embedded in community and family as well as larger bodies of ethnic 
group, region, nation, sect, and faith tradition. A key element is to bridge from the 
valued norms to the new ones without a complete rift, mobilizing support or neu-
tralizing disapproval of new choices. Messages based on enduring values but that 
take advantage of tensions in society and allow conversation on the areas of ten-
sion, are the most ethically sound and potentially effective. People must be able to 
so envision adopting new or modified social norms knowing that others are sup-
porting the change. 

Rapid change and “zero tolerance for FGM” approaches risk being perceived 
as externally motivated and condemnatory. It is difficult for activists and change 
agents in the Global South when they are labeled as “Western” or “un-Islamic.” 
The Global North has been heavily implicated in the movement to end FGC, as 
the line of the song above shows, and Global South leadership on strategies is vital.  

 
“Now” 
 

In the 1970s, my Sudanese academic friends were convinced female circumcision 
would die out of its own accord (Gruenbaum, 1982a). The Global North’s atten-
tion to it, it seemed, was a distraction from the more pressing social injustices that 
with which Sudan and other African countries were contending. They faced colo-
nial and neo-colonial plunder, resource extractions, exploitation of labor, debt, 
and other injustices that were holding back development. The people I inter-
viewed in my fieldwork had a long agenda for improving their lives—clean water, 
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schools, employment opportunities, clinics—and ending FGC was not the most 
urgent concern. So why has FGC been so high on the list of problems when the 
Global North looked at African countries? Were they throwing up a distracting 
smokescreen, blaming the problems of “Third World” poverty on “backward cul-
tures” and “harmful traditions” rather than the political economic realities?  

The potential for misuse of the issue persists today, as the “female circumci-
sion controversy” and the smokescreen (Gruenbaum, 2015) take new forms and 
extend to the Global North with increased immigration. At base, anti-immigration 
attitudes are fueled by racism and other struggles receiving countries face in trying 
to understand why the middle-class dream is elusive. When anti-immigrant senti-
ments are encouraged by right-wing political groups, the specter of “FGM” is often 
raised, and false rumors are easily spread about “circumcisers being flown in to 
hold circumcision parties” or suggesting that FGM is frequent, even when there is 
no evidence (Public Policy Advisory Network, 2012). In a swirl of anti-immigrant 
hysteria in the U.S. state of Georgia, for example, an Ethiopian father was con-
victed of circumcising his daughter on flimsy evidence and under accusations from 
his estranged South African wife (Steffen, 2011). The U.S. government denied vi-
sas to witnesses who could have attested that his family no longer practiced FGC. 
(He served 10 years in prison and then was deported to Ethiopia.)  

On the other hand, we also see immigrants able to utilize fear of FGM in their 
home countries to gain individual asylum in the Global North. As such cases have 
become more frequent, receiving countries are becoming skeptical, questioning 
the legitimacy of asylum seekers’ claims. In 2016, recognizing that better guide-
lines were needed, the European Asylum Support Organization met in Malta to 
consider how to develop such guidelines on the claims of asylum-seekers from var-
ious countries and regions. In short, there is a growing need for those of us with 
FGC expertise to engage in the global dialogues, not merely to contribute to end-
ing the practices, but also to work to prevent the injustices and international hys-
teria that is turning “FGM” into a tool of fear or hatred or misplaced pity toward 
Africans and Muslims.  

Even when anti-FGM work is pursued in a benign way, the misunderstand-
ings in the “mutilation” discourse contribute to harmful effects. We hear about 
immigrant girls suffering psychological damage in Europe as they are told their 
bodies are mutilated and their futures are dismal, as when they hear, “You will 
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never be able to enjoy sex,” or “You’ll never have an Italian boyfriend,” as Lucre-
zia Catania’s clients have reported. This can lead young women to fear intimacy 
or seek surgeries to create the appearance of a clitoris when in fact they may need 
only information or counseling to realize their sexuality, as Jasmine Abdulcadir 
has discussed. In the Global North, enforcement of anti-FGM laws “to keep girls 
safe” has at times resulted in family separations, examination of girls’ genitals with-
out parental knowledge, and denial of freedom to travel. In Michigan, practition-
ers of the minimal Dawoodi Bohra pricking were arrested, separated from their 
families, and required to pay high bail before their trials, in a case that was even-
tually thrown out. In Australia, two Dawoodi Bohra men were sentenced to prison 
for their roles and two women to house arrest.  

In light of these cases, it is ironic that Global North physicians in several 
countries are building lucrative cosmetic genital surgery careers, removing labia 
tissue and sculpting designer vulvas for middle class women seeking a “Barbie” or 
a “clean slit” aesthetic (Boddy, 2016; MacDougall, 2013). European, North Amer-
ican, Australian, Brazilian and many other middle class women are the main cli-
ents who are seeking to have their genitalia surgically modified to suit their aes-
thetic tastes. The concept of “designer vaginas” (Ahmadu, 2007) includes things 
like labiaplasty (to make labia minora less visible and reduce the normal protrusion 
of tissue now given unsavory label “camel toe”), mound sculpting, and other en-
hancements. They can view “before and after” photos on clinic websites, read 
about patients’ experiences, listen to doctors’ descriptions of satisfied patients’ ex-
periences, and compare with pornographic photos. MacDougall’s research found 
clients are seeking to inscribe on their bodies a new cultural ideal they have come 
to believe is beautiful, normal, and attractive to sexual partners (2013). These ma-
jor procedures are legal, while the prepuce prick is not.  

It seems illogical to permit and facilitate such major changes to the genitalia, 
while at the same time prohibiting African immigrant women from having their 
infibulations repaired after childbirth, as is illegal in some countries. In the Global 
North, it is reported that girls under the age of eighteen are getting genital cosmetic 
surgeries, yet any African genital cutting to girls under eighteen is considered a 
serious crime. The idea seems to be that for Western (white, middle class?) women 
and girls, it is their choice; for African women and girls, it must be that they are 
victims. Janice Boddy calls this “the hypocritical narrative of African barbarity 
that persists in the righteous West” (2016, p. 64). It is surely time to challenge the 

51



 

 
52 
 

focus on ills of the Global South and turn attention to the ethnocentric and dis-
criminatory practices of the Global North, where preoccupation with its “civilizing 
mission” has made us blind to the double standard of genital cutting practices. 
White women’s genital cosmetic surgeries would not be so popular were it not for 
the efforts to undermine women’s and girls’ body self-image to create demand for 
beauty products and surgeries to alter genitalia. Surely this is as much about the 
power of societal norms to command conformity as are “African traditional puri-
fication” practices.  

Anthropologists have long discouraged viewing “culture” in a reified way as 
something that does not change, pointing instead to its dynamism, its contested 
and contingent character. The “harmful cultural practices” discourse often echoes 
the “civilizing mission” one of colonial politics of the past centuries, awaiting in-
ternational saviors. Henrietta L. Moore points out that 

 
… the West’s ongoing effort to present itself as having transcended culture has long been 
recognized as the absent core of liberal politics. Claims to transcendence being little more 
than claims for the universality of a particular set of historical specificities. The West, it 
turns out, has culture just like everyone else. What falls out from this critique … is that 
culture is never simply culture, it is also always politics [2007, p. 311]. 

 
I encourage us to turn our attention to how we can enhance this dynamism in 
culture, and let our research go toward being helpful. For example, scholars in the 
Global North who work with immigrant populations know well that immigrants 
from circumcising countries have struggled to find appropriate health care for 
their altered genitalia. Global North governments have legislated against cutting, 
and evidently most immigrants have successfully adopted the new social conven-
tion in their adopted lands within a few years of migration, not only because of 
laws, but also because of an opportunity to shift to a new norm (e.g., Wahlberg, 
2017). 

I count myself among those who are working toward abandonment of all 
forms of child genital cutting as unnecessary, yet I recognize a range of priorities—
some forms are more harmful than others and some situations are more open to 
change than others. Also, I believe that pushing for “zero tolerance” to “all forms” 
(including pricking and labia stretching) in all contexts is not likely to succeed in 
the short term. There are those, such as anthropologist Fuambai Ahmadu, who 
calmly defend the right of Sierra Leonean women to practice the Bondo secret 
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society initiation ritual that includes genital cutting—with appropriate precautions 
for hygiene and consent—based on the rite’s important role in women’s identity 
and the right of women to make decisions about their culture. Similarly, observant 
Jews consider boys’ brit milah to be a religious rite that they should be allowed to 
continue freely.  

In my own short-term research in Sierra Leone (with UNICEF research as-
sistants) in 2007-08, it was evident that the Bondo initiation practices were strongly 
supported and unlikely to change anytime soon. We met numerous health provid-
ers who either avoided stating opinions on “women’s business” or were accepting 
of the fact that it took place, even providing tetanus injections and hygienic surgi-
cal equipment to help reduce risk to the girls, thereby providing harm reduction. 
Not all ethnic groups practiced Bondo, but people from many different faiths (Is-
lam, Catholic Christianity, etc.) were members of Bondo or men’s Poro. And yet, 
change is slowly happening due to the work of activists, including initiated no-
longer-involved Bondo members and also members of Evangelical and Pentecos-
tal Churches. 

If unconsenting young girls can be protected from abduction and forced ini-
tiation and if cutting can be made safer and minimal, it is difficult to argue that 
this is any worse than the widely accepted practices on boys.1 Similarly, in the case 
of the Dawoodi Bohra, their understanding of their religious faith requires both 
boys and girls to receive genital cutting—a foreskin circumcision for boys and a 
prepuce nick for girls. If the children assent, can religious freedom and cultural 
self-determination be extended to these situations? Or must the “zero tolerance” 
approach be enforced for girls, but not for boys?2 And if a whole generation of 
Somali immigrants—whose parents demanded infibulations a generation ago –
decides that a prick is enough once they have moved to Sweden (Wahlberg, 2017), 
shouldn’t we see that as progress, likely on the way to future complete abandon-
ment? Proposals in the Global North to promote a pricking alternative have been 
harshly attacked—and prevented from being tried—in Seattle, Washington, and 
Florence, Italy, and elsewhere—so we don’t have evidence of its long-term conse-
quences.  

 
 

1 It is also ironic that Male Genital Cutting is ordinarily tolerated in law and discourse, despite sometimes quite serious 
damage (The Brussels Collaboration on Bodily Integrity, 2019). 
2 The questions of age and consent are sticking points for both female prepuce-pricking and infant male prepuce removal. 
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What is next? 
 

Social scientists are continuing to make key contributions to the movements for 
ending female genital cutting. UNICEF and other organizations adopted our per-
spective that the practices are inherently dependent on culture, social norms, and 
behavioral expectations that are reinforced by the society and community. Organ-
izations now engage with community dynamics to challenge old norms and em-
bolden families to accept new patterns, in addition to offering medical advice, 
laws, or even human rights education.1 Instead, educational outreach on health 
issues, facilitating religious leaders’ discussions, group discussions and decision-
making, pledges to enable others to trust that their children will find marital part-
ners if they join the change, alternate rituals, and well-publicized public declara-
tions (as Tostan in Senegal has long utilized) are all used to gain traction. Eventu-
ally, these are expected to result in a situation where the changing norms are so 
wide-spread that there is momentum for change in practice. This theory of change 
via norm shifts posits that eventually there will be a dramatic behavioral shift when 
the new norm is widely accepted and those following the old norm find themselves 
in the minority. This is the theorized Tipping Point, when change is rapid and 
irreversible. 

This “tipping point” idea, like global warming and melting polar ice caps, 
posits accelerating change that becomes irreversible. If we take recent statistics on 
changes in female genital cutting prevalence rates by age group in the countries 
reported in MICS and DHS studies (see UNICEF, 2013), a comparison of preva-
lence of FGM/C reported for girls aged 15 to 19 compared with women aged 45-
49 can be used as a rough assessment of how practices have changed in the past 
30 years. UNICEF found that the practices are becoming less common in more 
than half of the 29 countries reported in Female Genital Mutilation/Cutting: A statistical 
overview and exploration of the dynamics of change (2013) and noted, “The decline is par-
ticularly striking in some moderately low to very low prevalence countries.” In 
other words, where the rates are already low (such as Kenya), abandonment seems 
to gather momentum. In contrast, countries with high rates (such as Egypt and 
Sudan) show slower rates of change. This theory of change still leaves unanswered 
the question of how to mobilize individuals to abandon FGC at high enough rates 

 
1 Susan Chebet, a Kenyan anthropologist and public figure actively involved in promoting abandonment of cutting while 
still preserving respect for Kalenjin cultural values and rites of passage, once said to me that there is such a thing as 
overemphasizing one message. Some of her community said, “We are tired of hearing about human rights.”  
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to achieve a tipping point. But organizations (UNICEF, UNFPA, and WHO) and 
publications (Innocenti Insight) have worked hard to share best practices and new 
ideas, hoping that the “tipping point” for FGM/C will be achieved soon, with 
rapid, widespread abandonment of all forms of FGM/C (e.g., UNICEF, 2010). No 
doubt some practices will not entirely disappear—perhaps the defenders of Bondo 
or Dawoodi Bohra pricking will find ways to adapt to their legal environments—
but wherever cultures can embrace the change in a positive way, it may be able to 
quickly fade. 

Many different approaches are needed, simultaneously, serially, and vari-
ously in different contexts. Strategies and messages should be deployed at the right 
time in the appropriate context. There is no “one-size-fits-all.” Because there are 
so many players and contexts in every situation—from aging grandmas to snap-
chatting schoolgirls, from politicians guarding Islamist reputations to academic 
feminists, from rural isolation to urban cosmopolitan life—strategic deployment 
of different methods is warranted.  

Perhaps it sounds like a crazy assertion to pursue many avenues that have 
been tried before, when you consider that the prevalence rate for Sudan has barely 
budged in the last few decades (still 88% on the UNICEF 2013 map, 87% for 
2016). But regional/ethnic/urban variation in all of the countries underscores the 
need to better understand the tensions that drive the process of change, to make 
sense of the acceptance and resistance. It is well understood among leaders and 
organizations working on the issue that an integrated strategy is needed to address 
the social complexity of changing norms and practices around FGM/C, because 
it is very risky and difficult for individual families to abandon the practices. As the 
Joint Programme of UNICEF/UNFPA has phrased it, “the social cost of not con-
forming is higher for the individual and possibly also for his/her family than the 
perceived harm. It is necessary to collectively coordinate the change of a social 
norm within the appropriate social network(s)” (personal notes, EASO presenta-
tion, 2016). 

This calls for pairing of the best quantitative and big data measures with the 
most fine-grained, organic ethnography. Making sense of the complexity of the 
processes involved in changes—such as the fact that there needs to be coordination 
of change in complex social groups, affecting families, honor, and marriageability, 
and that there are elusive processes of religious re-interpretation among various 
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sects—means that we cannot make straightforward prescriptions. Nor can we nec-
essarily identify specific effects of specific interventions, since combinations of fac-
tors apparently work together to result in change. 

Lasting change can take a long time, but some changes also can happen rap-
idly when the conditions are ripe. We are now in the midst of dramatic change of 
FGC globally, fueled by a combination of educational efforts, creative approaches 
to activism and programs, expansion of communication abilities, migrations of 
people and the ways immigrants maintain social links and influence with their 
families wherever they are located, intercultural and global discourse, and life 
course experiences shared inter-generationally. Cultural anthropologists argue 
culture is contested, always in tension, and pregnant with change. When seeded 
with potent inputs designed from cultural insights, the results cannot be precisely 
predicted, but changes for which there is an inherent potential—as is the case with 
abandonment of severe genital cutting practices on children—can be catalyzed 
and accelerated. 
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Lisen Dellenborg  
 

The Significance of Engagement 
— Challenges for Ethnographers 
and Healthcare Givers in Under-
standing Human Vulnerability1 
 
 
 
   
Introduction 
 

Confronted with human vulnerability, healthcare staff and ethnographers face 
similar challenges in understanding other people’s circumstances and lived expe-
rience. Ethnographers and care professionals both have to try to put themselves 
into the shoes of others on the basis of their own experience and life story. The 
will and the courage to be engaged and emotionally moved are crucial for the 
creation of knowledge within both ethnography and healthcare. Empathy and 
compassion in turn, are interwoven with knowledge, context and understanding. 
This means that compassion can just as easily lead us astray by revealing more 
about ourselves than it does about those we try to understand. That is, “the shoes 
may be our size, but we cannot assume that they will fit” (Savage, 2000, p. 324). 
Having done ethnographic research on initiation rituals in West Africa and now 
conducting hospital ethnography (van der Geest & Finkler, 2004) in Sweden has 
made me reflect on similarities in ambitions and concerns among healthcare pro-
fessionals and ethnographers. Within both healthcare and ethnography, others’ 
lived experience needs to be translated into words, in ethnographic texts and 

 
1 This is an updated and revised version of a text that has been published in Swedish in Människan i vården, Etnografi, vård 
och drama, by Carola Skott, Lisen Dellenborg, Margret Lepp and Kristina Nässén. Stockholm: Carlssons förlag, 2013. 
Thanks are extended to The Centre for Person-Centred Care (GPCC: http://gpcc.gu.se) at the University of Gothen-
burg, Sweden for funding. 
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teaching, in documentation, round reports and turn-overs—and into the practices 
of caring and creating ethnographic knowledge respectively. As the experiencing 
researcher and healthcare provider is a person with memories and a history, this 
constant process of translation needs to be reflected on. Caring relations are fun-
damental for human relations and strongly connected to ethics. The French phi-
losopher Paul Ricoeur (1994, p. 172) defines his ethical intention as “aiming at the 
’good life’ with and for others, in just institutions.” In other words, this means to strive for 
reciprocity, care and equality, which demands self-knowledge on the part of the 
personal care giver, dialog, and an understanding for the unique person in their 
cultural context (Skott, 2013a, p. 8). To realize this ethic in practice, healthcare 
givers need to be supported by a methodology. Ethnography essentially is about 
creating inner understanding for other people in a hermeneutical strife of making 
the unknown familiar, and in the end to say something about what it is to be hu-
man. Its’ methodology implies reflexivity and relativism in connection with em-
pathic involvement in others’ life worlds, clarification of the process of interpreta-
tion and awareness of one’s pre-understanding (Scott-Jones & Watt, 2010). 

In the following, I describe this methodology in practice and illustrate how 
ethnographic knowledge is created by describing what actually happens when an 
ethnographer learns by allowing themselves to be moved by what is happening to 
people whose situation and life world they try to understand. In order to do this, I 
shall present an ethnographic description from an emotionally disturbing episode 
during my fieldwork in Senegal, West Africa and show how an ethnographic 
methodology and hermeneutical approach helped me reach a deeper understand-
ing of both adults’ and children’s experiences of the practice of female genital cut-
ting. The episode also brought to light the limitations of my understanding, as 
researcher, for the experience of “others”. The story is about an ablution cere-
mony that is commonly carried out one week after a girl has been circumcised. 
The text will go back and forth between discussions on challenges in ethnography 
and healthcare, and proposes ethnography and hermeneutics as methodological 
approaches that may enrichen professional caring.  
 
The importance of being affected 
 

The ethnographer’s active engagement and concerns about conducting fieldwork 
nowadays are regarded as fundamental to the production of knowledge (Borne-
man & Hamoudi, 2009). However, the ideal of objectivity that is upheld in the 
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positivist tradition held sway for a long time in the social sciences and began to be 
criticized in the 1970s and 1980s. The production of knowledge was then sub-
jected to critical scrutiny, the influence and power of the researcher over their 
results was hotly debated and the notion of the ethnographer being an independ-
ent observer was called into question. Ethnographic fieldwork and participant ob-
servation became understood as considerably more complex than “strategic meth-
ods” for gathering, classifying and analyzing social facts (Collins & Gallinat, 2010), 
and fieldwork meaning far more than simply having “been there”. Ethnography 
now began to be seen as something that arose out of the personal meeting between 
an ethnographer and the people they met in the field (Clifford & Marcus, 1986) 
and ethnographic knowledge thought to require empathy for others (Kleinman & 
Benson, 2006). In our day, ethnography is recognized as an activity in which we 
not only allow ourselves to be removed from our familiar environment and 
worldview, but also to be emotionally affected (Stevenson, 2009; Malmström, 
2019). 

 
A short description of the practice of female genital cutting in Casamance 

 

My doctoral thesis deals with the cultural significance of female genital cutting in 
West Africa and it is based on 21 months of ethnographic fieldwork in a number 
of villages in Casamance, southern Senegal between 1994 and 1995, 1997 and 
1999 (Dellenborg, 2007). In Casamance, clitoridectomy is performed on girls be-
tween the ages of four and eight years. Locally the practice is termed circoncision 
and also excision in French, which is the official language in Senegal, and sunay in 
the local languages of Manding and Jola.1 Boys are circumcised at the same age 
as girls, often by healthcare professionals, and the procedure implies the removal 
of the penile prepuce. Boys’ circumcision is referred to as circoncision. Female cir-
cumcision is prohibited according to Senegalese law and is not performed in hos-
pitals or clinic, but is nevertheless practiced in the country.2 The practice of cir-
cumcision has different social, cultural and religious meanings to people depend-
ing on ethnic belonging and region. In Casamance, female and male circumcision 
is practiced as part of important initiation rituals often celebrated several years 

 
1 I will here use the terms female circumcision to stay close to the local interpretation of the practice and the more neutral female 
genital cutting. The etic term female genital mutilation will only be used when referring to a juridical context. 
2 An estimated number of 24% of the Senegalese women and girls are circumcised, depending on ethnic identity, religious be-
longing and also where in Senegal you live (Agence Nationale de la Statistique et de la Demographie, 2018; Dellenborg, 2007).  
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after the actual cutting. They are also connected to Islam, although the meaning 
of female circumcision as a Muslim practice is challenged and internally debated 
in Casamance and Senegal. The majority population in Senegal, Wolof, are Mus-
lims and do not practice female circumcision while there are Christian groups in 
Senegal that do. In Casamance, female genital cutting, in contrast to male circum-
cision, is carried out in the home of the “circumciser”, locally referred to as l’ex-
ciseuse and a҃naman, who is an older, respected woman who has learnt her art from 
another knowledgeable woman through many years of apprenticeship (Dellen-
borg, 2004, 2007, and 2009; see also Dellenborg & Malmström, in this book).  
 
Engagement in practice  
 

Female circumcision—the ethnographer, the children and their mothers 
 

Having grown up in a country in which female genital cutting, or mutilation as it 
is commonly called in an Euro-American context, is considered a serious breach 
of human rights and to then conduct fieldwork among people who defend the 
practice was a major challenge for me. I found myself constantly tossed back and 
forth between my role as researcher and my personal feelings of frustration and 
distress. My dilemma was made all the worse by the respect and warmth that I 
came to feel for many of those parents, grandparents and families I got to know 
and who so generously shared their time and thoughts with me, opening their 
homes and inviting me into their lives. It became obvious to me how much they 
loved their children and that their decision to have them circumcised was made 
with the best of intentions. It was with this insight that I tried to understand why 
this practice was so important that parents were prepared to put their children 
through pain and danger in order to have it performed. Circumcision and initia-
tion of both boys and girls is a risky business and the initiates are particularly vul-
nerable. A good circumciser should not only be skilled with the knife, but also in 
protecting the children from attacks from witches and malevolent spirits. 

At the time of the ceremony I shall be describing here I had been in Senegal 
for about a year. I had acquired a reasonable understanding of the complex social, 
cultural and historical features of circumcision and I had discovered how hotly it 
was debated even among those who practiced it. I could not accept this kind of 
intervention on children’s bodies but slowly I had learned to accept the situation. 
My realization that the best thing I could do was to do my job as an anthropologist 
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well, helped me to come to terms with my role in the field; creating good ethno-
graphic knowledge about the meaning the practice holds may provide the basis 
for change. 

The neighbor of my host family was the village circumciser, Siré. I had inter-
viewed her several times and she was possibly prepared to permit me to attend a 
circumcision ceremony. Awareness of this came to influence my experience of the 
ceremony described here in specific ways. The invitation to this actual ceremony 
came suddenly. My assistant, Marie, a French-speaking woman from the region, 
and I were asleep when Siré came and woke us up early one morning. She was 
preparing an ablution ceremony for newly circumcised girls and she told us we 
were welcome to attend. We threw on our clothes and hurried after her. Siré’s 
husband met us at the door and showed us through the house. The windows of 
their house were closed so it was dark inside. We passed a room in which some 
women were helping a couple of girls get dressed. The women greeted us warmly 
and we responded. Marie whispered to me that she recognized them from the 
neighboring village. We were ushered out into the enclosure where the ablution 
would take place and the man disappeared into the house again. Every family has 
a similarly concealed place behind the house where household members can wash 
each day out in the open air. We were shown to a bench that was standing along 
one wall. 

A raffia mat lay rolled out at our feet and at the other end of it were four large 
urns full of water. Siré’s co-wives, who were busy preparing for the ablutions, 
greeted us with smiles. My eyes fell upon a small knife with a black handle that 
was lying at one side of the raffia mat. The blade was curved from having been 
sharpened so many times. It was the kind of knife that women usually use for har-
vesting rice and that I had learned played an important symbolic role in circum-
cision (these days each girl is circumcised with a new razor blade). Marie saw the 
knife as well. Our eyes met and we whispered uneasily to one another: what ex-
actly was going on? Had we really been invited to a circumcision ceremony? I felt 
a spasm of fear grip me. I was psychologically unprepared for actually witnessing 
the operation. But if I really wanted to understand circumcision as fully as possible 
how could I refuse an offer to observe one? What right did I have to protect myself 
from the reality that these girls were about to experience? What would it mean if 
I left? And what would it mean if I stayed? A jumble of feelings and thoughts 
churned inside me as Marie and I sat there staring at one another. 
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Then suddenly the children came out of the room, carefully guided by some of 
their female relatives, maybe mothers or aunts. The girls were around five or six 
years old. They youngest was maybe only four. Each had a piece of cloth wrapped 
around her small body. They looked anxiously around at all of us who were gath-
ered there: the circumciser Siré, her co-wives, Marie and myself, the white woman 
who must have appeared so out of place. I read in their wide-open eyes and flut-
tering gazes, their tense bodies and slow, hesitant steps that they were afraid. They 
crowded together and pressed themselves against their mothers. One of the girls 
looked directly at me and held my gaze. She looked fearful and bemused. The 
agonizing realization that whatever happened now, I had no right to intervene 
made me look away in shame. 

The women were also silent and their body language was restrained. They 
carefully pushed the girls ahead of them towards the urns, where Siré and her co-
wives stood side by side waiting for them. Siré signaled to Marie and myself to 
come closer so that we could see what she was about to do. She took a cake of soap 
and used it to write a cross on each girl’s head from forehead to the nape of the 
neck and from ear to ear. Then she and her co-wives began washing the girls from 
top to toe with large sponges that frothed with soap. Marie nudged me and 
brought my attention to the fact that the youngest girl had something white be-
tween her inner labia, where her clitoris would have been. Perhaps it was a piece 
of cotton or shea butter, which is commonly used to encourage healing. Marie 
concluded that the circumcision must have already taken place and that the little 
girl’s wound had not yet healed. Now that I realized I would not have to witness 
the cutting of these children’s bodies a wave of relief swept through me. It was 
distressing enough just to know that they had been through the experience and to 
see how afraid they were from what I now understood was the memory of the 
circumcision itself from a week earlier. 

The smallest girl cried throughout the washing procedure. All four of them 
looked terrified but she was the only one who cried. The other three didn’t let out 
a sound. I ached for the little one and wished someone would comfort her. I didn’t 
dare move from where I sat since I was a guest and was unsure of what I was 
allowed to do. A moral struggle was brewing inside me. When the oldest of Siré’s 
co-wives, Ndey, took over the washing the little girl began to scream. Ndey was 
holding the knife in one hand and it had evidently frightened the life out of the 
little girl. I could see how she was backing away from it, pulling her arms hard 
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towards her. I couldn’t bear it anymore and so I asked Marie to ask Ndey to put 
the knife down. Marie did so and the old woman stopped washing the child and 
looked towards me, then at Marie, then at the knife and finally at the little girl in 
front of her, who was now sobbing ferociously. To my astonishment, she then put 
the knife right under the child’s nose and said threateningly, “See this knife?” I 
understood enough Jola not to require Marie’s translation. The little girl went rigid 
and immediately stopped crying. Ndey continued to wash her, apparently indif-
ferent to her fear and still with the knife in her hand. Her rough behavior left me 
utterly bewildered. The horrific thought that I may have exacerbated the situation 
for the little girl made me sit motionless and silent throughout the rest of the cere-
mony.  

Once the girls had all been washed the cloths were wrapped around them 
again and they were told to sit down on the raffia mat. They crept close together 
on their knees with their foreheads on the floor and one hand on each side of their 
heads. I had had it explained to me earlier that this is how the girls should greet 
the circumciser. The littlest one had begun sobbing again but very quietly now.  
The circumciser dipped a knife into a bowl of milk and one of her co-wives called 
to the first girl to come forwards. With the point of the knife dripping with milk, 
Siré drew a cross on the girl’s hands, forehead, chest, feet and lower back without 
scratching the skin. Then the girl was given a sip of milk from the bowl and told 
to go back to her place on the mat. She lay down with her forehead on the ground 
again and then it was the next girl’s turn. At last came the youngest girl’s turn. She 
was still trembling, but her sobs had almost stopped. 

When all four of the girls had been marked and drunk milk from the bowl the 
atmosphere changed. The tension and seriousness dissolved and another of Siré’s 
co-wives, Mabintou, began to dance in front of the girls who now got up and stood 
with their mothers. Mabintou sang that everything was over now and the girls 
could eat whatever they wanted again. I later found out that during the week fol-
lowing their circumcision the girls had had to avoid certain foods that were con-
sidered to slow healing. The women clapped in time with the song and Mabintou 
finished her dance by flinging her headscarf to the ground. Then she told the other 
women to do the same while the girls stood there, watchful and quiet. 
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Deepening understanding 
 

Participating in this ceremony gave me a rude awakening from the calmness I had 
been lulled into while doing fieldwork until then. Now, for the first time, I was 
forced to engage directly with the girls’ vulnerability. There was nothing protect-
ing me from these girls’ suffering; I sensed their fear in my own body and it evoked 
powerful feelings of empathy. I felt that I identified with their situation—what it 
must feel like to find yourself at the mercy of others and unable to decide over your 
own body. What had these girls actually experienced during the operation and 
how much fear and pain had they experienced during the week after it? Pain is a 
deeply personal and subjective experience and we cannot experience another per-
son’s pain. It can be difficult even to recall our own experiences of pain in the past 
(Smith, 2006); we remember that we were in pain, but the concrete sensation is 
hard to revive. Still, because pain is also collective in the meaning that in language 
there are words and metaphors for pain and we in some sense may share the ex-
perience and imagine another person’s pain, there is a potential for understanding 
(Skott, 2013c). The uneasiness that the ablution ceremony evoked in me forced 
me to confront questions that I would otherwise have been unable to ask but which 
were important for understanding the broader meaning of circumcision. The an-
thropologist Paul Stoller (1989) notes that ethnography based upon the senses help 
us pose new questions that arise out of bodily experience. For instance, the shame 
that I felt made me aware of the children’s perspective as different from the adults 
that I was constantly talking with. Why did the little girl look at me like that? Was 
it because she wanted me to help them? Was it because she did not know what 
was going to happen? Or was it because I was white and stood out from the others? 
Why did the circumciser’s assistant frighten the little girl with the knife? What do 
mothers and the female kin actually experience? Why were they so quiet? And 
why did the women throw off their headscarves at the girls’ feet? Marie, who had 
been circumcised when she was young but had not allowed her own daughters to 
be circumcised, was as disturbed as I was by the ceremony. In other words, it was 
not simply my foreignness that made it upsetting for me. I later understood that 
the initiation ritual that is held sometimes years after the genital cutting was asso-
ciated with joy even for the girls themselves while the circumcision itself was ex-
perienced as an arduous ordeal by all who underwent it and for those witnessing 
it.  
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New aspects of what adults had told me about the importance of preparing chil-
dren for a tough adult life with multiple births and demanding physical work in 
the everyday life, in the rice fields, in co-operating with co-wives and obeying hus-
band and his kin became evident to me. I had learned that stoicism is essential for 
presenting oneself as a moral person and this is revealed in many facets of daily 
life. During my total of 21 months in the field, I never saw an adult woman or man 
cry. My own expressions of sadness, such as in relation to death, were viewed neg-
atively. To reveal that one is or has been in pain was thought to be a sign of weak-
ness. Suffering is considered a part of life, a good teacher and a source of strength. 
With time I could see that the adults were using circumcision and the subsequent 
initiation ritual to teach the children how to manage physical and mental trials 
and thereby be better equipped for a hard life. Ndey’s threatening wave of the 
knife exemplified this: “pull yourself together because neither fear nor tears will 
help you in this life”. When I later analyzed the event I felt that I gained a deeper 
understanding of, on the one hand, adult ideals about child raising and about what 
is best for children and, on the other, the children’s own experiences of fear and 
insecurity as to what will happen next. The children know from young age that 
they are going to be circumcised: “pitampi!” (Manding, “I will circumcise you!”) is a 
threat that adults commonly throw at disobedient children, but the children don’t 
know how and when this will take place and they are not prepared when the time 
comes for the operation. The adults say that they don’t want to worry their chil-
dren by telling them; it would only create more suffering, so the parents say. In-
stead, they tell the children they are going to a grandmother and eat bananas or 
white bread, which is considered a luxury. I presume that these girls therefore had 
no idea what was going to happen when they were taken to the circumciser a week 
before I saw them. And maybe they thought it was going to happen again, now 
during the ablution ceremony? What does this well-meaning effort to save children 
from “suffering twice” do to children’s faith in adults (cf. Crapanzano, 1992)? 

Throwing one’s headscarf onto the ground, as Mabintou and the women did 
before the girls, is a gesture of deep respect and reverence. I had also seen women 
do this when they wanted to make a profound apology. I was surprised to see the 
women do this during the ablution ceremony. This is a society with a strict age 
hierarchy. The young must always show respect for the older and children must 
obey adults without question. Now, these children were receiving a show of respect 
from adult women that I had never observed before. Perhaps it was because they 
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had been obedient and perhaps also because they had suffered. I was comforted 
by what I witnessed and began to understand that this is hard for the mothers as 
well. In previous discussions with parents, both women and men, about their con-
cerns for their children when they were to be circumcised, I had received com-
ments such as “that’s life” or “it’s alright if it’s painful”. They dismissed my ques-
tions with jokes and laughter. I didn’t understand at first what their laughter and 
curt responses were about. I thought they seemed quite indifferent to their chil-
dren’s pain. But when I followed up on what I had seen with my own eyes at the 
ceremony the circumciser told me that mothers—who, together with their moth-
ers-in-law are responsible for making sure the circumcision is performed—often 
delay the operation because everyone knows it is painful and risky. Hearing this 
gave me an awareness of another aspect of the mothers’ attitude. I was only now 
beginning to understand the mothers’ anxieties and this made it easier for me to 
imagine their situation and anguish. Perhaps it also made me more open to actu-
ally be able to hear these aspects in their narratives, and, so to say, “read between 
the lines”?  

By participating in the ablution ceremony, I had been forced to examine my 
own feelings of powerlessness and shame, which were so strong that I felt I had to 
look away. The fact that I was then part of an adult world that was inflicting all 
this upon these children put me into a ghastly quandary. The children’s fear and 
the thought of what they had been through made me nauseous. I imagined how 
terror-stricken I would feel if a part of my own body was going to be cut away 
while I was powerless against the adults who decided over me and the fear that 
they would hurt me again. Faced with their fear and crying I was unable to hide 
behind cultural explanations. The children’s experience was something I had not 
been able to access earlier since the local rules banned me from attending the cir-
cumcision ceremony; only circumcised women are allowed to take part. Further-
more, my ethical responsibilities prohibited me from speaking to children about 
circumcision as I did not know what reactions it might have raised in them. 

Does the fact that I had empathized with the children’s fear and their moth-
ers’ ambivalence mean that I understood how the children actually experienced 
the operation? Does it mean that I understand what it implies for them to live with 
this memory? Were my feelings during the ceremony comparable to theirs? There 
is a risk here of confusing my experience with theirs. My shame was based in my 
conviction that circumcision is fundamentally a breach of the human rights of 
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children. However, in discussions with parents and other adults during the field-
work it became clear to me that while they knew it was a painful and dangerous 
procedure, it was morally defensible. They were doing this because they cared 
about their children.  

In order to better understand how the children may experience the cutting, I 
believe we should compare it to practices in our own society that involve pain and 
fear but are nonetheless done for the best of our children. I do not believe it is 
helpful to compare these children’s experience of circumcision with children who 
are abused or beaten, which is common in the activist discourse of “mutilation”, 
“child abuse” and “torture”. Instead, I suggest we compare their experience with 
that of children in Sweden who have to deal with pain and fear in relation to op-
erations in hospital or at the dentist. The cultural meaning of the pain afflicted a 
person matters; pain is never a purely physical experience (Kleinman et al.,1992). 
Anthropologists have suggested that culturally meaningful pain may be easier to 
bear than accidental pain (Jackson, 1994; Sachs, 1987). Johansen (2002, p. 331) 
remains skeptical and points out that “[t]o some extent … cultural meaning may 
function as a ‘filter’ that can soften painful experiences. But … [s]ometimes the 
pain is simply too extreme … and the meaning of the painful experience is itself 
questioned. Even in situations where pain is experienced as a necessary or accepta-
ble price, personal experiences may still be overwhelming and traumatic…” Im-
portantly, medical research indicates that the body “remembers” pain—it be-
comes embodied—and new situations involving physical pain “reactivate and am-
plify embodied pain experiences” (Johansen, 2002, p. 314). This shows the com-
plexity of pain, body, mind and meaning, which, I argue, is equally valid in the 
case of a Senegalese child going through circumcision as a Swedish child going 
through a painful medical procedure. 

 
Engagement and professionalism in healthcare 

 

Above, I have described the significance of engagement and reflexivity in order to 
create ethnographic knowledge and understanding for human vulnerability in a 
certain context. In this section, we will look into the meaning of feelings and en-
gagement within healthcare for the understanding of patients’ suffering. We will 
then return to the importance of reflexivity and self-knowledge on the part of the 
care professional to understand the unique person in their particular health situa-
tion and context. Healthcare professionals are used to and must deal with ethical 
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dilemmas when confronted with human suffering in their profession. While en-
gagement and presence are considered essential features of professional care 
(Skott, 2001), overly personal involvement commonly is deemed unprofessional 
(Schuster, 2006). However, what is deemed “overly personal involvement” re-
mains unclear and causes tension within and among healthcare professionals. Alt-
hough the relation between biomedicine with is general focus on cure and nursing 
with its focus on care is one of complement and they are overlapping practices, 
the relation is also one of hierarchy where medicine generally is deemed the pri-
oritized knowledge (Bishop & Scudder, 1985; Kleinman, 1995; Mol, 2011; Wolf 
et al., 2012; Wallström & Ekman, 2018). This implies that the positivistic approach 
and ideal of objectivity exists as a tension within healthcare, further stressed by 
“the current trends toward evidence-based practice, with its emphasis, for exam-
ple, on the measurable, on empirical evidence” (Savage, 2000, p. 331; Skott, 
2001). The care scientist Marja Schuster (2006) has written about the ambivalence 
nurses experience in how they should relate to the private, the personal and the 
professional in their meetings with patients suffering from cancer. She notes that 
the nursing profession is characterized by a profound belief in methods that are 
supposed to help care givers to manage this balance. In her discussions with nurs-
ing staff she found that physical contact and listening were cited as methods that 
care givers use to enhance trust in their dealings with patients without establishing 
too close a relationship with the patient and without involving the nurse in a per-
sonal way. Schuster explains that nurses according to these methods use their own 
bodies as instruments with which to reduce both their own and the patient’s bodies 
to objects. Patients are usually quick to note a failure by a care giver to allow them-
selves to be moved by their patient’s vulnerability and listening and touching is 
then felt to be simply mechanical. Skott in her ethnographic study of illness narra-
tives at an oncological ward, demonstrates how the biomedical context creates 
distance through this objectification and the firm roles appointed to care profes-
sionals and patients:  

 
Medical problems are prioritized … In spite of good intentions and awareness of the 
need of support, the patient is often abandoned since coming too close—to share expe-
rience—may be felt as exposing oneself to the disease [Skott, 2013d, p. 151, my transla-
tion]. 
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Schuster stresses the importance of the care giver’s willingness and courage to 
meet a vulnerable person using their own life experience as a sounding board. A 
professional manner, she argues, is not achieved by closing off to the personal but 
requires that the care giver allows themselves to be moved while remaining aware 
of their own reactions: 

 
Being professional is about … leaving one’s private space and entering a professional 
space while still leaving a door open to the personal. Affirmation of personal space in the 
professional encounter allows for a mutuality between nurse and patient that reduces the 
asymmetry of the relationship and enables professional self-awareness as well as aware-
ness of the other and this is expressed in an engaged form of care [Schuster, 2006, p. 
150, my translation]. 

 
Schuster’s reasoning finds immediate parallels with the way in which the anthro-
pologist Unni Wikan (1992) describes the concept resonance. Like the anthropologist 
Michael Jackson (1989), Wikan is interested in lived experience in which people 
recognize themselves in one another and discover similarities despite cultural dis-
tance. To achieve this requires more than distancing observations; it demands ac-
tive and compassionate participation in the lives of others. In physics, the word 
resonance denotes so-called sympathetic vibration. This means that when a vi-
brating object comes into contact with another object, the latter begins to vibrate 
at the same frequency. Unni Wikan uses the concept of resonance metaphorically 
to describe what happens when people recognize themselves in others; we tune in 
to one another’s emotional frequency. The reasons that certain feelings arise may 
differ according to cultural context but the feeling itself—of vulnerability, joy, 
grief, loneliness, pain—is nonetheless recognizable; such as me recognizing the 
fear the girls in the ablution ceremony experienced and the tension in the mothers. 
This recognition or resonance, Wikan proposes, occurs because of our own life 
experience. To understand what is being conveyed “beyond words”, it is not suf-
ficient to simply think oneself into another person’s shoes. Again, besides active 
listening, personal engagement is needed on the part of the researcher, or care 
giver to achieve this resonance. Using their own past experience as a frame of 
reference, the researcher permits themselves to feel—to understand with both 
thought and feeling, with what Wikan calls feeling-thought. This requires that we are 
able to “dip into the wellsprings of ourselves for something to use as a bridge to 
others” (1992, p. 471). When our own body begins to quiver with feelings about a 
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particular incident, present or past, then the encounter may allow us to become 
the ‘sound box’ in which recognition and resonance is created. We don’t have to 
have experienced what the other person has experienced; it isn’t necessary for the 
care giver to have had cancer or for the anthropologist to have undergone circum-
cision in order to be able to find common ground for understanding.  

 
Reflections on the lived body 

 

How could we indeed participate in other people’s lives and achieve an under-
standing without referring to our own life experience? It is, I argue with Wikan, in 
the interpersonal interaction of an encounter that resonance can evolve; through 
thinking-feeling in close contact with another person recognition occurs. The Carte-
sian model of embodiment that is at the heart of modern medicine views the body 
as purely mechanistic, it divides body and soul, which creates problems such as 
depersonalization (Leder, 1984). Marja Schuster and also Unni Wikan attempt to 
surmount this model. We learn and understand not only with our “minds” and 
through thinking but with all our senses, feelings and memories; with our whole 
body (Skinner, 2010). The concept of the lived body was created by the French 
philosopher Maurice Merleau-Ponty who revolted against the mechanistic per-
ception of the body as an object for the mind. He argued the contrary: it is through 
the body that the mind takes shape; body and soul is a functioning bodyandsoul-unity 
that cannot be separated. We are our body and it is with our body that we meet 
the world and the world meets us. Merleau-Ponty advanced the phenomenologi-
cal concept of intersubjectivity by emphasing that relations are created between 
embodied subjects, in what he termed intercorporealité. Through this intercorporealité 
we can understand something about the other intuitively; this communication of-
ten occurs without us being aware of it. Intercorporealité may thus enable a spon-
taneous understanding between people (Merleau-Ponty, 2004).  

Inspired by Merleau-Ponty’s phenomenology of “the lived body”, Jackson 
(1989) claims that resonance with other people’s experience occurs in the meeting 
between our bodies’ experiences and we may learn about others by using our own 
body to imitate their behaviour. Working, carrying, sitting, walking, sleeping, eat-
ing and dancing as they do enables us, through this intercorporealité, to gain spe-
cial insights about our common humanity. Carola Skott (2013b) suggests that it is 
in reflecting on this spontaneous understanding, that we can study implicit em-
bodied knowledge. However, to come to such understanding demands knowledge 
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of the cultural context and pre-eminently, the researcher’s ability to reflect on their 
own pre-understanding as it is awakened by the particular situation. Wikan’s and 
Jackson’s phenomenological approaches present the challenge of knowing if the 
way in which the ethnographer experiences the situation actually captures how 
people in the particular fieldsite are experiencing and interpreting it. 

 
When one’s own feelings get in the way 
 

We now turn to the importance of reflexivity and awareness of one’s own pre-
understanding, as there is, of course, an acute risk of unreflectively taking one’s 
own feelings to be the other’s. Savage (2000, p. 333) emphasizes that the body of 
the researcher is “not a tabula rasa on which the experiences of others could be 
drawn, unsullied by those of the researcher” and that to assume “that the sheer 
fact of embodiment allows one to inhabit the world of the Other, is to reduce cul-
tural body to biological organism” (ibid., p. 332). Savage (2000) warns against a 
naive understanding of Jackson’s radical empiricism (as he calls his approach), but is 
convinced of engagement and participative observation as valuable methodologies 
to translate others’ lived experience and learn about embodied, tacit knowledge—
if the researcher reflects on the limits and conditions for this understanding. Sig-
nificantly, we are always interpreting our experiences in relation to our own cul-
tural, social and historical context. This is the reason, why I, for instance, cannot 
take for granted that the girls in the ablution ceremony—besides the fear that I 
could recognize—experienced, i.e. interpreted the situation exactly as I did, as my 
profound pre-understanding is that what is cut (the clitoris) should not be cut. In 
emotional situations, if we open up for the feelings they awaken, our own life ex-
perience can mislead us into confusing our experience with that of the other. In-
stead of resonance, misresonance (Wikan, 1992, p. 479) may result; the ethnographer 
may find similarities where there are none. In the same way, contact with a pa-
tient’s suffering may lead to misguided care (in Swedish, urartad omsorg) if the care 
giver’s own pain gains priority (Schuster, 2006). Engagement in suffering requires 
courage and will power. When we expose ourselves to the suffering of others we 
allow ourselves to be moved, and to experience grief, pain and suffering ourselves. 
Schuster (2006) claims that the care giver has an existential duty to open up for 
these feelings, yet remain critically aware of them. Misresonance and misguided care 
leave no space for the other’s experience. When this happens, that the ethnog-
rapher or care giver unreflectingly interpret their own feelings as though they were 
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those of the other person, they consequently learn neither about the other nor 
about themselves. 
 
Cultivating an ethnographic gaze to counter misguided care 

 

In today’s culturally, religiously and socially heterogeneous Sweden, care givers 
encounter people with widely varying ways of understanding the body, health and 
care. Female genital cutting is one example of this kind of variation. Women who 
have gone through a genital cutting have many experiences of, what we can call 
misguided care—in spite of carers’ good intention: healthcare givers’ general lack of 
knowledge on the practice, and providers’ own emotions and interpretations of 
the same, and lack of technical skills to provide quality care for these women (Berg-
gren, Bergström, & Edberg, 2006; Johansen, 2006; Jordal & Wahlberg, 2018). To 
hinder misresonance, Wikan stresses the importance of trying one’s interpretations 
out with those one is trying to understand, and of “giving people the opportunity 
to point out that you are totally wrong” (1992, p. 479, footnote 19). The general 
lack of dialog within healthcare and the failure of not leaving room for the patient 
to formulate their own explanatory models and needs are well-documented (Ek-
man, 2011; McCormack & McCance, 2010; Wolf, Ekman, & Dellenborg, 2012). 
Both ethnographer and care giver need to remain open to the person in front of 
themselves, prepare time and place for the person’s own narrative and listen at-
tentively, while remaining aware of how their own pre-understandings are acti-
vated as they listen. Although it is not possible for healthcare professionals to do 
ethnographic fieldwork in each patient’s own life context, they may be helped in 
their care practice by cultivating what I here have called an ethnographic gaze.  

Arthur Kleinman (1988), an American medical anthropologist and psychia-
trist, has developed a guide to open-ended questions that aims at facilitating cross-
cultural communication by assisting care givers in reconstructing the patient’s nar-
rative ethnographically—a sort of “mini-ethnography” (see also Kleinman & Ben-
son, 2006). In a complement to the medical focus, Kleinman’s mini-ethnography 
concentrates on the patient’s (and, when relevant, the family’s) own explanatory 
model. The aim is to create an open dialog in which different cultural understand-
ings of health and illness may be revealed as well as socio-economic factors inter-
fering with the patient’s possibilities of, for instance, following ordination. With 
this knowledge as starting point, the care giver, in dialog with the patient and, 
when relevant, their relatives, uses their medical and care expertise to plan for the 
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care of the patient. However, to develop an ethnographic gaze, dialog is not 
enough. Without a methodology that supports the care giver’s awareness of their 
own spontaneous interpretations, care might become inappropriate.  
 
Conclusion: An ethic in practice  

  

In the narrative above, of the ablution ceremony, I describe how I used the meth-
odology of ethnography—an ethnographic gaze—in a striving to understand what 
is going on “on the ground”, what is actually happening to these children and their 
mothers, and what it means to them. Cultivating an “ethnographic gaze” among 
healthcare providers, I suggest is central for the development of a person-centred 
care, that is, a care ethic that urges healthcare professionals to change the focus 
from the disease within the person to the person with the disease (Ekman et al., 
2011; McCormack & McCance, 2010; Zhao et al., 2016), and in which relation-
ality is seen as fundamental (Edvardsson et al., 2020). Turning back to the French 
philosopher Paul Ricoeur’s (1994, p. 172) ethical intention: “aiming at the ’good life’ 
with and for others, in just institutions”—in the current era of corporate managerialism 
and economic steering that focus on efficacy as the prime objective for care, the 
cultivation of the ethnographic gaze significantly needs to be embraced by politi-
cians and healthcare management leaders in order to develop healthcare organi-
zations into just institutions that support and make it possible for healthcare pro-
fessionals to counteract misresonance and misguided care in their daily care prac-
tice.  
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Introduction 

 

Since the beginning of the international campaign against it, not only Female Gen-
ital Cutting (FGC) but also the way these practices should be challenged has been 
subject to considerable debate. This chapter contributes to this debate by arguing 
for the need to move beyond culturalist explanations of FGC as they overlook the 
sociological complexity of violence against women. This chapter discusses the find-
ings of qualitative research which has interrogated the continuation of FGC in 
Scotland from a migration perspective. By tracing FGC-affected women’s trajec-
tories of violence through their journeys from the Global South to the Global 
North, the findings illustrate the shared global failures in recognizing how FGC is 
rooted in and sanctioned by the systematic, intersectional discrimination of 
women. In an effort to challenge simplistic representations of migrant women’s 
journeys from the patriarchal South to the emancipatory West, this chapter traces 
the societal conditions which perpetuate violence and trauma in the lives of dis-
placed women. In doing so, the chapter demonstrates the possibilities that adopt-
ing a structural inequality perspective can provide for challenging both FGC-prac-
tices and the colonial representations of the anti-FGC discourse. 
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Tensions in constructing FGC 
 

Since the 1970s, Western feminists have not only taken the lead in challenging 
Female Genital Cutting (FGC), but also in largely defining the terms in which the 
practice has and continues to be condemned. Early feminist activism framed FGC 
in terms of patriarchal hegemony and sexual politics and, still today, the practice 
is considered to be an extreme form of discrimination against women (Obiora, 
1997; WHO, 2018). Western feminist opposition was marked by a commitment to 
global sisterhood, which has been critiqued for conveying “a sense of entitlement 
to define African women’s interests, intervene on their account and dismiss their 
resistance” (Wade, 2011, p. 39). Western feminists assumed the duty to speak for 
their “mutilated sisters” (Daly, 1978, p. 101), constructing a simple binary between 
male perpetrators and female victims whom they perceived as being “mentally 
castrated” (Daly, 1978, p. 106) and as prisoners of ritual (Lightfoot-Klein, 1989). 
In doing so, feminists produced an image of a woman who for reasons of her gen-
der is sexually constrained and, as being from the “Third World,” is traditional, 
poor, and “still-not-conscious-of-her-rights” (Mohanty, 1984, p. 352). The influ-
ence of these feminist constructions of FGC-affected women can still be seen in the 
legislation of many Western countries, which set widely different standards for 
genital modifications depending on women’s ethnicity (Johnsdotter & Essén, 
2010). 

It has been argued that “campaigns against FGM, which have relied heavily 
on demonization, have picked up where European colonial missionaries left off” 
(Mutua, 2001, p. 226). By culturalizing violence, radical feminists turned FGC into 
a symbol of the savagery and backwardness of Third World cultures (Volpp, 2001). 
These representations live on in modern public discourse, where accounts describ-
ing FGC in terms of barbarity and torture have become more the rule than the 
exception. By disproportionately emphasizing the most extreme manifestations of 
FGC, the popular discourse evokes images of African barbarism which Western 
audiences have consumed since the time of the Empire. In doing so, the interna-
tional campaign against FGC has partaken in the neo-colonial project to reinforce 
inequalities between the Global North and the Global South. The global commu-
nity began addressing FGC as a health issue, assuming that the practice would end 
when affected communities were made aware of its health consequences (Shell-
Duncan, 2008). Blaming the continuation of FGC on blind adherence to tradition 
bears uncomfortable resemblance to the colonial stereotyping of backward Africa. 
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The prevailing human rights approach has the same undertones; the discourse on 
universal human rights has enforced the notions of FGC as inhumane and of prac-
ticing communities as lacking humanity, whilst remaining largely uncritical of the 
lack of meaningful participation from non-Western countries in the creation of the 
global human rights corpus (Mutua, 2001).  

Western feminists argued that “beyond racism is sisterhood, naming the 
crimes against women without paying mindless respect to the ‘social fabric’ of the 
various androcratic societies” (Daly, 1978, p. 111). In contrast, Black feminists 
have called for contextual analysis of women’s subjugation, arguing that for Black 
women, “beyond sisterhood there is still racism, colonialism and imperialism” 
(Mohanty, 1984, p. 348). Religio-cultural explanations of FGC have been criti-
cized for concealing the structural forces which play part in shaping gender-based 
violence (McKerl, 2007): 

 
To fight against genital mutilation . . . without questioning the structures and social re-
lations which perpetuate this situation is like ‘refusing to see the sun in the middle of the 
day.’ [Association of African Women for Research and Development in Lewis, 1995, 
pp. 32–33].  

 
Black feminists have located gender subjugation in the context of wider societal 
conditions and global interconnections, calling for intersectional analysis of 
women’s vulnerability (Abu-Lughod, 2002; Abusharaf, 2000; Crenshaw, 1991). 
Black feminists have argued that violence against women is shaped not only by 
gender but also other axes of difference, including race and class (Abusharaf, 1995, 
2000; Crenshaw, 1991; Mohanty, 1984). Rather than placing FGC at the pinnacle 
of the hierarchy of oppressions, Black feminism has reconfigured FGC as a “symp-
tom rather than a cause of women’s troubles in a society” (Abusharaf, 2000, p. 
156). It has been argued that women will not openly resist FGC, if doing so com-
promises their own material security (Abusharaf, 1995). Therefore, rather than to 
begin with women’s sexual liberation, which played a prominent part in Western 
second-wave feminist agenda, African feminists have approached FGC by 
strengthening women’s social, economic, and political standing in society in order 
to give women themselves the weapons to fight FGC (El Amin in Abusharaf, 2000, 
p. 158). This call for a structural analysis of FGC is not new; since the beginning 
of the global movement Black scholars have asserted that FGC should be treated 
not as an isolated phenomenon, but should be located in the context of women’s 
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wider welfare needs, including access to resources, control over food production 
and financial independence (Women’s Caucus of African Studies Association, 
1983). Regardless, although programs such as Tostan have adopted a more holis-
tic approach to address FGC as part of women’s overall empowerment, the role of 
women’s wider socio-economic subjugation, or Western complacency in this has 
rarely been recognized in the public discourse. 

Anthropologists have also called for a structural analysis of FGC, arguing that 
women’s participation needs to be analyzed in terms of women’s social and eco-
nomic vulnerability (Gruenbaum, 1982). Research has tied FGC to women’s so-
cio-economic survival by illustrating women’s dependency in marriage for long-
term security (Gruenbaum, 2001). It has also been framed as a strategy for access-
ing social capital, as uncut women face bullying, restricted access to resources, and 
exclusion from attending and participating in social functions (Bettina Shell-Dun-
can, Wander, Hernlund, & Moreau, 2011). Contexts of poverty and underdevel-
opment make people heavily reliant on social networks, thus making FGC a matter 
of survival also in a very different sense than the anti-FGC imagery often suggests 
(Gruenbaum, 1982; Bettina Shell-Duncan et al., 2011). Social researchers have 
argued for the need to reframe FGC-affected communities as active cultural agents 
who have the potential to not only reaffirm but also negotiate practices and values 
(Gruenbaum, 1996; Hernlund & Shell-Duncan, 2007; Johnsdotter, Moussa, Carl-
bom, Aregai, & Essén, 2009). Reconceptualizing FGC from deviance to strategy 
resists the dominant representations of affected women by recognizing the agency 
women exercise within patriarchal structures, as “mothers choosing female cir-
cumcision for their daughters in a specific situation are doing this to optimise their 
daughters’ future prospects” (Johnsdotter & Essen, 2016, p. 20).  

Although Black feminists and anthropologists have been participating in this 
debate since the start of the global anti-FGC campaign, these perspectives are reg-
ularly overlooked in favor of a more sensationalist narrative. The public debate 
continues to construct practicing communities as “bearers of tradition,” conveying 
an imagery of a hidden, pervasive practice (Johnsdotter et al., 2009, p. 130). Re-
search suggests, however, that the process of cultural change in relation to FGC is 
underway both in Africa and among diasporic communities (Gele, Johansen, & 
Sundby, 2012; Gruenbaum, 1996; Johnsdotter et al., 2009). 
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FGC in Scotland 
 

Along with many European countries, Scotland lacks reliable estimates for the 
prevalence of FGC. The national anti-FGC campaign has been informed by re-
search that estimates there to be around 24,000 “potentially affected” men, 
women, and children who had been born in FGC-practicing countries, living in 
Scotland (Baillot, Murray, Connelly, & Howard, 2014). As the authors themselves 
note, however, whilst this estimate can guide prevention work, the inclusion of 
men, and the inability to control for factors such as ethnicity and the influence of 
migration mean that the estimate has to be interpreted with caution (Baillot et al., 
2014). There has been limited research on FGC in Scotland, and existing studies 
have primarily focused on health consequences, attitudes, and experiences of FGC 
(Mhoja, Azong, & Lawson, 2010; O’Brien, Baldeh, Hassan, & Baillie, 2017). To 
date, there has been no FGC prosecutions in Scotland. Furthermore, between 
April 2013 and September 2016, there were 52 referrals or child welfare concerns 
made to the police regarding FGC, but investigations revealed cutting had not 
occurred in any of the cases (Scottish Government, 2019). Regardless of lack of 
evidence and prosecutions, there has been a growing narrative of FGC being on 
the rise in Scotland. This trend is encompassed by newspaper headlines such as 
“Female Genital Mutilation ‘rising in soft-touch Scotland’” (Adams, 2013), “Scot-
land has to wake up to reality of FGM abuse” (Scotsman, 2017) and “Glasgow 
midwife sees 150 FGM cases a year” (The Times, 2017). A closer scrutiny of these 
headlines, however, shows that they rely on anecdotal evidence and, in the case of 
the last headline, the increase in the number of migrant women who have under-
gone FGC before their arrival to Scotland. Regardless, the hypervisibility which 
has been afforded to FGC has built considerable political pressure and public out-
rage to prosecute perceived perpetrators of the practice. Much like in the Scandi-
navian discourse on FGC (Johnsdotter, 2019), the lack of prosecutions in Scotland 
has often been attributed to the hidden nature of the practice and the complacency 
of statutory services, rather than to cultural change among migrant communities. 
 
Researching FGC through a structural inequality framework 

 

This chapter discusses a PhD study which examined FGC and cultural change in 
Scotland from a migration perspective. The research built on the limited evidence 
on FGC in Scotland by interrogating how migration and resettlement conditions 
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shape women’s vulnerability and experiences of violence. The violent experiences 
which the research captured are not limited to FGC and other forms of inter-per-
sonal harm; this chapter further describes women’s interlinked experiences of 
structural violence, that is state facilitated forms of violence that prevent women 
from meeting their basic needs (Canning, 2017; Galtung, 1969). Following Johan 
Galtung’s definition, for the purposes of this research structural violence is defined 
as “the cause of the difference between the potential and actual, between what 
could have been and what is” (1969, p. 168). The conceptual framework of the 
research has been informed by anthropological and Black feminist conceptualiza-
tions of FGC as a strategy and the affected communities as cultural actors whose 
behaviors respond to the wider social conditions and institutional settings. The 
analysis has drawn from Kimberlé Crenshaw’s work on structural intersectionality 
(1991) and Liz Kelly’s conceptualization of conducive contexts (2007). These have 
been particularly useful for conceptualizing how FGC-affected women’s positions 
at the crossroads of race, class, culture, and immigration status can place them 
simultaneously at a greater risk of violence and at a further disadvantage in seeking 
help for their situations. Rather than to dismiss culture as unimportant in the con-
tinuation of FGC, these analytical concepts have informed the analysis in moving 
beyond community attitudes to exploring the social, economic, and political con-
ditions which facilitate women’s exploitation and violence against women.  

The findings presented in this chapter were derived from a sub-sample of 
FGC-affected adult women who participated in individual and focus group discus-
sions during the spring of 2018 in Glasgow, Scotland. The nine women originated 
from Sudan (n=2), Nigeria (n=3), Malawi (n=3) and The Gambia (n=1), and their 
stay in Scotland ranged from three to fifteen years. The limited previous research 
on FGC in Scotland led to a selection of a culturally diverse sample over focusing 
on one national group. Rather than to undermine the cultural intricacies which 
are often overlooked in discourses about “Africa,” the diverse sampling proved 
fruitful in facilitating detailed reflections on women’s vulnerability, as the partici-
pants readily compared differences between cultures and women’s positions in dif-
ferent countries. In addition to the interviews with FGC-affected women, this 
chapter draws from two of the nine key informant interviews which were con-
ducted as part of the study. The interviewed key informants worked in women’s 
support organizations that engaged in FGC-awareness raising and support work 
with women who had experienced gender-based violence. 
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All interviewed women disclosed that they had been subject to either some degree 
of cutting or elongation/stretching of the labia. The inclusion of elongation under 
the umbrella of “FGM/C” has been debated; it has been argued that elongation 
does not constitute mutilation and thus should not be targeted through human 
rights legislation as a form of violence against women and children (Bagnol & 
Mariano, 2008). The decision to include elongation in this chapter is two-fold; 
first, all the interviewed women who had experienced elongation viewed them-
selves as victims of “FGM.” Second, as the next sections highlight, the research 
identified considerable similarities in both the reasons that underpin the continu-
ation of cutting and elongation, and the wider conditions which sustained women’s 
vulnerability to these practices. I argue that disregarding elongation on the basis 
of lesser health consequences inadvertently reaffirms the discourse of barbarity 
that authors including Bagnol and Mariano (2008) strive to challenge; using the 
yardstick of “mutilation” as an inclusion criterion conveys a hierarchical construc-
tion of gender-based violence whereby FGC manifests an extreme form of violence 
against women. This approach dismisses women’s intersectional vulnerability and 
continuums of violence (Kelly, 1987). Rather than constructing violence as a single 
episode, this chapter locates different forms of FGC on a continuum of control 
over women’s bodies and livelihoods (Kelly, 1987). It has also been argued that 
women’s decision to participate in both cutting and elongation can manifest their 
agency and sexual determination (Bagnol & Mariano, 2008; Njambi, 2011). Ra-
ther than to dismiss these diverse meanings, this chapter advocates a conceptual-
ization of women’s agency that goes beyond the binaries between empowerment 
and oppression to accommodate the role cutting and elongation play in women’s 
negotiations of patriarchal values and structures. 

Before commencing the data collection, the research was granted ethical ap-
proval from the University of Strathclyde Ethics Committee. All participants gave 
written informed consent to be interviewed by the researcher. As part of this con-
sent process, all participants were informed about the law on FGC in Scotland and 
the researcher’s ethical responsibility to report any disclosures of imminent risk of 
FGC or other forms of violence. Although the interview questions framed FGC as 
a cultural practice rather than as a form of violence against women, these steps 
made it unlikely for participants to express favorable opinions about FGC. During 
the data collection FGC was introduced as a topic of interest following the in-
creased media and policy attention towards these practices in Scotland. Questions 
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on FGC broadly focused on community attitudes and women’s perceptions of 
what factors influenced these attitudes in different contexts. The interviews and 
focus groups focused on women’s experiences of migration and resettlement and 
the participants were asked to reflect on the changing role of culture in their lives 
and how moving to Scotland had influenced family relationships, gender roles, 
and cultural practices such as FGC. This comparative focus on women’s lives be-
fore and after migration encouraged the participants to locate FGC in the wider 
context of women’s rights, opportunities, and position within family and society. 
Further, as illustrated in the next sections, the wider research focus on changing 
culture and relationships directed many of the participants to discuss FGC in the 
context of other forms of gender-based violence and abuse. Additionally, the key 
informant interviews focused on participants’ perspectives on the cultural and re-
settlement challenges affecting African migrant communities in Scotland. FGC 
was discussed as part of this, in the context of asylum applications, changing gen-
der roles, and community attitudes. 

The key informant interviews were semi-structured and were held at the par-
ticipants’ places of work. The interviews with migrant women were also semi-
structured, in order to give the participants an opportunity to direct the discussion 
to the topics which they perceived had crucially influenced their experiences. This 
flexibility afforded the participants more control over how, and at what stage, they 
chose to reflect on their personal experiences of violence, displacement, and loss, 
resulting in a more cathartic approach to addressing deeply personal and difficult 
experiences. The interviews were conducted in English and held in a third-party 
location the women attended regularly in order to provide a safe space for disclo-
sure. This third-party provider had previously organized FGC-awareness work-
shops which all the women had attended. This meant that the interviewed women 
had already formulated a negative opinion about FGC, as the awareness-raising 
work had heavily informed their conceptualizations of FGC as gender-based vio-
lence. However, as these workshops had mainly focused on cultural attitudes and 
health complications arising from FGC, it is nevertheless likely that the partici-
pants’ emphasis on locating FGC in the wider social, economic, and political con-
texts was informed by their own experiences rather than these workshops. Cru-
cially, addressing FGC with women who already had prior knowledge of these 
practices meant that the women had had the opportunity to begin to make sense 
of their own experience of FGC. As discussed later in this chapter, realization 
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about the different meanings attached to FGC can be traumatizing to women who 
are suddenly faced with the task of recrafting their identity in relation to gender 
and culture. Overall, whilst this sampling procedure influenced the data, it cru-
cially enabled me as an “outsider” to gain insight into personal experiences, which 
many previous studies have explored by using community interviewers. 

By reflecting migrant women’s trajectories of violence from the Global South 
to the Global North, this chapter will illustrate the ways women’s experiences of 
FGC are shaped by intersecting inequalities before and after migration. The fol-
lowing sections will illustrate the complex ways institutionalized and normalized 
gendered inequalities perpetuate violence and trauma in the lives of FGC-affected 
women. The first part of the chapter reflects women’s accounts of violence and 
vulnerability before migration, problematizing the usefulness of addressing FGC 
solely through a culturalist framework. The second part illuminates how Western 
structures can also be complicit in perpetuating harm in the lives of FGC-affected 
women. By reflecting women’s experiences at the aftermath of violence, the chap-
ter begins to untangle what structural perspective can offer for developing our un-
derstanding of FGC in migration contexts.  

 
Structural causes of violence against women 
 

In the focus group discussions, gender-based violence and gendered inequalities 
were central in women’s narratives about their pasts. All women discussed their 
experience of FGC in relation to other forms of gender-based violence that had 
contributed to their subordination within their families and community. Other 
forms of violence, including child and forced marriage, domestic abuse, and rape 
had preceded, accompanied, and directly followed their experiences of FGC. 
Therefore, whilst I do not intend to conflate FGC with other forms of gender-
based violence as their dynamics are distinct, throughout this chapter I will draw 
parallels across the conditions which maintain women’s vulnerability to these dif-
ferent forms of violence.  

In line with existing research, women discussed how normative constructions 
of womanhood and female sexuality came to legitimize FGC. In different commu-
nities, FGC was associated with beauty, cleanliness, respect, and longevity of mar-
riage. Regardless of the type, resistance to FGC mandated bullying, social exclu-
sion, and harassment. The pressure to undergo FGC was experienced from mul-
tiple directions within and outwith the family, including from female peers who 
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constructed FGC, marriage, and childbirth as transition points which demarcated 
boundaries of friendship groups. In the case of FGC, and particularly elongation, 
being excluded from friendship groups contributed to the pressure for girls to start 
stretching their labia. Although women had done this to themselves, they had been 
instructed and pressured to elongate their labia by older women at a young age. 
Whilst the different FGC practices were said to make women marriageable for 
different reasons through impacting premarital and marital relationships, partici-
pants described elongation and cutting in similar terms. First, both practices were 
said to enforce restrictive gender roles; cutting was said to curb premarital rela-
tions by constraining sexual desire and preventing access, whereas elongation 
formed part of initiation rituals which informed girls in assuming their culturally 
prescribed roles as submissive wife and caregiver. Second, cutting was said to make 
women marriageable by ensuring virginity, whereas elongation was described as 
a strategy for ensuring lasting marriage through heightened male sexual satisfac-
tion. Crucially, these restrictive gender roles and the cultural and socio-economic 
significance of marriage also underpinned women’s sustained vulnerability to 
other forms of violence. The gendered cultural and material restrictions which 
women experienced within the family and society acted as a justification for other 
forms of violence, as women’s conformity to marital rape and domestic violence 
was constructed as a “normal” part of woman’s role as a wife. 

Crucially, the cultural values underpinning FGC were not discussed in isola-
tion, but all women situated FGC and other forms of violence against women in 
the context of women’s wider socio-economic dependency. Women’s focus on re-
flecting on FGC in the context of gendered inequalities was likely informed by 
their experience of the asylum process. As further discussed in the next section, 
most of the women had made derivative asylum claims to protect their daughters 
from FGC, which had required them to provide evidence of the barriers to mobil-
ity, protection, and independence they would face if returned to their countries of 
origin: 

 
They [UK Home Office] say I can go back home and go stay in another city or in an-
other area, where I can’t get in contact with my partner’s family. But I say to them, in 
Malawi, you need family, family we help each other, nobody else can help you. (Star, 
Malawian woman)  
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Having undergone FGC after being married into a practicing family at the age of 
fourteen, Star endured prolonged abuse by her husband and his sisters until she 
fled from Malawi to the UK. In discussing her on-going asylum application, Star 
illustrates the ways social and economic conditions converge, leaving women vul-
nerable to culturally normative forms of violence; in contexts of limited welfare 
provision and pronounced gendered labor market inequalities, resistance to FGC 
can be exercised only at the expense of women’s socio-economic survival. Situat-
ing FGC in the context of wider socio-economic injustices allows us to see women’s 
compliance with violence as a choice, but not of their own choosing (Kelly, 2007). 
The limited opportunities for women to gain financial independence maintain 
women’s dependency in the family unit and, thus, the forms of violence marking 
established age-based and gendered hierarchies. This financial dependency also 
constrained women’s help-seeking opportunities: 
 

Living in the other city is difficult, it’s not like moving from Edinburgh to Glasgow and 
I’ll be okay. If I want to move, I have to go meet the owner of that land and tell them 
why I am there. But it doesn’t matter, that man will say, if you want to live with us, you 
must pay and then we will give you this land to stay. But even then, I won’t be safe. 
(Joyce, Malawian woman) 

 
As Joyce argues, the wider disregard for gender-based violence, together with lack 
of established safe havens, forces women to pay for their own protection, creating 
further barriers to help-seeking. This was also discussed in relation to other finan-
cial transfers, including bride price, which was described as a barrier to family 
support. Women related how, in patrilocal contexts, the custom of bride price 
could become both a “ticket for abuse” for the husband, and a symbol of departure 
from the paternal family, leading them to turn away daughters who are fleeing 
from domestic violence. This happened to Star, whose family told her to return to 
her husband when she first tried to flee abuse. In her case, the cultural stigma 
surrounding divorce and women’s financial dependency converged to sustain her 
inability to survive independently from her husband’s family, which had perpetu-
ated FGC and continued to abuse her. 

In addition to economic dependency, the participants also described the pre-
vailing political conditions that undermine women’s abilities to challenge FGC in 
either private or public spheres. The women argued that the lack of national (and 
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in the case of Malawi, international) recognition of the existence of FGC limited 
women’s abilities to resist the practice: 

 
In Malawi, they don’t accept that FGM is being practiced. But it is being practiced in 
the villages where we come from. The police will tell you no, it’s not done here, but it’s 
happening. (Star, Malawian woman) 

 
In countries such as Nigeria, where FGC has been outlawed, women argued that 
the wider disregard for “women’s issues” had sustained the continuation of FGC 
by shifting the practice underground. The participants argued that the exclusion 
of FGC and other forms of gender-based violence from the political priorities not 
only undermine national efforts to end violence against women, but further limits 
women’s help-seeking opportunities in the private sphere: 

 
If you are a rich person you can do FGM on your child… if you’re a wife of a rich man 
and the husband wants you to do the FGM, but you are not going to do it and you are 
going to call the police, then even the police will leave it, or you may be in prison at the 
end of the day. You may be victimised. It’s lawless. (Chibundu, Nigerian woman) 

 
Chibundu described widespread corruption as a barrier to state protection. This 
was compounded by prevailing perceptions about gender-based violence as a pri-
vate matter which meant that women not only had little to gain in seeking help 
from the authorities, but by doing so could in fact expose themselves to further 
violence, imprisonment, and victimization. This suggests that the silence sur-
rounding FGC is not only a cultural issue but is maintained through the normali-
zation of gender-based violence, which represses women’s calls for action. 
Women’s accounts locate FGC in the context of “multi-layered and routinised 
forms of domination that often converge in women's lives, hindering women’s abil-
ity to create alternatives to the abusive relationships” (Crenshaw, 1991, p. 1245). 
Focus on women’s wider subordination explains why some women continue con-
forming with FGC or at least will not openly resist the practice if doing so endan-
gers them further. This highlights the need for more nuanced conceptualizations 
of women’s agency and participation, as their actions do not exist in a vacuum, 
but are instead exercised both in relation to and as a response to specific condi-
tions. 

Reflecting FGC-affected women’s experiences through an intersectional lens 
casts light on the social, political, and economic structures that make the position 
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of women at the crossroads of gender, class, and culture one of vulnerability and 
multi-dimensional subordination. As argued by Rogaia Abusharaf, “women are 
not merely subordinated because their genitals have been excised, in other words 
not because of the practice itself, but because of the values, ideologies, and the 
politics attached to the practice” (1995, p. 53). The participants’ accounts of bar-
riers to help-seeking demonstrate how women’s inferiority is deeply ingrained in 
the economic and political spheres, legitimizing and naturalizing violence against 
women. Women’s accounts illuminate the way corruption, police violence, pov-
erty, and women’s financial dependency create a conducive context (Kelly, 2016) 
for violence against women, including FGC. This suggests that challenging FGC 
necessitates moving beyond community education and awareness-raising to dis-
mantling the social, political, and economic barriers women face in challenging 
their own situations.  
 
Structural violence in the asylum system 

 

For the participants, relocation to the UK offered critical distance to the peer and 
family pressures maintaining FGC and other forms of violence against women. 
Although some women had heard anecdotal accounts of FGC continuing in other 
parts of the UK, or children being taken to be cut in their countries of origin, none 
of the women considered their own daughters to be at risk in Scotland. Neverthe-
less, women’s experiences of resettling to Scotland challenge the assumption of 
their migration trajectories from Global South to Global North as journeys from 
oppression to emancipation. Rather, seeking asylum in the West became charac-
terized as the lesser of two evils:  

 
I would sacrifice anything, I don’t mind Home Office taking me to detention, but I prefer 
that than my children to be cut. And I am ready for that. Even the Home Office would 
take me to jail for life, I am fine with that, but my children will not experience that, no. 
(Isatou, Gambian woman)  

 
Although women had relocated to a context which was no longer conducive to 
particular cultural manifestations of violence, their new context afforded them 
fewer resources to deal with the aftermath of the violence (Kelly, 2016). In crossing 
borders, the control over women’s lives shifted from their communities to the UK 
asylum system. The women’s lives became tightly controlled by a system which 
restricted their income, employment, places of residence, and living conditions. 
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These restrictions illustrate how the continuum of structural violence characterizes 
women’s lives even after migration. When discussing their resettlement experi-
ences, the participants’ descriptions of torture shifted from physical violence to 
being tortured by a system that imprisoned them in a state of uncertainty. Women 
described how the “fear of the brown letters” characterized their long wait for the 
decisions on their asylum claims: 

 
You are even scared to open your own door, because you don’t know what letter is be-
hind that door… because they might be like, you’re supposed to be going back home. 
(Joyce, Malawian woman). 

 
Many of the interviewed women had been waiting years for their asylum decision. 
The asylum system was “trapping women in limbo” (key informant 1), where both 
the asylum restrictions and fears of being deported stood in the way of women’s 
ability to settle and find closure after violence. As emphasized by another key in-
formant, “it’s very difficult to recover from something if you don’t know whether 
it’s over” (key informant 2).  

Many of the women had conflicted feelings about engaging with communities 
from their own countries due to their experiences of violence. Regardless, women 
considered community support and meeting people essential in integrating into 
Scottish society. The asylum system limits women’s access to social capital, leading 
to emotional and material disadvantages. The participants felt that the asylum 
process was consuming all their energy and resources, leading them to deny them-
selves new romantic relationships. Women also felt that having no right to remain 
was damaging their relations within their own community, because they were seen 
either as a “burden” or a “threat.” Settled migrants were said to fear that helping 
those without status would compromise their own resources, welfare entitlements, 
or immigration status. The extended family support and sense of community that 
had previously characterized women’s cultures had come to an end, as heightened 
fears within communities contributed to “breaking down families and friendship 
from the BME [Black and Minority Ethnic] communities” (Vera, Malawian 
woman). These fears reflect UK’s hardened approach to immigration. The pro-
found sense of isolation, lack of resources, and resulting mental health difficulties 
all stood in the way of women’s ability to build their lives in Scotland.  
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By failing to address the migrant women’s aspirations beyond their mere everyday 
survival, the asylum system has become a barrier to the women’s reclaiming their 
lives and sense of self in the aftermath of violence: 
 

Having been through the issue of domestic abuse, which was a very terrible situation 
that I went through, it really affected my overall well-being. This situation now adds, it 
makes it worse for me to do anything, except when I come out of this, that is when I can 
really move forward, you know. But when you keep someone’s hands tied, you tie the 
person’s hands and legs and then you ask the person to jump and to walk, how possible 
is it? It’s just impossible. (Chibundu, Nigerian woman) 

 
Chibundu’s story was one of violence; she was cut at the age of eight in Nigeria 
and, years later, became a victim of domestic abuse and controlling behavior by 
her partner in the UK. Chibundu was further traumatized upon giving birth to 
her daughter when she came to discover that FGC was not a norm in the UK. She 
found the medical professionals’ shocked reactions deeply unsettling, as she was 
given little information about FGC at the time. Her experience of the aftermath 
of all this violence reflects the struggles and structural violence faced by women 
who are forced to depend on the restrictive system. Although Chibundu was able 
to separate from her abusive partner, she continued to experience the effects of 
interpersonal violence as the long wait for her asylum decision exacerbated her 
feelings of anxiety and depression. By restricting her abilities to provide for her 
daughter and pursue her own employment aspirations, she felt that the system 
kept her “hands and legs tied,” whilst expecting her to “jump and to walk,” that 
is, to move on and find closure to her experiences of violence. For Chibundu, the 
asylum restrictions inhibited her from regaining control over her life, which had 
long been denied by her abusers. This illustrates how the asylum regime normal-
izes social and economic inequalities, enforcing the continuation of loss of control 
triggered by interpersonal violence.  

 
Culture of disbelief 
 

Although the limited recognition of FGC as grounds for asylum has been criticized 
(Beety, 2007), less attention has been given to the lived experiences of FGC-af-
fected women who are negotiating the asylum process. The participants who had 
sought asylum in order to protect their daughters from FGC said that the Home 
Office had questioned why they had not relocated elsewhere in their countries of 
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origin. When it comes to FGC, a successful asylum claim requires women to prove 
that they cannot relocate or seek protection for themselves or their daughters from 
the local authorities (European Institute for Gender Equality, 2015). In pushing 
women to relocate, the Home Office failed to recognize the ways oppressive gen-
der norms are institutionalized in political and economic structures, thus limiting 
women’s abilities to resist and evade patriarchal practices: 

 
They say this country goes against FGM, but if somebody then has a case of FGM, they 
refuse to believe the person is going through that process. Because they will tell you, we 
know they are doing FGM in your country, but you can say no to it. But we don’t have 
the power to stop the tradition... So, in other words we try to escape to a country that 
goes against it, and that same country will tell us no… (Olufunke, Nigerian woman). 

 
This failure to recognize how women’s lives are marked by intersecting social, 
economic, and political inequalities in their countries of origin meant that much 
like their own communities, the Home Office framed gender-based violence as a 
private matter. The emphasis on FGC as violence inflicted by communities and 
“culture” masks the way FGC and other forms of gender-based violence are con-
doned by state institutions and state actors. Yet, FGC-affected women struggle to 
provide evidence for the barriers to internal relocation, including how poverty, 
corruption, and gendered inequalities maintain women’s vulnerability to violence. 
This was the case for women fleeing countries such as Malawi where women’s 
place in the public sphere is limited but not explicitly restricted by law, but also 
countries such as Nigeria where FGC is outlawed but the law is not effectively 
enforced.  

Participants described how Home Office interviewers had accused them of 
lying about their circumstances. Interviewers had questioned forced marriage as 
the basis of Joyce’s asylum claim because she was in her thirties. In discussing this, 
Joyce contrasted the self-determination which Western cultures afford women en-
tering adulthood with African respect for parental authority; for her, the latter 
would continue to place her at risk of forced marriage regardless of her age, whilst 
the Home Office’s failure to question the universality of the former stood in the 
way of her right to be granted protection. This demonstrates a failure to recognize 
the effect overlapping gendered and age-based hierarchies have on African 
women’s vulnerability to violence. The dominant representations of forced mar-
riage and FGC affecting younger girls mask a diverse set of practices, contributing 
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to the failure to recognize the varied profile of victims of cultural manifestations of 
gender-based violence. 

The culture of disbelief is nothing new; researchers and campaigners have 
been critiquing the performance of immigration law for operating from a pre-
sumption of guilty until proven innocent (Anderson, Hollaus, Lindsay, & William-
son, 2014; Souter, 2011). The lengths to which the Home Office has gone to ques-
tion FGC-affected women’s circumstances manifests the growing pressures to re-
duce and restrict immigration to the UK. After giving birth to a daughter in the 
UK, Star began receiving letters from her husband’s family urging her to return 
to Malawi to have her daughter cut. Firstly, the Home Office disputed her own 
experience of undergoing FGC, arguing that her medical certificate sounded like 
she had dictated her story to the doctor without undergoing a medical examina-
tion. Then, the Home Office interviewers not only pushed her to relocate else-
where in Malawi to protect her daughter, but also constructed Star as a deviant 
mother in attempting to refute her inability to do so: 

 
When I said, if you send me home, my daughter is going go through FGM and my 
husband is going to do this [domestic abuse], they [Home Office] were like:  
‘Does your husband know you are here?’ 
I said I don’t know, because I left in 2005. If he knows I don’t know, but I never told 
him. Even my kids don’t know that I’m here. But if I go home, I would want to see my 
kids. And they asked:  
‘Why would you want to see your kids?’  
(Star, Malawian woman) 

 
The treatment of gender-based violence as grounds for asylum has been criticized 
for requiring women to conform to essentialist representations of a powerless 
woman, making women complicit in the reproduction of their own victimization 
(Kea & Roberts-Holmes, 2013). Prevailing gender expectations mean that women 
who are forced to leave their children behind to escape abuse do not fit the repre-
sentation of a deserving asylum seeker. The imagery of an oppressed woman works 
against women who experience a persistent failure by the authorities to recognize 
seeking asylum as a means for women to exercise their agency. Isatou, a Gambian 
woman had also sought asylum in the UK in order to protect her daughter whom 
she had left behind. In her case, she continued to receive pressure from her family 
to return to the Gambia so her daughter could be circumcised. The community 
required the mother to be present for the cutting in order to care for the child 
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afterwards, so by staying away, Isatou was protecting her daughter. Her story re-
sists the dominant interpretations of a deserving asylum seeker, powerless victim 
of FGC, as well as the common narrative regarding how FGC is practiced, making 
it even harder for her to navigate the narrow state interpretation of a genuine 
asylum seeker.  

The increased public pressures to safeguard girls and prosecute perpetrators 
of FGC in the UK have led the asylum regime to frame FGC-affected women sim-
ultaneously as victims and as a threat. The requirement to prove well-founded fear 
of persecution means a woman’s own experience of undergoing FGC is not suffi-
cient grounds for asylum. However, disclosing (and more controversially, proving) 
their experience of violence may carry weight in convincing the Home Office of 
their need to protect their daughters from violence. Yet, by disclosing their own 
trauma, women open themselves up for scrutiny as potential perpetrators of the 
practice. As described by key informants, particularly for new arrivals with little 
exposure to the differing cultural norms, women’s disclosure of undergoing FGC 
in asylum screening interviews can lead to multi-agency safeguarding procedures 
regardless of whether the perceived risk for the child is imminent. Key informants 
described how, even for women who had declared they would not continue FGC 
in the UK, responses which conveyed the normality of FGC in their home coun-
tries had led to urgent police and social work interventions. Key informants argued 
that rushed safeguarding procedures could lead to hostility towards statutory agen-
cies among communities. Emergency responses were described as retraumatizing 
for women, particularly if women had migrated from contexts where police regu-
larly abused its power by perpetuating violence. Such unmerited emergency re-
sponses are fundamentally insensitive to the confusion, exhaustion, and instabili-
ties experienced by women who have been affected by interpersonal violence, dis-
placement, and multi-layered loss. The interviewed key informants emphasized 
the need to address FGC in ways that enable women to adjust to their new context, 
allowing them to “re-evaluate what is normal… … and to provide the space and 
the scope to evaluate what has been done to them” (key informant 1). 
 
Concluding remarks 

 

By interrogating women’s simultaneous vulnerability to physical and structural vi-
olence, I have made a case for rethinking the common approaches to challenging 
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culturally normative forms of violence against women. In illustrating the intercon-
nections between interpersonal and structural violence, I have argued that, whilst 
FGC is a cultural practice, our understanding of it should not be limited to cultural 
terms. The participants’ experiences suggest that the established imagery of FGC 
as a cultural issue has done few favors for women whose experiences of interper-
sonal violence are intrinsically intertwined with structural violence they face on 
the account of their gender, race, and class. As the women’s experiences highlight, 
social orders and economic and political conditions can not only give license to 
violence against women, but also directly facilitate further interpersonal violence.  
Too often women’s inability to challenge FGC has been framed as characteristic 
of the affected women, rather than as reflective of the spaces they occupy. Sup-
porting women in bringing down the barriers to changing their situations requires 
going beyond the focus on community values to challenging the ways cultural con-
structions of womanhood become normalized in wider social orders and economic 
and political systems. The way FGC and other forms of violence connect with 
wider economic and political inequalities suggests that eradication efforts focusing 
on choice and attitudinal change may not lead to lasting social change if the 
measures do not extend to challenging the ways oppressive gendered expectations 
become institutionalized to limit women’s wider opportunities in the society. Since 
the early feminist activism, the global community has recognized the ways FGC 
enforces gender discrimination but given less attention to the ways gendered ine-
qualities contribute to the continuation of FGC. Rather than to seize aid to apply 
pressure to end FGC as was suggested by Fran Hosken (Women’s Caucus of Afri-
can Studies Association, 1983), wider societal inequalities ought to be addressed 
as a means of facilitating women’s resistance.  

Although women’s reflections suggest that the continuation of FGC may not 
be a widespread issue in Scotland, increasing migration from affected areas war-
rants further attention to women’s experiences in the aftermath of violence. 
Women’s journeys of migration illustrate that even though they may no longer be 
as vulnerable to culturally normative forms of gender-based violence after migra-
tion to the West, Western societies may nevertheless operate in violent ways. This 
demonstrates the need to conceptualize FGC as a process rather than a one-off 
event, as women’s experience of FGC is continuously shaped in response to their 
surroundings. In a new context, women’s subordination at the intersection of gen-
der, class, and culture becomes reconfigured to a position of multiple disadvantage 
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on the account of their gender, race, and immigration status. The participants’ 
experiences of the asylum system suggest that even when women relocate to con-
texts where the violence against them is no longer culturally sanctioned, structural 
violence comes to sustain their vulnerability to the ongoing effects of trauma. The 
very system which was built to allow women to seek safety inflicts harms which 
prevent relocation from violence from becoming actualized in women’s lives.  

Participants’ accounts suggest that there is a need to be vigilant of the ways 
colonial constructions of affected women blind us to women’s efforts to exercise 
their agency to protect themselves and their daughters by means of seeking asy-
lum. Women’s struggles to make their case on the grounds of FGC, forced mar-
riage, and/or domestic abuse illustrate the failure to recognize the ways gender-
based violence is rooted in, and sanctioned by, wider systematic discrimination of 
women. Participants’ experiences of the Home Office’s hostility embody the on-
going conflict that characterizes women’s struggles to seek protection from FGC 
and other forms of gender-based violence; increasing international migration and 
a growing fortress mentality in the UK have contributed to public pressures to 
condemn FGC, but also to the state-level reluctance to consider the practice as 
grounds for asylum. Although the increasing pressures to end culturally normative 
forms of violence in Scotland have led to more aggressive measures to prosecute 
perpetrators of FGC, such demands should not bypass affected women’s needs to 
make sense of their experiences of violence.  
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Introduction 
 

This chapter is based on my thesis (Väkiparta, 2019) which examines how young 
men engaged in FGM/C1 prevention in Somaliland discursively negotiate violence 
against women, gender norms, and gender order,2 and whether these negotiations 
are consistent with deconstructing the patriarchal gender regime and with locally 
prevailing masculinities. My analysis is informed by the perspective that FGM/C 
is a patriarchal practice upheld by and upholding other patriarchal practices and 
thereby women’s subordination. Such practices are often legitimated by patriar-
chal interpretations of ideologies such as religion and culture/tradition. These in-
terpretations are discursively mediated via institutions such as family and educa-
tion, often through normalized or hidden discursive practices. 
 

 
1 In Somaliland, the acronym FGM (female genital mutilation) often refers to infibulation (referred to as pharaonic cutting locally), 
thereby excluding a range of less severe practices (see, for example, Lunde, 2012). To emphasize that I refer to all types of cutting 
practices, I avoided the acronym FGM during my fieldwork, instead employing the term female genital cutting (and acronym 
FGC). In the text here, I use the hybrid term FGM/C, unless when directly quoting texts or speech that employ different terms. 
2 Aligned with Walby (2009, 2011), I use the term “gender regime” interchangeably with the term “patriarchy.” Whilst the term 
“gender order” has replaced “gender system” in, for instance, cultural studies (see Julkunen, 2010, p. 19), in this text a patriarchal 
gender order refers more narrowly to the purported superiority of men and the inferiority of women (drawing on Hirdman’s 
[1990] concept of “hierarchical gender order”). 
 

103



 

 
104 
 

Background: Men and FGM/C  
 

FGM/C prevention efforts have extensively considered and addressed women’s 
perceptions associated with the practice. Increasingly, academic research also ad-
dresses how men position themselves on FGM/C (see, for example, Abdalla, 
Omer, & Elmusharaf, 2012; Gage & Van Rossem, 2006; Kaplan et al., 2013; Sa-
gna, 2014; Sakeah, Beke, Doctor, & Hodgson, 2006; Varol et al., 2015). Simulta-
neously, policy specialists and researchers call for more men to be engaged in ef-
forts to end FGM/C (see, for example, Gele, Bø, & Sundby, 2013; Lunde & 
Sagbakken, 2014; Mölsä, 2008; Newell–Jones, 2016, 2017; Shell-Duncan, Naik, 
& Feldman–Jacobs, 2016; UNICEF, 2013). 

Despite some geographical variation, men seldom directly participate in the 
decision-making surrounding and the execution of FGM/C (Kaplan et al., 2013). 
As a practice, mothers, grandmothers, or other elderly community women per-
form FGM/C (see, for example, Ahmadu, 2000; Mackie & LeJeune, 2009; 
UNICEF, 2010). Thus, FGM/C represents a form of gender-based violence in 
which women comprise both the primary victims and main perpetrators. Whilst 
women appear to stand at the forefront of perpetuating FGM/C, men also play a 
significant role in its continuation, as fathers, husbands, and community and reli-
gious leaders (Varol et al., 2015). Correspondingly, women who decide that their 
daughters will not undergo FGM/C often face both peer pressure and helplessness, 
particularly when they are not actively supported by their husbands or influential 
male leaders from their communities (Kaplan et al., 2013). The belief that men 
support FGM/C alone can represent an important motivating factor influencing 
women’s behavior vis-à-vis cutting their daughters (UNICEF, 2013).  

Varol and colleagues’ (2015) systematic review of studies exploring men’s at-
titudes, beliefs, and behaviors concerning FGM/C in fifteen countries, as well as a 
UNICEF (2013) study conducted in sixteen countries, revealed the ambiguity in 
men’s views regarding the continuation of FGM/C. In most countries analyzed by 
UNICEF, both women and men expressed similar levels of support for FGM/C. 
In some countries, more men than women want to end FGM/C, whilst in other 
countries more women than men would like the practice to stop. Varol et al. (2015) 
claimed that notions of social obligation, religion, education, ethnicity, urban liv-
ing, migration, and an understanding of the negative consequences of the practice 
influenced men’s support for abandoning FGM/C. They found that higher edu-
cation level most strongly influenced support for ending FGM/C. The reasons 
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men cite for abandoning the practice of FGM/C stem from an understanding that 
religion does not mandate it and that it may negatively impact sexual relationships, 
whilst few men conceptualize FGM/C as an act of violence or as an infringement 
of women’s rights (UNICEF, 2010, 2013).  

As I argue in my thesis (Väkiparta, 2019), FGM/C is a form of patriarchal 
violence, upheld by and upholding other patriarchal practices in the fields of 
housework, paid work, state, cultural institutions, and sexuality (cf. Walby, 1990). 
Thus, research on men and FGM/C should extend from men’s attitudes regarding 
FGM/C to men’s attitudes and practices reproducing and challenging other pa-
triarchal practices, such as rigid gender norms, control of women’s sexuality, 
women’s economic subordination, and their exclusion from positions of power.  

In this chapter, I first set the scene for exploring FGM/C and gender in So-
maliland. I then discuss FGM/C as patriarchal violence in light of theoretical con-
structions of patriarchy and gender-based violence. After presenting my method-
ology and data, I present the four discourses that emerged in my thesis data. The 
discourses construct the meaning, religious status, and health consequences of dif-
ferent FGM/C practices, as well as knowledge and beliefs about gender ideals, 
gender roles, and gender equality. 
 
Context: FGM/C and gender in Somaliland 
 

The formerly British Somaliland Protectorate achieved full independence from 
the United Kingdom in 1960. A few days later, Somaliland united with Somalia, 
establishing the Somali Republic. In 1988, the Siad Barre regime in Somalia 
launched a crackdown against the Somali National Movement based in Hargeisa, 
Somaliland, part of a set of events leading to the civil war (Metz, 1993). Following 
the collapse of Barre's government, local authorities in Somaliland declared inde-
pendence from Somalia in 1991, and reinstated the borders of the former inde-
pendent State of Somaliland (Lewis & Sundström, 2014, pp. 80–83). Since then, 
the territory has been governed by a democratically elected government that seeks 
international recognition as the Government of the Republic of Somaliland (Con-
stitution of the Republic of Somaliland [English], 2001). 

With few exceptions, Somalis in Somaliland and elsewhere are Muslims, the 
majority of whom belong to the Sunni branch of Islam (Abdullahi, 2001, p. 1). 
Islam is the state religion in Somaliland, and no laws may violate the principles of 
sharia (Constitution of the Republic of Somaliland [English], 2001). The Somali 
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population is divided into a few large clan families. In Somaliland, the major clan 
families are the Isaaq, the Darood/Harti and the Dir (Luedke, 2015, p. 11). Below 
the clan family level, there is the clan itself, the primary lineage group, and the 
Dia (Arabic)/Mag (Somali) (Bradbury et al., 2005). All male members of society 
are defined by belonging to the Dia/Mag group which has a collective obligation 
to pay and get blood compensation, based on acknowledged rules or a contract 
known as Xeer, customary law in Somaliland (Gundel, 2006). Luedke (2015) 
claims that outside of politics, however, clan structures appear to become weaker 
and more scattered, especially in urban areas, where the initial responsibility of 
clan elders in resolving conflicts between pastoralists has reduced.  

Gender represents a fundamental structuring principle that influences almost 
all spheres of Somali society: the family, the household, politics, and the economy 
(Hansen, 2008). According to the Academy for Peace and Development (APD, 
2002), the position of women within an Islamic society is determined by the 
Qur’an, the tradition of the Prophet Mohammed, and the interpretations of Is-
lamic law and traditions. These interpretations, in turn, are influenced by social 
customs and practices. Luedke (2018, p. 10) maintains that the significance of the 
clan system represents a primary reason for the continued subordination of 
women in Somaliland. She argues that that a woman’s loyalty to the clan is weaker 
than a man’s clan allegiance because a woman’s clan alliance often transfers fol-
lowing marriage. Thus, women are excluded from decision-making and clan-
based forums.  

Luedke (2015, p. 9) wrote that the absence of men during conflict times made 
women acquire new importance as merchants, traders and heads of house. The 
resolution of conflict and peace and reconciliation in Somaliland, however, rele-
gated women back to the status of passive agents, she argues. “As the modern state 
structures of the Barre regime collapsed, traditional modes of social organization, 
in which men define and occupy the ‘public’ sphere, took over” (Luedke, 2015, p. 
9). Furthermore, radical versions of political Islam have gained ground since the 
civil war and precipitated a shift towards stricter interpretations of gender roles 
(Luedke, 2018, pp. 11–12). Women are denied inheritance under customary law, 
and have limited access to financial assistance such as micro-credit (Luedke, 2018, 
pp. 9–11), and women continue to be excluded from most public and political 
activities, including open councils (shir) where adult men debate and make deci-
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sions (El-Bushra & Gardner, 2016). Women are never considered the most re-
spected, senior “elders” of the society, and in cases involving conflicts between 
women and men, male elders often protect the interests of men over those of the 
women (SIHA, 2013).  

Regarding the locally prevailing masculinities, I draw upon Arat and Hasan’s 
(2018) findings on the salient character traits conveyed in the Qur’an, and El-
Bushra and Gardner’s (2016) feminist analysis of Somali men’s masculinities and 
gender relations. Arat and Hasan outline five overlapping yet contradictory salient 
Muslim character traits that may be taken as prescriptions of Muslim masculini-
ties. Submissiveness, taken as the opposite of domination and defiance, is the most 
exalted trait of the believer, since Islam means surrendering or submitting to God. 
The most frequent expression in the Qur’an of the second trait, altruism, is the 
duty of a charitable act. One of the five pillars (basic acts) of Islam, zakat, requires 
all adult Muslims to annually give about 2.5% of their wealth to those in need. 
The third trait, righteousness, is defined as morally correct behavior and thinking, 
transecting all other desirable character traits and offering the most uniform char-
acterization of ideal masculine traits. The righteous husband tends to his wife’s 
needs with care and commitment, and righteous parents guide their children to-
wards good and virtuous lives, preventing them from committing sin. Commit-
ment to the faith characterizes the principle expression of the fourth trait, stead-
fastness, which also prescribes a man’s devotion to his wife by refraining from 
adulterous relationships and sinful desires. Some verses encourage believers to 
fight, although combat, the fifth trait, only legitimizes fighting when defending the 
faith against those “who disbelieve in the signs of Allah,” and only with restraint. 
I suggest that these five salient character traits are largely compatible with the core 
ideals of “Somali manhood”—responsibility, self-discipline, courage, humanity, 
and generosity (El-Bushra & Gardner, 2016). These ideals are (partly) reflected in 
the concept of “raganimo,” the local notion of a “real man,” characterized as be-
ing tough and brave, but also helpful and generous, as well as oratorically skilled, 
capable of speaking eloquently and loudly (Hansen, 2008).  

Turning to FGM/C in Somaliland, two recent studies show that the practice 
is nearly universal. Based on a community survey, key informant interviews, and 
focus group discussions with 2,060 community members (of whom 1,128 were 
women) and 209 opinion leaders (of whom 46 were women) in 25 communities, 
Newell-Jones (2016) concludes that the prevalence rate stands at 99% in urban 
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and 100% in rural communities. Data in Ismail and colleagues’ (2016) study stem 
from two surveys conducted amongst women who attended the prenatal clinic at 
the Edna Adan Hospital in Hargeisa. The first cohort participated in the research 
between 2002 and 2006, and the second between 2006 and 2013. In the second 
cohort, data were drawn from a sample population (n=6,108 of 6,172 partici-
pants), the results of which rely on physical examinations of participating women 
receiving antenatal care. That survey revealed that 98.4% (or 6,011 women) of 
the second cohort had undergone FGM/C. A mere 1.6% (n=97) of participants 
bore no signs of FGM/C. Despite the consistently high prevalence rate, evidence 
(see Ismail et al., 2016; Newell-Jones, 2016) points towards a change in the type of 
cutting, whereby an increasing proportion of girls in the younger age cohorts un-
dergo intermediate cutting (WHO type II) and sunnah cutting (WHO type I) in-
stead of infibulation (WHO type III). 

Johnsdotter (2002) argues that some Somalis consider sunnah circumcision a 
religiously recommended act. This stems from the meaning of the word “sunnah” 
in Arabic as “recommended.” Furthermore, the same understanding of the term 
falls within one of the five categories to which all human actions can be classified 
according to Islamic law: 1) required/commanded; 2) recommended; 3) permit-
ted; 4) disapproved; and 5) forbidden (Johnsdotter, 2002, p. 54; referring to Lewis, 
1994, p. 5). Accordingly, Crawford and Ali (2015) claim that the term “sunnah” 
can refer to any type of FGM/C that Somali people believe is required or sanc-
tioned by Islam, and can thus refer to WHO type I, II, or even III. They recog-
nized the increasing use of the intermediate type of FGM/C that involves less 
stitching than the pharaonic practice and has likely emerged in response to gov-
ernment interventions to eliminate pharaonic cutting. To increase its acceptability 
in comparison to the pharaonic practice, this intermediate type is sometimes called 
“sunnah” or “sunnah 2” (Newell–Jones, 2016, p. 12). However, sunnah cutting 
may in reality be close or equivalent to pharaonic cutting because traditional cut-
ters are often unaware of the differences between specific practices (Akar & 
Tiilikainen, 2009; Lunde, 2012; Vestbøstad & Blystad, 2014). 

The strongest reason that participants in Newell-Jones’ (2016, p. 26) survey 
gave for supporting the continuation of FGM/C in Somaliland was that FGM/C 
remains a traditional practice. Purification was the second most-cited reason asso-
ciated with reducing the sexual desire of girls, which again is thought to protect 
girls from premarital sex and the associated loss of virginity. Marriageability was 
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listed by 20% of survey participants, and 22% cited religious reasons for support-
ing FGM/C. In the Ismail et al. (2016) study in Somaliland, 72% of female re-
spondents who could pick only one option, reported that they would have their 
daughters cut for reasons stemming from tradition and 28% for religious reasons. 
These results reflect Boddy’s (1986) notion that religion, tradition, and culture are 
often interconnected and mutually reinforcing—that is, valued traditions and cul-
tural beliefs are incorrectly ascribed as mandated by religious doctrine.  

Somalia initiated awareness-building campaigns to prevent FGM/C as early 
as the 1970s (Bruchhaus, 2013). Such campaigns collapsed with the fall of the 
Barre regime in 1991. In 1997, UNICEF relaunched anti-FGM/C activities in So-
maliland, establishing a national committee and regional task forces to formalize 
policies. FGM/C was included in the national gender policy, categorized as a form 
of gender-based violence under the subheading “harmful traditional practices” 
(Lunde & Sagbakken, 2014). However, FGM/C was not seen as a priority in the 
1990s since there were many more pressing needs (Lunde, 2012, p. 61). FGM/C 
is now quite openly discussed in urban areas (Bruchhaus, 2013), but there is still 
no ban criminalizing it, and the key ministries disagree on which types of FGM/C 
should be covered by the ban (Newell-Jones, 2016). Reflecting this debate, a reli-
gious fatwa was issued by the Ministry of Religious Affairs in February 2018. Ac-
cording to the fatwa, “[i]t’s forbidden to perform any circumcision that is contrary 
to the religion which involves cutting and sewing up, like pharaoh [pharaonic] 
circumcision” (Ahmed et al., 2018). Local civil society organizations advocating 
for a zero tolerance of all types of FGM/C required rephrasing of the fatwa, which 
they accused of legitimizing sunnah cutting. Strategic Initiative for Women in the 
Horn of Africa (SIHA, 2018) interpreted that the fatwa is problematic also because 
it frames FGM/C as a religious matter.  
 
Theoretical constructions of patriarchy and gender-based violence 
 

Mackie and LeJeune (2009, p. 5) have argued that patriarchy as the cause of 
FGM/C is insufficient, “because most, if not all, communities that do not practice 
FGM/C are also patriarchal.” Walby (1990, p. 16) argues that theories of patriar-
chy that utilize “a simple base–superstructure model of causal relations” do not 
aid in understanding variation and change. In Walby’s theorizing, the private and 
the public comprise the primary forms of patriarchy. The private patriarchy is 
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based upon housework as the main site of women’s oppression, and the expropri-
ation of women’s labor takes place primarily by individual patriarchs within the 
household. Public patriarchy, by contrast, is based upon employment and the 
state, where the expropriation of women represents a more collective appropria-
tion (Walby, 1990, p. 24). Furthermore, in the domestic form, the processes of 
power are primarily exclusionary—thereby excluding women from locations of 
power and influence; in the public form, these processes are segregationary—that 
is, segregating women in the public sphere into positions of lesser power and in-
fluence (Walby, 2011, p. 105).  

In the core of Walby’s (1990) theorizing are six primary structures (also re-
ferred to as “fields” or “sites”) from which patriarchal relations emerge and which 
form patriarchy. These six structures consist of paid work, housework, sexuality, 
cultural institutions, violence, and the state. Each structure carries causal effects 
upon the others, by both reinforcing and blocking them, and the interrelationships 
between structures create different forms of patriarchy (Walby, 1990, pp. 16, 20). 
In each of the six structures, patriarchal practices vary and develop separately. 

Referring to Puleo (1995) and De Miguel (2015), Kaplan et al. (2017, p. 152) 
claim that every patriarchal system relies on coercion and consent, where the co-
ercive model sanctions what is allowed and what is forbidden to women, whilst the 
consent-based model “builds inequality through binary narratives that leverage 
gender roles in a rigid way.” With regards to the latter model, patriarchy is often 
associated with a patriarchal ideology that justifies male dominance and attributes 
it to inherent natural differences between men and women. Drawing from Gram-
sci (1971), Lazar (2007) argues that gender ideology is hegemonic in that it often 
does not appear as domination at all. Instead, she points out, it is often embedded 
and hidden in everyday routines and interactions and appears as largely consen-
sual and acceptable to most within a community. Gaining consent and perpetuat-
ing dominance are thus largely accomplished through discursive means. Accord-
ing to Lerner (1986, p. 240), sexism defines the ideology of male supremacy, supe-
riority, and beliefs that sustain it. In her view, sexism consists of prejudice, stereo-
typing, and discrimination based on gender, and “stands in the same relation to 
paternalism as racism does to slavery.” Connell (2005) points out that there exist 
ideologies that justify men’s supremacy on grounds of religion, biology, cultural 
tradition, or organizational mission such as that used in the military. 
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According to Hirdman’s (1990) theorizing, a patriarchal gender system empha-
sizes a strict separation of the sexes, their hierarchical order, and heteronorma-
tivity. In her conception, separation of (or simply difference between) sexes entails 
both defining feminine and masculine as dichotomous and in opposition to one 
another, as well as a gendered division of private life and work. Hierarchy, in turn, 
entails the superiority of the masculine, portraying man as the human norm, and 
concentrating the material, cultural, and symbolic power in the hands of men. I 
borrow from Hirdman (1990) and Connell (2005) and suggest that the patriarchal 
gender regime is upheld by patriarchal interpretations of ideologies such as reli-
gion, biology, cultural tradition, or organizational mission. These interpretations 
provide the “content” of gender stereotypes and norms that justify a strict separa-
tion of the sexes, and their hierarchical order. Such interpretations are reproduced 
and mediated via cultural institutions such as family, education, church, and me-
dia, and through materialist and discursive practices, which, in turn, can be either 
coercive or non-coercive (consensual), materialist and discursive (Hearn, 2004, 
2014; Whitehead, 2002).  

I now turn to violence against women, one of Walby’s (1990) primary patri-
archal structures. Labelling something as violent entails separating legitimate vio-
lence (for example, by police for “due” course) from illegitimate violence, and re-
sults from cultural, historical, and social negotiations, which justify and account 
for certain forms of violence (Ronkainen, 2017). Gender represents one factor im-
pacting the cultural and social meaning-making of violence, and both gender and 
violence are connected to power in various ways, Ronkainen argues. “Violence 
against women” (VAW), “gender-based violence” (GBV), and “gendered violence” 
are often used interchangeably. Anderson (2009), however, points out that when 
one assumes that VAW equals GBV without analyzing the relation to theories of 
gender, one fails to analyze the gender–violence nexus.  

Bumiller (2010) calls for a focus on the meaning and purpose of violent acts 
and their relation to the performance of gender. Ronkainen (2017) notes that re-
search on GBV should focus on resources enabling violence, how violence is justi-
fied to oneself and others, and the kind of gendered agency attached to it. Stark 
(2010, p. 209) argues that investigations of the violence/gender nexus should 
“identify how violence functions in relationships to preserve and extend gender 
inequalities,” rather than asking who uses violence. Hunnicutt (2009) emphasizes 
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that the principal characteristic of GBV lies in that it occurs against women pre-
cisely because of their gender. She posits that the concept of patriarchy maintains 
the theoretical focus on dominance, gender, and power, and anchors violence 
against women within social conditions rather than against individual attributes. 
hooks (2000), in turn, proposed using the term “patriarchal violence” as a label for 
the abuse and violence that happens at home due to patriarchal structures, beliefs, 
and values, since the term “domestic violence” does not maintain the connection 
between violence and structures. 

By considering FGM/C as a gendered practice, it is important to note that 
communities that practice it do not view it as violence, but as a means of guaran-
teeing prevailing notions of what is best for girls (see Mackie & LeJeune, 2009). 
Yet, I argue, FGM/C is a violent act which occurs against women precisely be-
cause of their gender (see Hunnicutt, 2009). Illiteracy and weak employment op-
portunities uphold the patriarchal order assigning women the role of giving birth 
and carrying out domestic duties, whilst men are assigned the role of providing for 
their family (Wilson, 2002). Marriage is thus often the (only) way for women to 
earn a living and status, Wilson argues, whilst virginity and chastity exist as pre-
requisites to marriage, symbolizing the honor of the girl’s family. Under these cir-
cumstances, FGM/C is carried out to preserve the girls’ virginity, chastity, mar-
riageability and family honor (Gruenbaum, 2006). Furthermore, FGM/C often 
occurs in circumstances where social norms grant women little voice so they are 
unable to publicly challenge harmful practices (Mackie & LeJeune, 2009).  

 Building upon Wilson’s (2002) and Mackie and LeJeune’s (2009) views on 
patriarchy as a supporting condition of FGM/C, as well as on Walby’s (1990) un-
derstanding of the six fields of patriarchy (paid work, housework, sexuality, cul-
tural institutions, violence, and the state), I argue that FGM/C comprises patriar-
chal violence that sustains and is sustained by other patriarchal structures and 
practices. Crosscutting the fields of sexuality and cultural institutions, FGM/C rep-
resents a valued tradition often assumed to be mandated by a religious doctrine 
and linked to understandings of honor, thereby justifying the use of violence to 
control women’s virginity and fidelity. In the fields of paid work and housework, 
women’s socio-economic subordination upholds their dependency on marriage 
and, therefore, FGM/C as a prerequisite to marriage in some practicing commu-
nities. Health problems and child marriages, which often follow FGM/C, further 
disadvantage women’s possibilities of gaining an education and participating in 
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paid work. In the field of the state, some countries where FGM/C is widely prac-
ticed have managed to enact legislation and related policies against the practice 
(UNFPA, 2013). In other countries with high prevalence (including my study con-
text Somaliland), criminalization of FGM/C is hampered by, for instance, contra-
dictory religious interpretations, fear of “outsiders” trying to alter the culture and 
customs, and/or unanimous support for the practice among the electorate. 

 
Research methods and data 
 

I gained access to the field with the help of an international non-governmental 
organization that supports local civil society organizations (CSO) in Somaliland in 
their efforts to end FGM/C. I also recruited a local research assistant to contact 
potential interviewees, schedule interviews, translate during the interviews, and 
conduct transcription of the interviews from the digital voice-recordings. The data 
collection took place in Hargeisa, the capital of Somaliland, in September-Octo-
ber 2016. I interviewed 19 university students (15 men, 4 women) who had re-
cently participated in an anti-FGM/C training organized by a local CSO. The 
average age of participants was 23 years (range, 21 to 27 years). None of them was 
married or had children. Nine were born in Hargeisa, seven in other urban areas, 
and three in rural areas. Only one participant had lived abroad for a brief period 
of time during childhood. In total, 13 participants reported that some of their fe-
male family members were cut, three that all of their female family members were 
cut, and two that none of their female family members were cut (one did not know 
or chose not to answer). The student interviews were supplemented by interviews 
with employees of local CSOs (alone or in pairs). Thus, the final data consist of 24 
interviews with 26 individuals, comprising nearly 24 hours of speech transcribed 
verbatim into text.  

Interviews with the students were carried out at a meeting room at the hotel 
where I was staying. Because I did not expect to gather exceptionally rich accounts 
given the sensitivity of the topic, I used a semi-structured interview scheme with 
open-ended questions. I began the interview with a “warm-up” topic (practical 
questions about their anti-FGM/C training) and proceeded to topics that specifi-
cally addressed FGM/C practices, FGM/C prevention strategies, gendered roles 
and ideals, and gender equality. The interviews lasted on average one hour, rang-
ing from 30 to 75 minutes. I encouraged the interviewees to rely upon the research 
assistant for translation assistance, but most of them chose to speak English. 
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Hence, the richness of the accounts correlated with the English-language skills of 
the participants.  

My methodological framework is inspired by Fairclough’s (1992, 1995, 2001) 
discourse analytical approach, which emphasizes the interrelation between dis-
course and social change. My analysis is also inspired by Lazar’s (2007) feminist 
critical discourse analysis, which aims to understand the complex working of 
power and ideology in discourse that sustains (hierarchically) gendered social ar-
rangements. According to Lazar, many social practices, far from being neutral, 
are gendered, as well as embedded and hidden in everyday routines and interac-
tions.  

To first examine how violence against women is (re)negotiated and (de)legit-
imated, I analyzed how the meanings and consequences of different FGM/C prac-
tices, as well as the subject positions in perpetuating and preventing the practice 
are negotiated in the data. Second, I examined how masculinities and gender or-
der are negotiated. I investigated notions of men’s and women’s “natural” char-
acteristics and roles, notions of gendered rights and responsibilities, as well as un-
derstandings of gender equality in Somaliland and the concept of “gender equal-
ity” itself. Throughout the analysis, I paid attention to the assumptions made, cau-
salities suggested, as well as to the systems of knowledge and belief from which 
participants drew. I paid special attention to the taken-for-granted ideas and jus-
tifications granted to, for instance, the current state of gender (in)equality, as well 
as to the identification of the “root causes” of some harmful practices. I also ex-
plored whose stance was taken and whose was forgotten, and whose interests were 
promoted or ignored.  

In the next two sections, I introduce the four discourses that emerged from 
the data. Due to the limited space, I provide only a few direct quotes from the 
data. To improve the readability, I have corrected any major grammatical or lex-
ical errors in the quotes. Brackets indicate missing words that I filled in to render 
the quotes more readable. Brackets with three dots […] indicate sentences or 
words that were extracted to shorten the quotes. If the quote is based on the re-
search assistant’s English translation from Somali, it is indicated at the end of the 
quote. All the quotes in this text are from the male students (and not from female 
students or CSO employees), who are referred to with pseudonyms. 
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Discursively negotiating FGM/C practices 
 

I next turn to presenting the two interlinked discourses—the righteousness dis-
course and the health discourse—through which my interviewees construct the 
meaning, religious status, and health consequences of different FGM/C practices, 
as well as the subject positions in perpetuating and preventing the practice. In both 
discourses, a clear distinction is made between pharaonic cutting as a harmful cul-
tural practice—and, thus, the primary “target” of anti-FGM/C activism—and 
sunnah cutting as a “harmless” practice with some religious grounds. 
 
The righteousness discourse 
 

Through the righteousness discourse, my interviewees negotiate the religious sta-
tus of the main types of FGM/C in Somaliland, on the one hand, and genital cut-
ting as a means to prove women’s religious purity (that is, virginity and abstinence 
from premarital sex), on the other. Sunnah cutting primarily emerges as not re-
quired by Islam, but also contradictory views emerge, as in Farah’s quote: 
 

Farah: My idea is based on the religion, what the religion mentions. So, Sunna is ac-
ceptable, and I believe Sunna is perfect. But a woman with nothing [uncut] is a problem. 
So, women must undergo Sunna. 

 
This tension reflects the disagreement amongst local religious scholars regarding 
how to advise communities on sunnah cutting, with a majority considering sunnah 
cutting as “honorable” (that is, recommended). Even those student interviewees 
who construct sunnah cutting as not required by Islam appear to consider it as 
permitted by Islam and, hence, remain indifferent to it. They construct sunnah 
cutting as “not a big problem”—neither bringing any benefit, nor causing health 
problems.  
 

Najib: They [religious leaders] are taking a Qur’anic verse which says: “Human being is 
created into its best form” as evidence. So, the two forms of FGM, the pharaonic type is 
totally forbidden, and the Sunna type is mildly invasive, so it is not a big problem if it is 
done or left. So, if the woman is exposed to something that is not allowed in the religion 
that means her right is violated. 

 
Accepting what is understood as “just pricking” or “a mild invasion” undermines 
women’s rights to bodily integrity. In light of my data, it remains unclear whether 
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ignoring the sunnah cutting results from a lack of information on the varying sun-
nah procedures and related health consequences or due to the understanding that 
sunnah cutting cannot be harmful because it is not specifically disapproved or for-
bidden in Islam.  

The righteousness discourse is firmly attached to and reproduces the right-
eousness ideal, the most uniform characterization of the salient Muslim character 
traits which addresses both men and women (see Arat & Hasan, 2018). Whilst 
renegotiating women’s righteousness by challenging the dominant religious inter-
pretations regarding sunnah cutting as “honorable,” religious purity (that is, vir-
ginity and abstinence from premarital sex) remains a central norm that specifically 
addresses women.  
 

Muuse: She [preferred bride] must be zero tolerant [uncut] or at least she must be 
Sunna, not pharaonic you know. That is the first point. The next thing is that she must 
be educated, at least [have] a degree level or secondary education. […] The third thing 
is that she must cover her body because she, you know, if she covers her body, she has 
been protecting herself for [a] long time.  

 
Traditionally, pharaonic cutting was carried out to symbolize virginity in Somali 
society (Talle, 1993). In my data, virginity and abstinence from premarital sex are 
detached from all types of FGM/C and attached to chastity—covering one’s body, 
behaving “modestly,” and keeping away from men. The continued emphasis on 
safeguarding a woman’s premarital virginity, however, risks perpetuating 
FGM/C, since many people in Somaliland still consider FGM/C a culturally ap-
proved and efficient means of guaranteeing it. 
 
The health discourse 
 

The health discourse represents pharaonic cutting (but not sunnah cutting) as a 
harmful cultural practice that causes women various health problems in both the 
short- and long-term.  
 

Mahad: When they become married, women with FGM [pharaonic cutting] experience 
more complications, for example, fistula or other related diseases, but a woman with 
Sunna cannot acquire any diseases related to FGM [pharaonic cutting]. 
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Yet, pharaonic cutting is not framed as violence (that is, representing a violent act 
or act of force), but rather as a violation of women’s rights to health. This is prob-
lematic, first, since talk about violence does not just represent norms: “it is (a cre-
ation of) reality in its own right” (Hearn, 2014, p. 9). Labelling and not labelling 
something as violence entails separating legitimate violence from illegitimate vio-
lence (Ronkainen, 2017). Second, a health approach to violence against women 
frames violence as a contributor to women’s poor health, whereas feminist ap-
proaches frame violence against women as a symptom of gender inequality and 
oppression (Flood, 2015). Furthermore, most interviewees represented pharaonic 
cutting as a threat only to women’s physical health, bypassing the long-term psy-
chological and social effects that maintain women’s subordination.  

In the health discourse, students represented themselves as competent and 
legitimate. Female activists were viewed as advantaged, because a majority of peo-
ple see FGM/C as a “women’s issue,” which is both inappropriate for men to in-
tervene in and a taboo topic for discussions between men and women.  
 

Abas: Maybe they [people listening to the student activists] will ask you, “Aren’t you a 
man? Why are you talking about FGM?” In the Somali context, they believe only women 
can talk about FGM because they say it’s a special issue associated with women. […] 
Mothers are more sensitive than fathers [to men talking about FGM/C], I think. 

 
Furthermore, female activists are assumed to have subjective experiences with 
FGM/C, which grants them legitimacy. Such accounts renegotiate women’s pub-
lic agency and their role in preventing FGM/C instead of being viewed as victims 
of FGM/C alone. Yet, because positions of power are currently held by men, it 
appears “rational” to engage men in anti-FGM/C efforts, thus reproducing men’s 
domination.  

In the health discourse, pharaonic cutting was also represented as a violation 
against women’s “right to marry.” Such understanding is problematic as it does 
not challenge women’s socio-economic subordination and dependency on mar-
riage. The emerging—yet weak—emphasis on a woman’s right to bodily integrity, 
in turn, opens the possibility for opposition to all types of FGM/C, since it is less 
focused on the severity of the health consequences.  
 

Abdulle: They [girls and women] should not face a risk, so the right they have is to keep 
their body, all its parts, the 360 organs, you know, of their body, so they have that fun-
damental right. And women should be given consent about FGM, you know, the thing 
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is that when Mum and Dad or those who are performing FGM, they do not [ask for] 
consent.  

 
This emerging rights discourse on FGM/C also challenges the relativist view, in 
which communities that practice FGM/C do not see it as violation of the body or 
girls’ dignity. Instead, this weak human rights discourse supports Donnelly’s (2007) 
notion that “[n]o culture or comprehensive doctrine is ‘by nature’, or in any given 
or fixed way, either compatible or incompatible with human rights.” The inter-
viewees, however, highlighted the difficulty in invoking human rights arguments, 
particularly amongst the uneducated “ordinary people” and religious leaders.  

In addition to the effects on women’s health, “right to marry,” and right to 
bodily integrity, the health discourse included accounts of how pharaonic cutting 
complicates marital sex, particularly for men who were represented as the primary 
“performers” of intercourse. Uncut or sunnah cut women were portrayed as more 
“sensitive” and thus more willing to engage in marital sex.  

 
Abdi: I think they are much better, women or girls who had no FGM compared to those 
who have undergone FGM. Simply from the side of sensation or feeling sensation, I 
think, when the women’s clitoris is cut, they may not feel sensation, or their sensation is 
reduced.  

 
This relates to idealized womanhood renegotiated through the righteousness dis-
course. The thin—yet gleaming—sexuality discourse together with the nascent 
human rights discourse illuminates how discursive “codes and elements” can be 
combined in new ways (see Fairclough, 1992, pp. 96–97).  
 
Discursively negotiating gender norms and gender order 
 

I next turn to presenting the hierarchical difference discourse and the masculine 
responsibility discourse, through which my interviewees construct gendered stere-
otypes, roles, norms, and ideals, as well as gender power relations. In these dis-
courses, young men assume a “heroic position” (Wetherell & Edley, 1999) towards 
religiously and culturally idealized masculinities.  
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The hierarchical difference discourse 
 

The hierarchical difference discourse locates women and men in strictly separate 
“roles” and spheres: women in the private and men in the public sphere, a sepa-
ration justified through Islam, “natural” differences between men and women, 
and “balanced” gendered rights and responsibilities as understood to be pre-
scribed by Islam.  
 

Guled: Because we are a Muslim community, there are different roles for women and 
men. As such, the primary role for women is to maintain everything related to the home 
and raising children and taking them to the school and all that is related to the house. 
Also, nowadays, many women participate in community issues. 

 
As in Guled’s quote, interviewees claimed that changes have occurred, particularly 
regarding women’s expanding economic roles. Some of the young men accepted 
the change, explaining that women are now more educated and thus capable of 
and even “entitled” to enter new roles, and since women’s participation in the 
income generation strengthens family resilience.  
 

Muuse: In my opinion, it [women’s expanding role outside home] is somehow good, 
somehow not good. It is good when women learn something and when they come out-
side. It is good for the family, the fathers or the husbands of all Somali families. Most of 
them [families], their daily income is increased by women, because she works outside 
[the home]. So, at that part, it is good. And regarding learning, it is good. But when it 
comes to leadership, it is not good for a woman to lead the nation. 

 
As in Muuse’s quote, women’s education and economic roles were sometimes sup-
ported only as “good for the husband and the family.” Such an understanding 
risks reproducing women’s traditional roles in the private sphere and, therefore, 
dependence on marriage. Yet, employing such instrumental arguments can be in-
terpreted to imply that men attempt to comply with the righteousness ideal, and 
thus use religiously acceptable arguments when supporting women’s extended 
rights and roles. Others. Like Guled, were hesitant about the change in gender 
roles, appealing to the roles prescribed by Islam: 
 

Guled: Women’s life is not like in the past. They are entering into community life. Ear-
lier, all [women’s] roles concerned the home, but now they are in public. And, as Mus-
lims, we do not support this culture.  
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Strict gender segregation was also justified by representing gender equality as a 
“zero-sum game.” In these accounts, improvements in women’s labor market sta-
tus appear to discriminate against men.  
 

Muuse: The job has qualifications and conditions. These qualifications include 
knowledge level, experience, and similar things. Finally, they said you know, women are 
especially encouraged to apply. So, that means, if the job needs one person and, in the 
end, there remain two persons—a man and a woman—it is common that the woman 
will succeed, because she is already mentioned. So, in that way, there is gender inequal-
ity.  

 
In the hierarchical difference discourse, Somaliland is presented as a gender equal 
society, given the “equal” rights and responsibilities prescribed by Islam. Women 
also appear as powerful change agents “behind the scenes,” which downplays the 
need to promote women’s formal decision-making power. In some accounts, 
women are blamed for disrupting the “gender balance” through claiming rights 
or roles which are not understood to be prescribed to them by Islam.  
 

Liban: There is not that much inequality in Somaliland. Everybody has a role and ine-
quality happens when men assume the role of women and women assume the role of 
men. And if there is inequality, it is the women who take over some of the roles of men. 
For example, women moving from their role in the house and going to work leads to 
slight inequality [translated]. 

 
On the other hand, women are also blamed for marginalizing themselves and 
“preferring to stay at home” instead of pursuing work outside the home. In gen-
eral, women’s discrimination in education and paid work is, however, attributed 
to “ignorant” parents and husbands instead of structures and practices that favor 
men.  
 
The masculine responsibility discourse 
 

The embeddedness of the “gender contract” (see Hirdman, 1990) and “gender 
ideology” in religion makes them particularly stable in Somaliland, concentrating 
the power to interpret and renegotiate in the hands of those who possess religious 
authority—that is, primarily men. Viewing men’s domination as divinely ordained 
provides men with “invisible power,” which is more potent as deeply internalized 
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rather than explicit power (El-Bushra & Gardner, 2016). Therefore, the masculine 
responsibility ideal at best produces masculinist protection instead of supporting 
women’s increasing decision-making power over their own bodies, and over pri-
vate, nonetheless public affairs. This emerged in the other discourse that con-
structs gender norms and gender order in my data, the masculine responsibility 
discourse, whereby men’s superiority was justified through men’s wider responsi-
bilities towards their nation and family—especially the masculinist protection and 
economic support that men (are expected to) offer women.  

In the masculine responsibility discourse, the interviewed men represented 
their anti-FGM/C activism as fulfilling their responsibility—as men and as profes-
sionals—thereby strongly aligning with the idealized “Somali manhood” which 
emphasizes responsibility, protection, and care for one’s family and country (see 
El-Bushra & Gardner, 2016). Men emphasize the “leverage” that nubile men pos-
sess in anti-FGM/C work through their impact on marriageability criteria. They 
thus represent themselves as in a unique role with special responsibility in prevent-
ing FGM/C.  
 

Mahad: Before we attended the [anti-FGM/C] training, we used to date some girls who 
had undergone FGM. But since we now understand the problems of FGM and we 
learned new information about FGM, we no longer date women who have undergone 
FGM. 

 
Utilizing this leverage of rejecting cut women, however, entails the risk of double 
victimizing (pharaonically) cut women if they are left unmarried and thus socially 
ostracized because of the very procedure aimed at securing their marriageability 
and social status. Furthermore, to change only the content of women’s marriage-
ability prerequisites does not challenge women’s socio-economic subordination 
and dependency on marriage. 

In the masculine responsibility discourse, “other” men with power and legit-
imacy (often older men) were characterized as not fulfilling their responsibility to 
challenge FGM/C. In complying with the responsibility ideal that for my inter-
viewees implies challenging a practice valued by many older men, young men re-
negotiate the submissiveness ideal that guides young Somali men to accept the 
authority of older men (El-Bushra & Gardner, 2016). The men I interviewed also 
identified a controversy between their “responsibility” to prevent FGM/C and the 
community that questions their motives.  
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Guled: Many people believe that there is an under the table purpose to eradicating 
FGM. […] like this project is from the West or this project has another purpose like 
supporting women to move away from religion. 

 
Another controversy facing men engaged in FGM/C prevention appears to lie 
between the religious righteousness ideal (Arat & Hasan, 2018), which guides men 
to follow religious prescriptions—or religious scholars’ interpretations of them –
and the responsibility ideal (El-Bushra & Gardner, 2016), which guides men to 
protect women and children. In my data, young men seemed to handle the disso-
nance by categorically labelling any practice understood as required or not specif-
ically disapproved/forbidden by religion (such as sunnah cutting) as not harmful, 
as I showed in the righteousness discourse. There is also a controversy in that 
men’s domination is discursively reproduced by people aiming to prevent 
FGM/C, a practice maintained by hegemonic power relations. I argue that this is 
due to the understanding of Somaliland as a gender equal society with “well-bal-
anced” gender roles and responsibilities, and framing of FGM/C as primarily a 
health issue—not a gender equality issue or an issue related to gendered violence. 
Furthermore, young people’s agency in negotiating gender norms and power re-
lations remains quite restricted in Somaliland. 
 
Discussion 
 

My research interest was to gain a deeper understanding and problematizing of 
the engagement of young men in the prevention of FGM/C. Focusing on discur-
sive practices, I examined how young men engaged in preventing FGM/C in So-
maliland discursively negotiate violence against women, gender norms, and the 
gender order. Secondly, I examined whether these negotiations are consistent with 
the goals related to deconstructing the patriarchal gender regime, on the one hand, 
and with prevailing masculinities, on the other. The four interlinked discourses 
that the interviewees employed—the righteousness discourse, the health discourse, 
the hierarchical difference discourse, and the masculine responsibility discourse—
challenge some forms of violence against women, while legitimating others. They 
(re)produce prevailing masculinities and hierarchical gender order in many ways, 
but there are also discursive elements that renegotiate prevailing gender norms, 
particularly idealized womanhood. 
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In terms of violence against women, the interviewees construct sunnah cutting as 
“just pricking” or a “mild invasion,” which undermines women’s rights to bodily 
integrity. The health approach to pharaonic cutting, in turn, frames violence as a 
contributor to women’s poor health, but not as a symptom of gender inequality. 
Furthermore, not framing pharaonic cutting as violence but as a violation of 
women’s (right to) health remains problematic, because not labelling something as 
violence is a way of legitimating it. “Ignorant” mothers are presented as the pri-
mary perpetrators of pharaonic cutting, which downplays fathers’ responsibilities 
in the continuation of FGM/C and ignores how the cultural understanding of gen-
dered responsibilities assigns women the role of preparing daughters for adulthood 
and marriage. 

The nascent emphasis on women’s rights to bodily integrity, however, opens 
the possibility of emphasizing women’s individual rights, enabling opposition to 
all FGM/C practices regardless of the health problems they do or do not cause. 
Furthermore, decoupling women’s religious purity (that is, virginity and absti-
nence from premarital sex) from all types of FGM/C and coupling it instead to 
covering the body, behaving “modestly,” and keeping away from men serves as a 
justification for efforts against FGM/C. On the other hand, the persistent empha-
sis on women’s virginity and chastity risks upholding FGM/C, a traditional means 
of safeguarding these virtues. 

In terms of the consequences of the identified discourses on the rigid gender 
norms and prevailing masculinities in Somaliland, the “heroic position” (Weth-
erell & Edley, 1999) to the religious righteousness ideal upholds a strict gender 
segregation. In addition, a strict gender segregation is presented as natural and fair 
by paralleling it with a “balance” between gendered rights and responsibilities, 
and by emphasizing “natural” gender difference—defining feminine and mascu-
line as dichotomous and in opposition to one another. Emphasizing men’s primary 
role as the family breadwinners and constructing men as “natural leaders” also 
reproduces the responsibility ideal central to “Somali manhood” (El-Bushra & 
Gardner, 2016). Compliance with the responsibility ideal—together with aware-
ness of the health risks related to pharaonic cutting—entails that men feel 
“obliged” to protect women from the practice. They handle the discrepancy be-
tween the responsibility and righteousness ideals regarding the unclear religious 
status of sunnah cutting by categorically labelling sunnah cutting as not harmful 
even if, in reality, sunnah cutting can approximate or mirror pharaonic cutting. 

123



 

 
124 
 

By openly criticizing older men’s “irresponsibility” regarding efforts to prevent 
pharaonic cutting, the young men renegotiate the submissiveness norm that guides 
young Somali men to accept the authority of older men. 

Challenging the dominant religious interpretations of sunnah cutting as 
“honorable” renegotiates women’s righteousness. The heavily gendered norm of 
religious purity (that is, virginity and abstinence from premarital sex) is repro-
duced, whereas the means to achieve it are renegotiated. Religious purity is de-
coupled from all types of FGM/C and attached to chastity—modest behavior and 
clothing, “veiling” oneself physically and figuratively. In other words, women ap-
pear capable of controlling their sexuality and refraining from premarital relation-
ships without undergoing FGM/C, which expands their agency over their bodies. 
Furthermore, being not pharaonically cut, and, hence being sexually willing and 
“sensitive” after marriage, represent components of idealized womanhood. Edu-
cation, too, emerges as part of idealized womanhood, but it mostly carries an in-
strumental (“good for the family and the husband”) rather than intrinsic value. 
Women’s primary role is designated in the private sphere, even when she engages 
in paid labor.  

The discursive constructions above, which (re)produce or challenge rigid gen-
der norms also negotiate the hierarchical gender order. Women’s inferiority is also 
reproduced by constructing pharaonic cutting as a violation against women’s 
“right to marry,” without challenging women’s socio-economic subordination and 
their dependency on marriage. Similarly, “protecting” women from FGM/C by 
affecting the marriageability criteria—the unique power that young men assign 
themselves—does not challenge women’s dependency on marriage. Furthermore, 
being “responsible” by not marrying pharaonically cut women risks double-vic-
timizing them—resulting in their ostracism because of the very procedure pre-
sumed to guarantee their marriageability and socio-economic status. Connecting 
women’s FGM/C-related health problems to challenges in marital sex, in turn, 
allows for the transformation of FGM/C from a women’s issue to an issue affecting 
everyone. However, if recognition of FGM/C-related marital sex problems mainly 
focuses on men’s psychosexual problems, it risks attributing women’s sexual health 
and pleasure primarily an instrumental value, that is, representing the wife as an 
investment whose “payback” FGM/C endangers. 

Emphasizing women’s traditional roles in the private sphere (as well as pro-
moting women’s education and economic role as “good for the family”), whilst 
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describing men as primary breadwinners and “natural leaders” maintain women’s 
economic subordination. The opposition to women’s entry into higher (political) 
positions—justified through Islam—signifies (partial) transfer from private to pub-
lic patriarchy, and men’s concern for losing their privilege. Representing men’s 
superiority as “divinely ordained” renders it particularly stable, especially since the 
attached rigid gender segregation concentrates the power to renegotiate the gen-
der norms and gender order in the hands of male religious scholars.  

Describing Somaliland as gender equal and blaming women for “choosing to 
stay at home” and, thus, marginalizing themselves implies a denial and, hence, 
maintains structural factors restricting women’s access to paid labor. Moreover, 
characterizing women as powerful change agents who work “behind the scenes” 
also downplays the need to promote women’s formal decision-making power. Rec-
ognizing that women have strong legitimacy as anti-FGM/C campaigners due to 
their subjective experiences, however, renegotiates women’s public agency. Yet, 
women are also characterized as the weaker sex requiring men’s protection, which 
serves to justify men’s superiority and domination.  
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Introduction 

  

Female genital mutilation/cutting (FGM/C) is mostly done in Africa but, due to 
migration, the phenomenon is known in European countries and elsewhere. It has 
many negative health consequences, such as immediate complications and com-
mon experiences of pain, excessive bleeding, and problems with wound healing, 
as well as sudden death (Dirie & Lindmark, 1992; Rozi, 2010). The World Health 
Organization (WHO, 2001) has divided female genital mutilation (FGM) into four 
types: (1) Clitoridectomy, which involves partial or total removal of the clitoris 
and/or the prepuce; (2) excision involving partial or total removal of the labia 
minora and/or the labia majora; (3) infibulation which involves narrowing the 
vaginal opening by creating a covering seal with or without removal of the clitoris; 
(4) others, a category that includes all harmful procedures to the female genitalia 
for non-medical purposes.  

The purpose of this article is to examine whether the cutting event is a trau-
matic event as defined by manuals of the American Psychiatric Association and 
the International Classification of Diseases of WHO. Through analyzing the cut-
ting rituals through different professional perspectives, traumatology and anthro-
pology, we will be provided with a fuller understanding of what is happening dur-
ing the cutting ritual itself and see whether the structuring of the ritual can con-
tribute to the protection of children by the way it is set up in different countries. 
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A study from Senegal with women that had types 1 and 2 FGM/C (Beherendt & 
Moritz, 2005) argues that disturbances found in women subjected to FGM/C 
could be classified as “a psychological trauma according to DSM-IV and a poten-
tial cause of post-traumatic stress disorder. “Several other studies indicate that 
women with FGC were more likely to experience psychological disturbances and 
suffer from anxiety, somatization, phobias, and low self-esteem, and to have a psy-
chiatric diagnosis. Only one study on children is known, a case-controlled study of 
Kurdish girls in Iraq (Kizilhan, 2011). It found that cut girls showed a higher prev-
alence of post-traumatic stress disorder (PTSD), depression disorder, anxiety dis-
order, and somatic disturbance. All cut participants remembered the day of their 
cutting as extremely frightening and traumatizing, and 74 % were suffering from 
intrusive re-experiences. 

Berg, Denison, and Frethem (2010) did a review to answer the question: What 
are the psychological, social, and sexual consequences of FGM/C? They included 
and summarized results from seventeen comparative studies with a total of 12,755 
participants from communities in nine countries, mostly African, where cutting is 
practiced. All studies compared cut with uncut women. The researchers con-
cluded that the evidence was insufficient to draw conclusions about the psycho-
logical and social consequences of the cutting while their results showed a higher 
risk of pain and reduction in sexual satisfaction and desire as consequences of the 
procedures. 

In spite of the fact that the psychological consequences of FGM/C have been 
difficult to validate, there has long been a too ready perception that FGM/C in 
general is a traumatic experience that is a risk for getting PTSD symptoms 
(Köbach et al, 2018, p 7). Vloeberghs et al. (2012) in the Netherlands showed that 
one out of six of their African female informants had indications of PTSD and that 
one third of the cut sixty-six informants showed symptoms of depression and anx-
iety as well as chronical psychosocial problems. They concluded that these symp-
toms were linked to the early cutting experience in the childhood of these adult 
women now living in the Netherland.  

However, the procedures of cutting are in most countries done within a con-
text that includes a ritual ceremony. In this article, it will be discussed whether 
rituals of female genital cutting as practiced in three countries could be viewed as 
traumatic events, as defined by authoritative manuals. The descriptions of the rit-
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uals are based on interviews with Gambian, Somali, and Eritrean women in Nor-
way who retrospectively described their childhood experience when the cutting 
took place in their home countries. In order to assess whether the cutting event is 
traumatic in general, it is necessary to look more closely into 1) the definition of a 
traumatic event; 2) the structure of the event of the cutting ritual in three different 
countries; 3) the pain experience; 4) a description of the stages in the cutting ritual, 
and then try to: 5) identify if cutting is a traumatic event within the context of the 
rituals in three countries. 

I am not going to identify any symptoms of traumatic stress among the in-
formants, but solely try to look at the Events described by them in order to see if 
the events fall within the definition of a Traumatic Event as defined within the 
DSM-lV and DSM-5 manuals (APA, 1994, 2013). 
 
Definition of a traumatic event 

  

A traumatic event is a necessary precondition to be identified, before one is able 
to diagnose a post-traumatic stress disorder (PTSD). Many of those researchers 
already mentioned who have found symptoms of post-traumatic stress among 
women who have been cut during childhood have not tried to establish if the cut-
ting episodes they link the symptoms to have been truly traumatic events. Only if 
individuals have experienced a qualifying traumatic event can a post-traumatic 
stress disorder be diagnosed (Anders et al., 2011). According to Pai et al. (2017), 
this diagnostic category is distinctive among psychiatric disorders in the require-
ment of an exposure to a stressful event as a precondition. North et al. (2009, p. 
927) posed the following questions: “Without exposure to trauma, what is post-
traumatic about the ensuing syndrome?” He thereby pointed to the fact that irre-
spective of symptoms indicating a post-traumatic disorder, this condition cannot 
actually by diagnosed if there prior to symptoms not has been a qualifying event 
that caused it. This is the reason why we have to look at the cutting procedure 
itself, first of all, to see if it fulfills the criteria that lie within the definition of a 
traumatic event in the manuals. 

There have been four consecutive diagnostic manuals that have tried to de-
fine the traumatic event which is the necessary pre-condition for assessing a PTSD 
diagnosis. In the first edition of the Diagnostic and Statistical Manual of Mental 
Disorders (DSM) (APA, 1952), the category “gross stress reaction” was introduced 
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and the event was defined as a stressor: “an extreme stressor that would be trau-
matic for almost anyone.” In the DSM-IV (APA, 1994), in the definition of a trau-
matic event, the A1 criterion reads: “the person experienced, witnessed, or was 
confronted with an event or events that involved actual or threatened death or serious 
injury, or a threat to the physical integrity of self or others.” The A2 criteria reads: “the 
person’s response involved intense fear, helplessness, or horror.” The event (A1) is 
thereby defined by the fact that it is threatening the person’s life and physical health, 
and (A2) that the reactions are fear, horror and helplessness. In the ICD10 manual 
(The International Classification of Diseases) of the WHO (2015), the threat con-
nected to an event followed by post-traumatic stress reactions is also clarified: 
(PTSD): “….arises as a delayed or protracted response to a stressful event or situ-
ation (of either brief or long duration) of an exceptionally threatening or catastrophic 
nature, which is likely to cause pervasive distress in almost anyone” (F43.1). 

In 2013, a revised diagnostic manual, DSM-5 (APA, 2013), was introduced in 
which a traumatic event was defined somewhat differently from that in the DSM-
IV, but here as well the idea of the threat was carried further. The disorder was 
reclassified from an anxiety disorder into a new category called “Trauma and 
Stressor-related Disorders,” linking it more tightly to the classified event. The A 
criterion in DSM-5 now reads as follows: “Exposure to actual or threatened death, 
serious injury, or sexual violence in one (or more) of the following ways: 1) directly 
experiencing the traumatic event(s); 2) witnessing the event as it occurred to others; 
3) learning that close members or friends have experienced it, and 4) experiencing 
repeated or extreme exposure to details of the traumatic event.” The A2 criterion 
from DSM-IV on the person’s response with fear and horror, was dropped. The 
DSM-5 definition of a traumatic event has maintained the fact that the event is expe-
rienced as threatening to life (threatening death). Stressful events such as divorce or job 
loss and terminal cancer are not considered as trauma according to this definition 
(Pai et al., 2017, p. 2). “Waking up during surgery” is mentioned as a potential 
traumatic event, but debilitating medical conditions and life-threatening illness are 
not (APA, 2013, p. 274). 

Traumatic events, usually listed in trauma questionnaires, include rape, tor-
ture, combat, violence, and environmental catastrophes such as a tsunami, earth-
quake, fire, and events such as shooting, mugging, burglary, physical or sexual 
assault, bullying, and war. Some events are accidental and not planned, but other 
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events are intentional, organized, and planned by perpetrators, though not fore-
seen by the victims. A systematic review of 2,570 articles on traumatic stress events 
(Luz et al., 2011) found that the most frequently reported traumatic events are 
war-related traumas, motor vehicle accidents, and child abuse. A very small per-
centage of articles record terrorism, but the number of these events has increased 
in recent years. Violent crime accounts for 5.5% according to the review, and 
sexual trauma 4%. Most of the articles (93.6%) deal with adults only.  

When it comes to FGM/C, however, the cutting event is not similar to a bur-
glary, a car accident, or an earthquake, where everyone can agree upon the inter-
pretation that the event is catastrophic and/or traumatic. Cutting is an event that 
usually and traditionally has taken place within a meaningful context of a ritual 
ceremony that is generally positively appreciated by the members of the commu-
nity. Where FGM/C is practiced, it is often seen as necessary for the life of the 
child and not as a threat to it. The surrounding context is important for people’s 
interpretation of what kind of event it is. Therefore, the context around FGM/C 
is necessary to grasp in order to understand whether or not the ritual of FGM/C 
is a traumatic event, within the different contexts. This context varies in different 
countries so that the event must be analyzed within its particular frame to see 
whether it is a truly traumatic event within its specific context; an event that might 
lead to a high risk of getting a traumatic stress reaction in the aftermath. 
 
Ritual contexts of the cutting  

 

The ritual ceremony of cutting has a structure where activities are orchestrated, 
and in which participants have different roles to enact in different arenas and 
within a timeframe. In the classical anthropology literature on rituals, boys’ cir-
cumcision has had a central focus, and knowledge built from analyses of boys’ 
ritual can be transferred to understand cutting rituals of girls, as they are usually 
built with the same structure.  

A circumcision ritual is a rite of passage with a general pattern of three stages: 
separation, liminality, and incorporation (Turner, 1977; van Gennep, 1960). Van 
Gennep (1960) claims that “interest lies not in the particular rites, but in their 
essential significance and their relative positions within ceremonial wholes, that is, 
their order.” According to Gluckman (1962), the sequence within the ritual is used 
to alter peoples’ social relationships. Firth (1936) argues that rituals are an “excel-
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lent means of classification,” implying that rituals are used to declassify and reclas-
sify the individual and give him/her a new position in the society. Turner (1977) 
argues that through a process of circumcision, a neophyte/child/adolescent in the 
liminal stage is in a state of betwixt and between, and that the person must demon-
strate a passive and humble behavior and accept arbitrary punishment without 
complaint. This means that there may be a push built into the structure of the 
ritual to make the child accept pain when it arrives, and to be proud of having 
gone through it, when it ends. This movement in time and space can make the 
ritual meaningful for the person, in spite of the humiliation, suffering, and pain 
that it caused to the person in the liminal stage. It seems as if the humiliation and 
pain are a prerequisite for the change of the social status of the child when he or 
she is reintegrated back into the community. 

Morinis (1985) has pointed to the fact that in most earlier studies on rites of 
passage almost all attention was focused on symbols and the social function of the 
rites, with very little focus on the painful ordeals as part of the process of entering 
adulthood. A circumcision ritual for boys deals with painful sacrifice and mutila-
tion. Through the pain experience, the boy is asked to submit himself to the group; 
but he also alters his self-awareness. Living through a painful ordeal, according to 
Morinis’ argument, can produce a peak experience, a heightened sense of self, a 
self that, if it becomes too strong, can become a problem for the community. The 
person can become “high” on him/herself. Thus, it becomes important to let so-
ciety win over the individual. The rising self-awareness must be tamed, and the 
pain experience demanded by society is built into the ritual as a forced expecta-
tion. The child cannot escape, even though some do try to run away. They must 
submit to social pressure and what is expected from them. By sacrificing a piece 
of flesh in agony and pain, the boy or girl earns group membership and a new and 
enforced identity, not only through submission but also through the mark on the 
body. In this way, society “wins” over the individual. Clasters (1974) argues that 
an initiation ceremony among Guayaki Indian men in Paraguay, is like torture 
and cites them: “None of you is less than us, none of you is more than us. And you 
will never be able to forget it. You will not cease to remember the same marks that 
we have left on your bodies … the law written on the body is an unforgettable 
memory.”  

In Morinis’ view (1985), there is not only a change of social status, or a mark 
on the body, but also a fundamental transformation within the mind of the person 
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who has gone through a circumcision ritual. This change in self-awareness and 
identity will adapt the individual for lifelong membership in the group.  

Aronson and Mills (1959) conducted an experiment to test the hypothesis that 
persons who undergo an unpleasant initiation ritual to become members of a 
group increase their liking for the group. The results from the study support the 
hypothesis. Gerard and Mathewson (1966), in another study, also found evidence 
for the “suffering-leading-to-liking hypothesis.” This means that a painful experi-
ence required to become member of a group can strengthen the liking of the 
group. Knowledge about such effects of pain may have motivated circumcision 
rituals, so that an ordeal is built into the kind of structure that Turner has de-
scribed, a liminal phase where pain and humiliation is an important part in order 
to create motivation and loyalty as members of the community. It can lead to the 
contradiction that the endured pain itself becomes symbol of identity, pride, mo-
rality, and solidarity in the community, all of which will make a change in attitudes 
to FGM/C difficult. 
  
Method 
 

Twenty Gambian women, twenty Somalian, and fifteen Eritrean women were in-
terviewed in Norway in 2018. The average age of the Gambian women was 41, 
the Eritreans 46, and the Somalis 43. The youngest informant was a Gambian 22 
years of age, and the oldest a Somali woman of 68.  

The interviews lasted for more or less two hours each, but when issues needed 
a fuller description, a second and third interview would take place. Because nega-
tive attitudes to audio-taping was encountered, it was decided not to audiotape the 
interviews, but to take notes.  

The lead researcher, a social anthropologist, has been in touch with both the 
Gambian and the Somali communities since 2008 because of earlier research pro-
jects on FGM/C in Norway (Lien & Schultz, 2013, 2014; Schultz & Lien, 2013, 
2014). One of the Gambian women, an activist and member of this project’s user 
group panel, took part in the project as a gate opener and conducted some inter-
views herself. In some of the interviews, the anthropologist sat in, and in others, 
the Gambian woman performed interviews alone. A Somali midwife in her fifties 
was willing to assist in recruiting and interviewing Somali informants, making use 
of her huge network. Some interviews she did alone, and others were done by the 
anthropologist. The Somali interviewer found that several of the Somali women 
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were reluctant and needed strong persuasion. We assumed that this reserve was 
due to the attention the media has given the Somali diaspora through the years 
when it comes to FGM/C. We also encountered secrecy and silence in the Eritrean 
group. In Norway, there has been very little attention paid to the Eritrean diaspora 
in research in general. We found midwives and activists who were highly respected 
in the Eritrean community willing to assist in interviews and developed a network 
of informants who were willing to talk freely about FGM/C.  

Methodologically, a snowball method was used (Goodman, 1961), as well as 
a kind of “targeted sampling” (Watters et al., 1989). Persons within the network 
that surrounded the Gambian, Somali, and Eritrean assistants were contacted and 
interviewed. Using contacts through acquaintances and key informants is a quali-
tative method commonly used by social anthropologists, and it implies borrowing 
the trust that the assistants have in the community. The interviews focused on the 
women’s experience of the cutting ritual and their reactions. However, we wanted 
to pay attention to the number of traumatic experiences, as well, that the women 
had experienced during their lives, to see if they assessed FGM/C to be among 
these events. A list of potential traumatic events was made, based on the event list 
from the Harvard Trauma Questionnaire (Mollica et al., 1992; Jakobsen et al., 
2007) and women were asked to mention how many events they had experienced.  

Potential traumatic events from the list were: “lack of food,” “military com-
bat,” “rape and sexual abuse,” “murder of families and friends,” “forced isola-
tion,” “kidnapping,” “close to being killed,” “serious physical injury,” “violence” 
and, “being almost killed” and FGM/C. When adding FGM/C to the list, it was 
24 events. 

The project got ethical clearance from the Norwegian Regional Committees 
for Medical and Health Research Ethics on the 12th of September 2017. 
 
FGM/C as a traumatic event 

 

During the qualitative interviews with the Gambian, Somali, and Eritrean women, 
we showed them the list of twenty-four events, and asked them to tell us which 
they had experienced, and which one was the scariest. All of the women had been 
cut. Most of the Gambian women, eighteen out of twenty, mentioned that cutting 
was the worst event they had experienced in their life. On average, the Gambian 
women mentioned 1.7 scary events from the list that they had experienced them-
selves. They did not have any war experiences to report. However, four out of 
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twenty said that they had been raped. Out of the twenty-four events listed, the 
Somali women marked on average more than eight events. The most frightening 
events were related to warfare and seeing family members and others being killed, 
going into hiding, or having family members kidnapped. Three Somalis out of 
twenty mentioned cutting as the scariest event.  

The Eritrean women marked on average 4.8 events that they had experi-
enced in their life, mainly related to warfare, but none of them mentioned cutting 
as the scariest event. One reason for this may be that they could not remember 
this event, although they were all cut as infants. For both the Somalis and the 
Eritreans, war experiences were the most terrifying. When it comes to the Somalis, 
it may be that other more recent events in their life have been experienced as 
scarier than cutting, or that more recent events have overshadowed the cutting 
episode that happened a long time ago. Some Somali women complained that, 
due to migration, they had problems in their life that were more difficult and more 
important to deal with than FGM/C. But when asked to describe their cutting 
experience, they all remembered it as very painful. 

However, the reason why there are differences in the way that these three 
groups report their reactions to the cutting procedure, may also be linked to the 
way that the cutting ritual is organized in the different countries.  

 
Three types of cutting rituals 

 

The informants were asked to describe the cutting rituals within the ethnic group 
they belong to. The Gambians belonged to the Mandinka tribe, the Somalis to 
several clans. Most of the Eritrean women belonged to the Tigrigna ethnic group. 
Most of the Gambians were married, and some of them lived in polygamous mar-
riages, as the husband had taken a second or third wife in The Gambia. Most of 
twenty Somalis were divorced and lived as single mothers, and half of the Eritrean 
women interviewed were divorced. We discussed descriptions of the rituals with 
the informants during interviews and received three main ritual sequences that 
were quite different from each other in the way they were structured.  
 
The cutting ritual in The Gambia 
 

Half of the Gambian women in this study were cut between the age of five and 
thirteen, and the other half were cut when they were under five years of age. Only 
one woman was cut before she was one year old.  
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Within the Mandinka community in The Gambia, the ritual usually takes place in 
the woods over a period of weeks, but in the larger villages and the small cities, the 
bathroom is usually the place where the cutting is done. The cutting is supposed 
to be a secret, and the girls are often told they are going for a party. In the party, 
there is drumming and dancing. Before the child is taken to another place for 
cutting, she is blindfolded and not supposed to know the identity of the circum-
ciser, or what is going to happen. Because of secrecy, many girls have said they 
had been tricked into cutting. Sometimes they can hear other girls cry, which 
scares them, because they do not know why.  

After the cutting, the girls are taken to another place and put on a mat side 
by side with other girls, and the healing process starts. The girls are given a men-
tor, and they receive care from family members. The adult women also educate 
the girls about the way to relate to men and other family members, to avoid early 
sex, and information about how to behave as a woman in general. They learn 
songs and poems. The girls are informed that they must hold this ritual a secret. 
The time spent healing can last up to a month. They are given justification for the 
cutting and told about the necessity of the act of cutting, and the danger that will 
happen to them if they are not cut. The following cases show experiences and 
reveal variations within the ritual ceremony: 
 
Case 1: 
I visited my Grandmother. Then we went to the woods. Ladies were sitting there, playing 
and singing. Suddenly somebody came and took me, and I was blindfolded. I got scared, 
cried and wanted to go to my mother. I remember that somebody held my legs. You hear 
that somebody cries in the vicinity. You become very scared. I cannot remember the pain 
or the cutting. The pain came as a surprise. After this I was afraid of leaving my parents. 
I did not any more want to go to my grandmother. I have heard that other children get 
nightmares after happenings like this. (Gambian woman, 40) 
 
Case 2 
It happened when I was only four years old, with other girls in our community. We were 
all excited, our bodies prepared one by one with jujus sewn in our hair together with beads 
and seashells and washed with holy water by our mothers. We were told we were going to 
a party of some sort. We were taken to the bush, there were many of us, I cannot count 
but we were more than ten of different ages. At the bush I was allocated a place and when 
it was my turn I was taken in, my hands held by one woman and another held my legs and 
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I was cut, the process went on for ages before I was taken back to my mat. (Gambian 
woman, 42) 
 
Case 3 
I was circumcised with nine other girls at the age of nine. We all knew each other because 
we used to play together. We were excited, and we talked at length how lucky we were, 
going to a party. Of course, this was before we knew the horror that was to dawn on our 
innocent and tender genitals. We went in as ten girls but came out one less. One of our 
playmates died and we were told to never talk about it. I remember her laughter, her tears 
as she bled to death and no one could save her. 

I do not know what the other girls went through, but I can tell you mine was ex-
tremely brutal … I screamed for help. I was forced down by women I trusted, and brutally 
violated with a razor blade that took away an organ I never knew even existed. I screamed, 
I cried for days and refused food or water as it was excruciating to go to the toilet to urinate 
or to poo.  

My sex life is destroyed, and I have been told I should be thankful for this ritual. My 
friend died. I was told I should thank God that I survived. (Gambian woman, 36)  
      
In these cases, the ritual followed a sequence: first, a party with dancing and drum-
ming, then cutting, and then healing, care and education. As the cutting is kept a 
secret, the girls are psychologically unprepared for the cutting event within the 
ritual, and cutting comes as a shock. However, some women have said that they 
heard somebody scream, and then started to feel unsafe. Being blindfolded, they 
also felt insecure and this made them expect something terrible to happen. A cou-
ple of women told that they had been informed in advance that they would be cut, 
but they were not prepared for the fact that cutting would be painful. Others told 
that they had a feeling that something bad would happen. That implies that many 
felt threatened by the circumstances. Interviews with Gambian women show that 
most of them felt tricked into cutting. They also said they felt numbed, shocked, 
powerless, and forced, in addition to a terrible pain. It could be that they felt that 
their life and body were threatened. They obviously reacted with horror. Both the 
A1 and the A2 criteria related to the event within the DSM-IV definition of trau-
matic events seem to have been satisfied. Their experiences could also fall within 
the DSM-5 definition of traumatic event as “a threatened death, an actual or seri-
ous injury. “Some of them had started to fear that there was a threatening situation 
already in the sitting room, when there were drums and singing, as they could hear 
children screaming in the background. For others the fear came together with the 

141



 

 
142 
 

pain. As the children were not prepared in advance, they could not protect them-
selves during the cutting episode. However, after cutting, which was described as 
the most terrible experience in their life, some said that they had never been loved 
so much as during the healing period. Other women said that they felt proud and 
happy afterwards, as they now could do things they could not do before, such as 
eating burnt rice from the rice pot, which protects against evil magic.  
 
The cutting ritual in Somalia  
 

Somali girls are usually cut (type 3) when they are between four to fourteen years, 
with most (79%) when they are between five and nine years (UNICEF, 2006). The 
age of cutting among the Somali informants of this study was mostly seven to eight 
years. In our material. two girls were eleven and one girl thirteen when they were 
cut. The Somali cutting ritual, as described by Somali women living in Norway, 
follows a two-day pattern, with a fourteen-day healing phase afterwards. The day 
before cutting, guests are invited for coffee. Mothers and girls who have already 
been cut in particular, are invited. Their task is to harass the girls present, who are 
going to be cut, for not being cut. In addition the girls have usually been harassed 
for many months before the ritual takes place. 

On the next day, the girl to be cut takes a bath and her body is anointed with 
sesame oil. Often the girls are instructed not to cry or raise their voices, but to be 
brave. The next step is to place the girl on the table; four women hold her arms 
and legs. The circumciser cuts the girl and stiches her labia. Then her legs will be 
tied together, and she will be put on a mat where she will stay for fourteen days, 
together with other girls, while they heal. 

In the days following the cutting, families, neighbors, and friends arrive when 
they have the opportunity, bringing presents to the cut girls, crediting them for 
having been brave. After seven days, the circumciser usually inspects the girls to 
see if the healing process goes according to plan. There are no further celebrations 
related to the cutting procedure during the healing period, or after the wounds 
have healed. 

However, there are variations in the way the ritual is performed, depending 
on where the cutting is taking place, and on other factors such as: whether it is 
done at home, at somebody else’s place, or at the hospital; at which time of the 
day; the age of the girl; the number of girls cut together; the use of sedatives; the 
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role of parents and other visiting family members; the girl’s behavior during cut-
ting, girls running away; infections occurring afterwards so that the girl has to be 
removed from the group healing together. There can also be unexpected events, 
as in one of our cases when a relative sat on the girl’s hip. Below, Somali inform-
ants describe their own participation within the cutting ritual. 
 
Case 4 
I was cut when I was 6 and I looked forward to it. All children look forward to it, but when 
they came and took me, I got scared. I was afraid of the pain. All girls have seen all other 
girls having pain, but in some ways, they have not taken it in. They may have thought that 
they should deal with it in a much better way than the others. Then it becomes terribly 
painful… Afterwards, when the wounds have healed, they become proud of what they 
have gone through. Most women experience this trauma when they are under six years of 
age. It is a trauma that sits there, and it is a new trauma when they get married, and a new 
trauma when they are going to have their first child. (Somali woman, 45) 
 
Case 5 
I myself did not have a feeling of being maltreated by my parents. Because I looked forward 
to it. I was begging my mother to cut me, and even made a deal with the circumciser. I 
said to the circumciser that she had to come to our house because my mother wanted to 
talk to her. I was eight years of age and impatient. (Somali woman, 41) 
  
Case 6 
I was cut when I was six years. I got sedatives so it was not very bad the first hour. I used 
to think that this is good, that this is something I am proud of. The girls compared their 
cutting, and I could see that mine was smaller than the other girls’ cutting. I complained 
to my mother that my cutting looked awful, and that I had to do it again. My mother said 
I had the best cutting. It was precisely like the cutting of the prophet’s daughter, and I 
would go to Paradise because I had such a nice cutting. (Somali woman, 40) 
 
Case 7 
I was cut at home together with three other girls. I was given a bath, and then I was taken 
in with the girls. I was lying with my head in my mother’s lap. And my mother told me: 
You have to show me that you are my best girl. Your voice must not come out through 
the wall. You must not give me shame. You must be my good girl. She put her hand in my 
mouth and said I must not scream, and if it was painful I should bite her hand… It was 
terribly painful when I was cut. I did not bite my mother’s hand. My labia were so small 
and the circumciser was holding them with her sharp nails. I could feel the nails through 
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my flesh. Then she was stitching and every needlestick was painful. I can remember eve-
rything as extremely painful. (Somali woman, 60) 
 
Case 8 
I wanted to be cut. When it was my sister’s turn, I begged my mother to cut me as well. I 
did not want anybody to harass me and say I was unclean. I wanted to become like the 
other grown-up girls. But it was very painful. I knew that it would be painful, but I did not 
know how painful it would be. (Somali woman, 52) 
 
Case 9 
I was eleven when I was cut… it was very painful. I cried because of pain. I was forced 
and my aunt sat on my hip. I have cried a lot in my life because my hip was hurt … and I 
did not understand why. I have lots of problems because of the cutting… The same pain 
every day the rest of my life—today as well. It makes me unhappy. The medical doctor 
here in Norway thinks the pain in the hip is due to overweight, but it is because of the 
cutting. (Somali woman, 48) 
 
Case 10 
I will never forget. It sits in your heart. If I could decide, it would never have happened… 
Sometimes they take many girls together, but it was only me that day. I do not like to talk 
about it. They cut you. You bleed, and it is extremely painful. You also have to be cut 
when you get married, and when you give birth. (Somali woman, 68) 
 
The harassment during the first day of the cutting ritual, and even long before, 
accelerates motivation to endure the shock of the pain that will come later. It is a 
psychological preparation for the cutting, but it can also lead to fear of the pain. 
Two women in this study tried to run away. One ran away before the cutting 
procedure because she was scared, and was forced to do it later. Another ran away 
after she had been put on the mat for healing. When she moved while leaving, it 
opened up the sealing. After some months, she herself as a small girl took the ini-
tiative, went to the circumciser’s house and asked her to come and cut her again, 
paying her money she had stolen from her mother. We see from these examples 
that there is an awareness about the pain. Some of the girls are so afraid of the 
pain experience that they run away. Nonetheless, no informant has mentioned 
that she was afraid of dying, or that the cutting would injure her health. Rather, 
the opposite seems to be the case. Cutting is supposed to improve the health of the 
woman and girl. The clitoris is perceived to be a destructive tissue that needs to 
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be removed. It has also been said during interviews that a clitoris can harm the 
husband’s health, as well, if he comes into contact with it. Therefore, removing 
this particular tissue and stitching the labia is a way to save the health of girls and 
women, improve their status, and provide a better chance to get married and give 
birth. Their moral and physical integrity is upgraded as seen from their own cul-
tural perspective. But pain can be intolerable, so much so, that it is difficult to talk 
about it and also difficult to describe it later. Often the women interviewed would 
not go into details about the pain. It seems like women have been given instruc-
tions about ways of dealing with pain, as described in case 7. Some of the girls had 
begged for the cutting to be done, like in case 5 and 8, and two girls had themselves 
elected to go through the procedure a second time, on their own initiative. 

To feel threatened is a subjective feeling. Subjectively the girls do not in gen-
eral feel that their life is threatened, or that they are going to be injured. They are 
eager to go through the pain experience in order to achieve a better social position. 
From their point of view, their moral integrity, their marriage options, their social 
life, and physical health will be improved as a result of the cutting episode. How-
ever, from an objective professional “western” perspective, that does not take the 
girls’ interpretation into account, the cutting could be described as an event that 
is a threat to the health and a “serious injury” (APA, 2013), and a “threat to the 
physical integrity of self or other” (APA, 1994). Yet, this conception is not part of 
the cultural understanding of the procedure in the community of which the girls 
are a part. Even though the girls are being prepared, the pain can come as a shock 
and be intolerable, more intolerable than they are prepared for, as Johansen (2002) 
has described in her analysis. What stands out in the women’s descriptions of their 
childhood experiences is the fear of pain, and the fact that the intensity of the pain 
can come as a shock. So, there is an ambivalence here that they feel: a fear of pain 
and strong reactions to it, but a happy feeling afterwards that they went through 
the procedure to obtain a better social, moral, and physical health condition.  

After the cutting, family members care for the girl, bringing her food, new 
clothes, and other presents. Healing together with other girls, getting support and 
rewards from family members and friends, the showing of respect by bringing gifts, 
can function as protective factors against the potential trauma symptoms that can 
follow. Most Somali informants say that they were proud of having undergone the 
ritual. Girls often use a mirror to compare their scars and admire the beauty of 
the cutting and share how well the cutting procedure went. They also boast about 
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being brave for not crying loudly. Even though the experience was painful, they 
had been prepared and motivated beforehand so that they did not feel that the 
cutting was a threat to their health and life. Thereby it can be doubted that the 
event should be understood as a traumatic event based on their own cultural and 
subjective interpretations. 
 
The cutting ritual in Eritrea  
 

Among the Tigrigna in Eritrea, a newborn girl is cut (type 1) (WHO, 2001) when 
she is seven days old—or at least before she is one year old. All the women inter-
viewed reported they were cut when they were below the age of one. The ritual 
happens at home in the morning and there is no public ceremony with invited 
guests, neither before nor after the cutting. Women living in Norway, but born in 
Eritrea, who had witnessed a sister’s cutting or somebody else’s cutting, say that 
the baby screams agonizingly and cries for days because of the pain. 

The cutting of babies in Eritrea is a ritual even though it has a different struc-
ture than in The Gambia and Somalia. It is arranged beforehand by the mother 
who prepares and invites helpers and circumcisers to come and do their job. The 
cutting procedure is usually done in the morning and takes only a few seconds. 
The infants’ reaction to the inflicted pain, is screaming and crying that takes a long 
time of soothing and comforting by the mother who gives the baby the breast. The 
baby cries a great deal for several days, according to the women interviewed, es-
pecially when urinating; and the mother gives it milk and holds it whenever it cries. 
We can call this post cutting stage for a “healing stage” as well as an incorporation 
stage. The baby is redefined from being uncut, to being cut, and incorporated in 
society with a new social status and membership. Later when the baby girl grows 
up, she will not remember or know that she has been cut, unless she is told about 
it. The baby will not be able to interpret the incident one way or the other. Exactly 
what subjective mental processes that takes place behind the baby’s reactions, is 
difficult to establish. It is obvious that the baby feels the pain, but if there is also a 
feeling of threat and danger to life, is difficult to assess.  

 
The nature of the pain 

 

Johansen (2002) is among the few researchers who have focused on pain related 
to FGM/C. In the study of Somali women’s pain during cutting, she distinguishes 
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between “accidental pain” and “ritual pain,” categorizing pain, it seems, accord-
ing to several aspects, such as meaning-making based on culture, and the intensity 
of the pain as another. Johansen links “accidental pain” to war, famine, and ca-
tastrophes, which have no cultural underpinning, while “ritual pain” that is felt 
within a rite of passage, has a cultural meaning. Johansen finds that the Somali 
women in Norway who have been infibulated describe their pain as so intense that 
it exceeds cultural meaning and, therefore, she prefers to call it “accidental pain” 
rather than “ritual pain,” even though the pain occurs within a ritual. It is the 
intensity of the pain that makes her describe it as “accidental,” placing the expe-
rience outside culture.  

However, as already shown, the pain that follows cutting, irrespective of its 
unbearable intensity, comes to the girl-child at a moment when she is in a stage 
within a ritual order. Pain is put in the middle of the ritual structure. It is inten-
tional and planned by the adults. For the parents and circumcisers, there is culture 
all around, all the time, while for the child, the pain experience can be so intense 
that everything—culture as well—becomes irrelevant at the moment she is en-
gulfed in the pain. “When pain is intense, body dominates consciousness,” Scarry 
(1985) argues, as referred by Good (1994). At exactly this moment, the child’s ex-
perience is “a counterpoint to culture” (Johansen, 2002). Intolerable pain would 
possibly set aside all kinds of thoughts for a moment for most people, but then 
gradually persons will get back to their senses and be able to reflect on the cultural 
significant of the pain experience. 

Nietzsche’s perspective on pain is that memory is created by the infliction of 
pain (Das, 1995). Clastres (1974) and Durkheim (1976) claim that “the pain that 
the individual learns to bear in initiation rituals becomes not only a witness to his 
moral life, but also, through the mediation of the body, a means of remembering, 
an effective obstacle to any forgetfulness by the individual of his membership of 
his moral community” (Das, 1995). 

The cutting ritual in Eritrea is different from the other rituals in The Gambia 
and Somalia, as it takes place before the child is one year old. The baby girl has 
no opportunity to understand why she suddenly experiences overwhelming pain. 
Seen from the perspective of the baby, the event cannot be explained in cultural 
terms: there is no cultural meaning-making for the baby, even though it is a ritual 
and has a depth of cultural meaning for the adults around. The infant cannot 
prepare for the pain, reduce the fear and the threat of the pain or take in cultural 
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instructions beforehand, nor follow the justification for the act of cutting later. Pain 
comes as a shock when it arrives, and may be experienced as a threat, even though 
the baby has no concept for the experience of being threatened. 

According to Craig et al. (2002), all sensory and affective qualities are present 
in newborns, but the infant’s ability to understand the meaning of a pain experi-
ence is inadequate. For the child, crying, body language, and facial expressions 
are ways of communicating pain in its purest form. Taddio et al. (1997) found that 
boys at age four to six months, who had been circumcised, reacted with a greater 
behavioral pain response during an immunization at six months of age than those 
in a control group who were uncircumcised. This suggests that the pain experi-
enced by the infant can have long-term consequences, and be remembered by the 
body, even if it is not remembered by the mind later. Von Baeyer et al. (2004) 
argue that behavioral changes due to pain can create lower tolerance for pain and 
cause emotional distress later in life. They also claim that sensitization may occur 
with more pain, and especially with a strong painful event like circumcision/cut-
ting. 

In the DSM-5, the definition of a traumatic event for children under six years 
of age is equal to the definition for adults, but there is some modification of other 
criteria that deal with reactions after the traumatic event. However, pain as a cri-
terion is absent within the manuals, both when it comes to children and when it 
comes to adults. Thereby there must be other factors present such as threat to life, 
serious injury, or sexual violence that must be identified in order for cutting of the 
infant to be classified as a traumatic event (ASA, 2013). 
 
The subjective and objective understanding of the event 
 

Within the definition of a traumatic event in the DSM-IV, we find “the person” 
concept present: “The person experienced…”. In the DSM-5, the person concept 
is removed and substituted by a verbalized formulation: “Exposure to actual or 
threatened death…” In addition, the person’s reaction is removed from the defi-
nition. What implication can this way of formulating the definition of the event 
have for the understanding of FGM/C as a traumatic event? Should a subjective 
interpretation of the event be listened to at all? Should the power of definition lie 
solely in the hands of the medical experts, even though threat to life and injury are 
denied by the person or the community that practices cutting? Based on facts, the 
medical experts would be able to conclude that there is a serious injury that has 
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taken place, as tissue has been removed. A conflict between the subjective and 
objective understanding of a Traumatic Event becomes a challenge for the inter-
pretation of cutting as a traumatic event. A person’s own positive interpretations 
of the experience may contribute to protection against trauma at the moment of 
being cut, thereby cutting will not qualify as a Traumatic Event. The experience 
is not seen as a threat but as a necessity. On the other hand, an objective medical 
perspective that takes the power of definition away from the persons affected, or 
from the community that practices cutting, may with extrapolation of the worst 
case scenario conclude that FGM/C is truly a standardized traumatic event, as 
tissues are removed which could lead to serious injury and be life threatening. This 
conclusion may be drawn in spite of the subjective understanding of the Event as 
a Good Event, but painful. Medical experts may also be inclined to think that 
cutting must be traumatic because it is so very painful, even though pain alone is 
not part of the definition of a traumatic event. It seems like the DSM-5 to a higher 
degree than previous manuals can lead medical experts to ignore the subjective 
interpretation of the cutting event, when defining cutting as a Traumatic Event. 
 
Three stages in a rite the passage—a conclusion 

 

The ritual of cutting/circumcision has been described by anthropologists as a rite 
of passage with three stages: the separation stage, the liminal stage, and the incor-
poration stage. The anthropological focus has been on the way the ritual moves 
the child from one status to the other through the ritual, in order for the child to 
be reintegrated as a full member in society, after being separated from it. The 
painful ordeal has not been the central focus among most anthropologists, which 
has been on the symbols and movement of the child towards the increased status, 
and the symbolic and cultural factors within the ritual.  

However, if we analyze the ritual from another angle, and put at the center 
of the analyses the experience of the ordeal for the child, then the first stage of the 
ritual could be described as a motivation and preparation stage for the painful 
ordeal in the second stage. The last stage would represent a healing and justifica-
tion stage that has the job of healing the child both physically and mentally after 
the painful ordeal. Schultz and Lien (2014) have described the healing factors at 
work in the Gambian ritual at this last stage, based on Hobfall’s five elements of 
community resilience (Hobfoll et al., 2007): to promote safety, calmness, efficacy, 
hope, and connectedness. In The Gambia, these elements were found during the 
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last stage of the ritual (Schultz & Lien, 2014). We can imagine that these factors 
are at work in Somalia as well, though the last stage is not so long lasting, and not 
as organized as in The Gambia. One may also argue that breast-feeding in Eritrea 
has the potential to reduce the shock reactions of an infant. 

 
 

Table 1. The stages in anthropological and traumatological perspectives 
 

 
Anthropological description 

 
Stage 1 
Separation 

 

 
Stage 2 
Liminality 

 
Stage 3 
Incorporation 

  
Separated from 
community 

 
Betwixt and  
between 
Painful Ordeal 

 

 
Membership in  
Society 
Increased social status 

 
 
Traumatological description 

 

  
Traumatic Event 
Immediate reactions 

 

 
Symptoms  
Treatment and care 

 

 

 
A traumatological analysis would put the main focus on stage 2, on the painful 
ordeal, to see if it is a traumatic event that can have a harmful consequence for 
the mental health of the child.  

As we have seen in this article, there are variations between countries in the 
way that the ritual is organized, so that cutting can be more of a traumatic event 
in one country than in another. There is unclarity about the seriousness of cutting 
as an injury to health, as threatening death, and also unclarity about the role of a 
subjective understanding in relation to a professional medical understanding when 
identifying a Traumatic Event. We cannot presume in all cases that cutting would 
be a Traumatic Event that could possibly be linked to later PTSD symptoms. We 
can also not take for granted that a cutting ritual will not be a traumatic event that 
would not lead to PTSD symptoms in the aftermath. There are several risks to the 
health and well-being for those who have been cut. But we need to investigate the 
events themselves before mechanically, for all cases, drawing conclusions about 
cutting as a Traumatic Event triggering PTSD symptoms shortly after, or later in 
life. 
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The combination of the two perspectives, anthropology and traumatology, can be 
fruitful for the overall understanding of the effect of the ritual process for the child’s 
mental health, and for the child’s social status and membership in the community. 
In Table 1, I have tried to visualize the two perspectives and show where they 
would put their main focus. The anthropological perspective would in most cases 
be processual with a focus on the cultural context and the changes of social status, 
while we can imagine that a traumatological perspective would try to identify a 
traumatic event and then investigate the person’s reactions and symptoms in the 
aftermath in order to know if it is necessary to provide professional treatment, or 
if community treatment exists and is sufficient. 

In Table 2 I have tried to visualize a standardized description of the ritual in 
three countries. The degree of importance that is put on the different stages in the 
different countries shows the balance between preparation/motivation, pain and 
treatment/justification.  

 
 

Table 2. The presence of elements of the ritual stages in The Gambia, Somalia, and Eritrea 
 

 
Standardized  
description from 
countries 

 

 
Stage 1 
Preparation and  
motivation 

 
Stage 2 
Painful ordeal 
Cutting/circumcision 

 
Stage 3 
Healing, communal  
treatment and care/ 
Justification 

 
The Gambia 

 

  
X 

 
XX 

 
Somalia 

 

 
X 

 
X 

 
X 

 
Eritrea 

 

  
X 

 

 
 

 
In The Gambia, the first stage does not, in general, prepare and motivate the child 
to go through the second stage, which is the cutting. Instructions in the first stage 
are not given about ways of behaving in the Gambian ritual, as it is a secret. In-
stead the child has been misled to think that she is going to have a nice party, and 
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she is blindfolded before entering the second cutting stage, where pain often comes 
as a shock. 

However, the healing process, in stage 3, is important within the Gambian 
ritual, and has been assigned a double weight compared to the Somalian healing 
stage, visualized with two x’s compared to one. The three weeks or the month that 
the Gambian girls stay together with family and friends who care and give support 
to the cut girls, may reduce the damage that may have been inflicted to psycho-
logical health in the second stage. I will argue that the lack of preparation in the 
first stage can have the effect that the Gambian ordeal in stage 2 is more likely to 
be categorized as a Traumatic Event based on the fear and the threat that is felt. 
However, the care in stage 3 may mitigate or protect against negative psycholog-
ical effects of the cutting, including PTSD. However, we cannot rule out that there 
are risks involved in developing PTSD reactions in the aftermath, in spite of the 
protection given.  

In Somalia, there is another, more equal balance between the first, second, 
and third stage. The harassment in stage 1, as well as harassment endured a long 
time before, gives motivation to go through the pain of stage 2, without feeling 
that life or health is at stake. Pain is known to happen, and seen as a necessity, and 
is feared by the children. Thereby there is an ambivalence within the ritual. Girls 
are looking forward to undergoing the ritual in order to get the status reward, but 
they fear the pain. Pain can also be shocking in its intensity. Pain, or the intensity 
of the pain, is not mentioned in the DSM manuals. A subjective feeling of the 
threat to life and health is not necessarily something the girls think about at all; 
rather the opposite, they think of cutting as a benefit. Instead, they feel threatened 
by an expected intolerable pain, being afraid they cannot deal with the pain, the 
way it is expected. From a professional medical perspective, however, the cutting 
event can be interpreted as a traumatic event as it includes a removal of tissues. It 
is an injury of the genital organs, seen from a medical perspective. But the girls 
and parents do not necessarily think that there has been an injury to the health. 
Rather the opposite, they see the cutting as something that the girls will benefit 
from healthwise as well as socially. The subjective point of view, as well as the 
cultural point of view will thereby not match the criteria of a traumatic event. 

However, there will always be variations in the way each individual goes 
through the ritual process, and interprets the pain experience, and the perceived 
threat to health and life. Incidents can happen, as well, that makes the painful 

152



 

 
153 

 

ordeal very traumatic from a subjective point of view. One Somali woman de-
scribed the fact that her aunt sat on her hip and damaged it as the most terrible 
thing that happened during the ritual. A Gambian woman told that when her 
blindfold was removed, she saw a shining razorblade in the hand of the circum-
ciser that affected her eyes so much that her eyesight got blurred for many years 
thereafter, without a medical reason. Other women told that they were bleeding 
so much that they had to be taken out of the healing stage and taken to the hospital 
or home, which would remove them from cultural protective factors. 

It is only within the Eritrean ritual that the pain stands out as unexplained for 
the child. There has been no motivational stage in the ritual. There is also no last 
justification stage present, but a healing stage. A child before the age of one, would 
not have enough language comprehension to take in cultural meaning making and 
justifications. For the child, the event is a painful cutting. According to Hernlund 
(2000), a cutting process where ritual functions are reduced and privatized would 
best be described as a “cutting without a ritual.” However, for the grown up’s, it 
is a ritual performed on most newborn girl children, even though there is no cele-
bration ceremony or justification stage involved. Unfortunately, pain and its in-
tensity have not received sufficient attention in the manuals used to identify Trau-
matic Events, which may be a weakness of the definition in the manuals.  

According to professional interpretation following the diagnostic criteria in 
DSM-5, when cutting an infant is performed in a way that is life threatening, even 
though the infant would have no comprehension about the threat, would justify 
defining cutting within the ritual as a traumatic event. Unfortunately, there is a 
tendency in many countries to perform cutting at a lower age, and to reduce the 
content within the ritual, particularly reducing the last stage (Hernlund, 2000; 
Shell-Duncan et al., 2011). Changing the ritual in this way may put more children 
in the world at risk of experiencing the cutting as a traumatic event. However, it 
is difficult to know how small newborn children experience and understand pain, 
and how they memorize it. Thereby it is necessary to investigate the effect of pain 
on traumatic events and to assess what role pain can have within the definition of 
Traumatic Events, especially when pain is involved within a ritual that is inter-
preted culturally as something very positive and necessary. 
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Lisen Dellenborg & Maria Frederika Malmström 
 

Female Circumcision/Genital  
Mutilation and Human Rights:  
Ownership of Personal 
Change1 

 
 
 
 
Introduction  
 

In recent decades, female genital mutilation has come to be regarded as a major 
breach of human rights. International anti-FGM agencies such as WHO, UNICEF 
and The Red Cross/Red Crescent have drawn up strongly worded documents 
designed to protect women and children from this procedure. Nonetheless, it con-
tinues to be practised, in keeping with prevalent power relations and local cultural 
values (cf. Cowan, Dembour, & Wilson, 2001). International resolutions and na-
tional legislation alone are inadequate for putting a stop to well-established social 
patterns. The question therefore is how sustainable social change may be brought 
about among people who support a particular practice that is considered by others 
to be an offense. 

Our chapter is based on ethnographic fieldwork conducted in Cairo, Egypt, 
and Casamance, Senegal, where female genital cutting is widely referred to by 
those who practise it as “circumcision” (ṭahâra in Egypt and sunay or circoncision in 
Senegal). We argue that efforts to stop circumcision must be based upon 1) 
knowledge of what the practice means to those who use it, 2) an understanding of 
the heterogeneity of the group and 3) the active participation of those that it con-

 
1 This is an updated, with major revisions, version of a text that has been published in Swedish in Internationella rela-
tioner: könskritiska perspektiv, P. de los Reyes, M. Eduards & F. Sundevall (Eds., 2013).  
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cerns. Circumcision must be understood in the dynamic cultural and political con-
text in which it takes place—a context that includes internal contestation that in-
terplays with global shifts in a variety of ways. 

Various actors in Egypt and Senegal, such as national level decision makers, 
international organizations, and local activists, are all working to stop female gen-
ital mutilation within the framework of equality and human rights. Although local 
activists may use different approaches, there are often problems in their commu-
nication with the practicing people, due to factors such as class and education dif-
ferentials. The question is whether the practice of female genital mutilation/cir-
cumcision needs to be seen as a controversy between “African women” and “west-
ern feminists” (Moore, 2007). Our research has shown that women who have un-
dergone the procedure and who do not belong to the elite or any activist organi-
zations are often silenced in public space. At the same time, it seems that it is pre-
cisely this group that holds the key to change; if these women are not active par-
ticipants, then campaigns against the practice will be fruitless. Female circumci-
sion is a contemporary phenomenon, and its meaning is being actively negotiated in 
relation to social factors such as power structures, religion, and moral notions. Ef-
forts to stop female genital mutilation therefore meet various obstacles, depending 
upon time and place.  

This chapter describes how different meanings relating to gender identity and 
morality are ascribed to same type of procedure, that is, clitoridectomy1 (Type II 
according to the WHO definition) in Cairo and in Casamance. We argue that 
human rights interventions therefore need to be designed differently for each case. 
 
Choice of concepts 
 

Female genital mutilation has long been the standard term used in the interna-
tional anti-FGM campaigns. It was coined in the 1970s by the American feminist 
and journalist Fran Hosken in order to evoke opinion. Many Western and African 
feminists agreed that “circumcision” was a mitigating term that tended to equate 
the practice with male circumcision and conceal the gender-based sexual violence 
against women. However, anthropologists (e.g., Hernlund & Shell-Duncan, 2000) 
note that using the term genital mutilation tends to counteract efforts to change 

 
1 Clitoridectomy means that the external part of the clitoris is removed. For basic facts, see the WHO’s information 
available at https://www.who.int/news-room/fact-sheets/detail/female-genital-mutilation (31-01-2018). 
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practices since both women and men take offense at the idea that they would mu-
tilate their children. We have not met any non-activists in the local populations 
who use the term mutilation. The conceptualization of female circumcision as a 
form of genital mutilation is culturally constructed. Like sexuality, ideas surround-
ing circumcision are shaped by norms, history, and context. The idea that the 
circumcised female body is mutilated and frigid is the product of interventionist 
notions that are inculcated through global hegemonic structures (Malmström, 
2013). Activists at various levels are increasingly choosing to use the more neutral, 
less offending term female genital cutting (FGC). Since we are dealing with local 
people’s understanding, in the rest of this chapter we choose to use the local term 
circumcision as well as genital cutting instead of mutilation, except when referring 
to an activist- or law context. 
 
Fieldwork and the role of the researcher  
 

The aim of ethnographic fieldwork is to understand how people in a particular 
group or place understand a phenomenon such as circumcision in its broader so-
cial, cultural, political, and historical context. Fieldwork gives the researcher an 
opportunity to meet people in their own environment, and to observe and partic-
ipate in their activities (Dellenborg, 2013). To be invited into people’s lives, the 
researcher needs to first spend time building up relationships and earning people’s 
trust. Several methods may be used. Interviews enable the researcher to gather 
people’s narratives. However, the most important method is participant observa-
tion since it enables the researcher to create an understanding of people’s everyday 
lives in relation to the broader context in which they are framed. This method 
helps the researcher become aware of inconsistencies between what people say 
that they do and what they actually do. Analysis of these differences can reveal 
what is considered permissible to say, to whom and under what circumstances, 
and it may shed light on things that are embodied or are difficult to express in 
words. Participant observation is an ongoing reflexive process in which the re-
searcher’s understanding is always evolving while shifting between engagement in 
people’s everyday worlds and adopting an analytical distance when writing up 
(Nässén, 2013). Ethnographic fieldwork is a source of knowledge that changes 
what we know not only about the “other” but also about ourselves. The re-
searcher’s self-image and insight into their own society is altered in this process 
(Borneman & Hammoudi, 2009). 
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Ethnographic methods entail that the researcher themself is the primary tool. The 
results depend on the interaction between them and the people with whom they 
establish contact in the field. The researcher’s interest may be found disturbing or 
irrelevant for those involved. For instance, many of the women we met had lost 
several children. With some irritation, they might blurt out things like: “There is 
so much greater suffering in our lives than circumcision! Don’t you want to hear 
about that?” The stories that form the basis of the research are a result of the 
interplay between the researcher’s presence, questions and reflections and their 
interlocutors. Interpreters and research assistants constitute a third voice that also 
contributes to the shaping of narratives. It is important to stress and problematize 
the fact that however carefully various voices are presented, the researcher has 
ultimate control over the form the final narrative is given. 

Fieldwork focusing on this practice was carried out by Maria Malmström in 
Egypt for one year between 2002 and 2003 in the suburbs and some central areas 
of Cairo. Malmström has since returned to Cairo almost every year to conduct 
new research focusing on political bodies. The first area she worked in is located 
in the city center, which is characterized by classical Islamic architecture. The 
second area was in the suburbs of Cairo, where there are newer buildings. For 
ethical reasons, the neighborhoods are not identified by name. The women Malm-
ström spent time with lived in low-income areas of Cairo, but their lifestyles were 
not strictly associated with economic class or consumption. The group included 
Muslim women from various socio-economic and educational backgrounds and 
women of different generations, marital status, and sexual orientations.  

In Senegal, fieldwork was conducted by Lisen Dellenborg for three months 
in 1994-1995 and seventeen months in 1997-1999. Some urban areas were in-
cluded but most of the time was spent in the countryside in Casamance, in south-
ern Senegal, among people who refer to themselves as Jola. They live off agricul-
ture, petty trade, and seasonal labor migration; young and adult women migrate 
when they can to The Gambia and Dakar to work as house maids. When they 
marry, women leave their natal village and move to their husband’s. However, 
they retain strong bonds to their natal villages, where they enjoy much authority 
as sisters. Being a wife is a less prestigious position, but motherhood is crucial for 
being considered an adult and moral woman. The highest family position a 
woman can acquire is that of widow in her oldest son’s household. Although her 
son is still the head of his household, his mother commands considerable authority 
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in the family and local community. As in all societies, social status is important for 
a person’s agency, but this inevitably intersects with individual personality and 
personal relationships such that any individual woman’s authority may shift. 
When Dellenborg was conducting fieldwork, it was the elderly mother in her host 
family who took the newcomer under her wing and introduced her to the women 
in the surrounding villages. Dellenborg had not yet become a mother herself and 
so was considered a “girl” (although she was in her 30s) who could be taught about 
local cultural values and practices such as circumcision. Being seen as a “girl” or 
young woman meant that young men could address her as a peer, but holding the 
position also of outside researcher gave her the authority to talk to older men as 
well. However, the close association she had with the elderly woman made ado-
lescent women hesitant to talk to her about genital cutting because they knew they 
were not supposed to think too much about it.  

Both researchers lived near and mixed with a number of families who intro-
duced them to others in the communities. We interviewed both older and younger 
women and men, activists, circumcisers, nurses, doctors and midwives, and reli-
gious and ritual leaders. For ethical reasons, we did not conduct interviews with 
children, even though circumcision primarily affects them. 

The changes we have witnessed since being in the field are that the practice 
has become more medicalized in Egypt (Shell-Duncan & Kimani, 2018; Shell-
Duncan, Moore & Njue, 2017). The debate has also intensified in Casamance 
with several campaigns against circumcision having been carried out. Despite this 
and the fact that female genital mutilation is forbidden by law in both countries, 
circumcision of both girls and boys has maintained its importance to local practi-
tioners. (In this chapter we address female genital cutting only. Elsewhere Dellen-
borg [2007; 2009] has written on male circumcision in Casamance.) 
 
A contemporary phenomenon 

 

Although female genital cutting is forbidden by law, some 97 percent of women 
in Egypt and 24 percent in Senegal were circumcised in 2017. As noted, clitori-
dectomy is practised in both countries on girls, while boys have the foreskin re-
moved with reference to Islam. The procedure is carried out on girls when they 
are aged between four and eight years. In Senegal, boys are circumcised at around 
this age, as well; whereas in Egypt they are circumcised as infants. In Senegal, the 
procedure is usually carried out without anaesthetic, except in the case of boys 
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who are circumcised in hospital. In Egypt, it is becoming increasingly common to 
use anaesthetic since the operation on boys is often performed by doctors. In Cairo 
and Casamance, both male and female circumcision are seen in much the same 
way; both are associated with values concerning gender identity and morality. 

Particularly the older women we met in Egypt and Senegal considered female 
circumcision to be a normal and essential part of life. They saw it as an integral 
step in the process of transformation from childhood to adulthood and a crucial 
element in the creation of womanhood. In Egypt, the procedure was seen as a 
preparation for marriage whereas in Casamance it was related to motherhood, in 
particular. The girls learned early in life how they should behave and appear ac-
cording to norms that were inculcated through various bodily and verbal practices. 
In Casamance, these norms were particularly exaggerated in the elaborated initi-
ation ritual related to the circumcision (Dellenborg, 2004, 2007, 2009). The daily 
processes by which femininity and morality were maintained were replete with 
references to circumcision. Purity and gentleness were often mentioned as im-
portant qualities that a woman should demonstrate in social interaction, in rela-
tion to Islam, sexuality, and body modification. The Egyptian women, in particu-
lar, learned to understand themselves as feminine social beings through visual ref-
erences, such as to soft, smooth and sweet food. Daily references to food and food 
preparation were used to teach girls how the ideal female body should look and 
be and what kind of moral behavior was expected of them (Malmström, 2004, 
2015).  

In both of our research fields, in Cairo and in Casamance, the women we 
met were fostered to manage the difficulties of motherhood and to obey and please 
their husband’s family. A woman acquires merit if she bears her suffering pa-
tiently, and she is regarded as a moral being and a good Muslim. Both femininity 
and masculinity are closely associated with the ability to tolerate pain and suffering 
in both settings. Boys as well as girls are expected to accept the pain associated 
with circumcision. The purpose of suffering seemed similar in both fieldsites: to 
help children achieve a good life by learning early on how to endure hardships. 
The ability to manage under difficult conditions is what makes women and men 
into moral beings. However, the social form of suffering that children are prepared 
for differs between boys and girls and between Egypt and Senegal. That which 
appears similar on the surface is shown to differ considerably upon deeper analysis 
of the practice in its local context. At the end of this chapter, we return to the way 
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in which these differing social, cultural, historical, and political contexts are, in 
turn, of significance for how to design human rights interventions relating to fe-
male genital cutting.  
 
Female circumcision in Egypt  
 

An incident that took place during the UN population conference in Cairo 1994 
had repercussions that affected ongoing efforts to prevent female circumcision the 
world over. The American TV channel CNN screened a documentary that 
showed girls being circumcised in an urban area in central Cairo. Just before the 
film was shown, President Hosni Mubarak had stressed that female circumcision 
did not take place in Egypt, but was an ancient practice that had died out long 
ago. The CNN screening was an embarrassment for the Egyptian government, 
and many among the country’s population took offense (Abd el Salam, 1995). In 
Egypt, it stirred intense public debate between religious authorities, doctors, poli-
ticians, and activists (Tadros, 2000; Rahman & Toubia, 2000). 

Older women’s lives are filled with trials and ordeals. They have usually 
borne many children, and have experienced poverty, illness, and bereavement. 
They had also often been married at a very young age. For them, painful experi-
ences are deemed part of a woman’s lot, and they refer to three types of physical 
pain in particular: circumcision, defloration, and childbirth. As an outsider, it may 
be tempting to see the suffering that women undergo as avoidable and unneces-
sary, but this is not how they view it themselves. It is, they maintain, through suf-
fering that they learn and develop the kind of femininity that is expected of them, 
and thus become respectable Muslim women. Endurance is virtuous. Stoicism and 
self-control are highly valued. By responding to these norms, women both demon-
strate their own agency and also react against some prevailing ideals. For example, 
abortion and extra-marital sexual relations are forbidden in Egypt, and a woman 
is supposed to be a virgin when she marries. But this is not always the case. Some 
women undergo a hymen repair operation in order to qualify socially as a virgin 
again. Similarly, abortions are becoming more frequent, yet they are performed 
clandestinely (Foster, 2002; Malmström, 2017). As long as these things are not 
publicly acknowledged, they are quietly accepted. 

Some of the young, unmarried Egyptian women were highly critical of cir-
cumcision, while others accepted it as necessary. Some claimed that it is one’s 
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mother-in-law who decides over the children, in any case. Circumcision is there-
fore a question dealt with between older women while men generally have little 
knowledge of or responsibility for it. Some women viewed circumcision as a health 
issue and preferred doctors to perform it as, they were anxious errors being made. 
Many were ambivalent. The same person might say that circumcision was unnec-
essary and involved meaningless pain, and yet later say that it was good as long as 
it was carried out by professionals who used anaesthesia. This ambivalence relates 
to broader social change taking place. Pain has no place in ideas about the modern 
good life. For this reason, many young women are now electing to give birth by 
caesarean section. Campaigns against circumcision are also influential in young 
women’s ambivalence. We will return to this at the end of the chapter. Meanwhile, 
regardless of age and attitude to circumcision, all the people Malmström spoke 
to—women, men, young and old—agreed that it was wrong of CNN to screen a 
film on TV showing the circumcision of a young girl (Malmström, 2016).  

During Malmström’s fieldwork, it was clear that everyday life was undergoing 
a process of Islamization.1 In the poorer areas, the local mosques and Islamic char-
ity organizations, many of which belong to the Muslim Brotherhood, were playing 
an increasingly important role filling the gaps in the state’s incapacity to satisfy the 
people’s needs for healthcare and education. These organizations offered cheap 
healthcare, religious education, and interest-free credit. Female circumcision be-
came a tool in the struggle for power and political influence; the state opposed the 
practice as non-Islamic while the Islamic political actors affirmed that it was es-
sential (Abd el Hadi, 2000; Hatem, 1994; Rahman & Toubia, 2000). According 
to Malmström (2016) and other researchers, these events may be seen as the po-
litical background against which people in Egypt interpreted international and 
national campaigns to stop circumcision (Abd-el Salam, 2003; Boyle, 2002). The 
effects that the Arab Spring may have upon female circumcision still remains to 
be seen. The people voted for political Islam, the Muslim Brotherhood, and the 
Salafists in the most recent parliamentary elections 2011-2012. Malmström and 
Van Raemdonck (2015), who began her fieldwork in 2013, have co-authored an 

 
1 The term Islamization refers to the way in which the political implications of Islam gain ground in people’s everyday 
lives. The takeover of welfare functions by Islamic organizations affects people’s attitudes to both politics and Islam. 
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article discussing findings from President Morsi’s one year of rule (he was ousted 
in 2013).1 

Over the course of ten years, the tone of the discourse opposing female cir-
cumcision has become more refined. In 2012–13, Van Raemdonck observed that 
the notion of harm remained central. The way that it became incorporated into 
local campaigns offers insights into which societal norms were being implicitly up-
held. Training and education account for the bulk of activities organized by cam-
paigners and these usually take the form of awareness-raising seminars held at lo-
cal community level. The national media was broadcasting messages in 2003, but 
large-scale educational programs formed the backbone of the campaign. Women 
and men from different socio-economic strata and from both urban and rural ar-
eas were recruited by local civil society and larger NGOs, and were trained to 
provide information that would encourage families to stop practicing female cir-
cumcision. In Egypt, awareness-raising seminars have continued to be organized 
ever since the uprising of 25 January 2011, with support and monitoring by the 
UN and EU. Van Raemdonck’s findings have enabled scrutinization of different 
levels of campaigning educational discourses (Malmström, 2016, pp. 204-205). 

Categorizing circumcision as a harmful practice has a significant impact on 
the practicing society. In the early 2000s, the first campaigning initiatives against 
female genital mutilation affected some women’s self-perception and resulted in 
their feeling sexually maimed (cf. Malmström, 2016). Local anti-FGM discourse 
has made inroads in Egypt and has become an important regulating normative 
discourse. It describes the risks of circumcision leading to marital sexual problems, 
and this focus on the effects on marriage has facilitated more open discussion in 
public and private fora about the practice and, in general, about sexuality between 
the spouses. On the other hand, characterizing female circumcision as a harmful 
cultural practice continues to leave some women feeling as though they have had 
their sexuality destroyed (Malmström & Van Raemdonck, 2015, p.134; cf. Malm-
ström, 2013).  
 
 

 
1 Van Raemdonck’s fieldwork research consisted of participant observation at a series of lectures and awareness-raising 
seminars held in Cairo in November and December 2013 by the Coalition of NGOs against FGM/C. It also relies on 
interviews and informal talks with trainers, other NGO personnel and seminar participants, and it includes a study of 
grey literature such as organization reports and training manuals. 
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To conclude, in the early 2000s, the health professionals and activists Malmström 
spoke with claimed that Egyptian men experienced potency problems because of 
the wives’ frigidity, which, they said, was caused by female circumcision. Today’s 
discourse also awards only women responsibility for failing to fulfil their marital 
duty, but also depicts them as deformed, mutilated, and frigid. This recalls post-
Freudian Western understandings of sexuality and female circumcision (Malm-
ström, 2016, p. 206). Ultimately, the question is whether circumcision will main-
tain its strong position as a political tool when power relations have again been 
altered; Egypt is once again under the military rule of President Sisi.  
 
Female circumcision in Senegal  
 

An estimated 24% of Senegalese women aged 15-49 have been subjected to female 
genital cutting, and in the Jola ethnic group, this figure is 59% (Agence Nationale 
de la Statistique et de la Demographie, 2018). Whether a woman is circumcised 
or not depends largely on her ethnic and religious identity, but also on various 
circumstances in a girl’s life. For instance, Dellenborg’s research assistant was 
raised in the ethnically diverse town of Ziguinchor in Lower Casamance by a 
Christian mother and a Muslim father, who had also been raised as Christian in 
his aunt’s family. Dellenborg’s assistant was circumcised as a young girl when they 
moved to a neighboring country, where female genital cutting is common. When 
she reached adulthood, she married a Muslim man from her father’s native village. 
Her husband opposed the practice and forbade his mother and wife to circumcise 
the couple’s daughters. The girls have remained un-circumcised. This example 
illustrates how Lower Casamance is affected by the movement of people and the 
broad diversity of ethnic, cultural, and religious ideas and practices throughout 
history. The meanings of female genital cutting and the associated initiation rites 
are many, contested and negotiated by various male and female social actors. Re-
cent decades of global and national campaigns against “female genital mutilation,” 
the Senegalese law forbidding the practice in 1999, religious revival, regional eth-
nic relations, and a political situation that often pits the Jola against the Senegalese 
state and the South against the North further affect local negotiations about the 
meanings of female “circumcision” and initiation. The CNN film referred to above 
was part of an intensified global campaign against female genital mutilation during 
the 1990s, which had repercussions in Senegal as well as in Egypt. Genital muti-
lation was now being framed as a form of violence against women and children 
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and as a breach of their human rights instead of, as previously from the 1970s and 
through the 1980s, a health problem (Hernlund & Shell-Duncan, 2007).  

The demand for governments of countries in which girls undergo circumci-
sion to legislate against it was strengthened by the UN World Conference on 
Women in Beijing (Beijing Declaration, 1995, paragraph 124i). In Senegal, a na-
tional law prohibiting female genital mutilation was adopted in 1999. The prepa-
rations for this law generated debate for several years. The majority population in 
Senegal is the Wolof ethnic group, which, unlike many other Senegalese ethnic 
groups, does not normally practice female circumcision. The Wolof are also tightly 
connected to political power, and this gave the question of legislation a political 
charge. The Jola mainly living in Lower Casamance is a minority and account for 
only around 500,000 of Senegal’s nine million inhabitants. In Casamance, people 
described the law against female genital mutilation as part of a Wolofization, an 
encroachment upon local cultural rights and an expression of the Senegalese re-
gime’s weakness in the face of the imperialism of l’occidentale (the West) (Dellenborg, 
2004). Since the country achieved independence in 1960, the relation between the 
Senegalese state and people in Casamance has been tense, escalating in the 1980s 
into armed conflict between the state and local separatist groups (Mark, 1992; 
Dellenborg, 2007). Outbreaks of violent clashes with government’s forces have 
continued until today (Tomàs et al., 2018). Many people living in Casamance, and 
those of Jola ethnic identity in particular, have felt discriminated against. Adding 
to the national power relations, Muslim Jola people commonly are referred to by 
the Wolof and other Muslim ethnic groups in northern Senegal as heathens. Fe-
male circumcision and the associated initiation rites have often been cited by 
“northerners” as an illustration of Jola ignorance about Islam.  

In Casamance, as in many other parts of West and Central Africa (but, sig-
nificantly, not in the northern parts of Senegal) clitoridectomy is practised together 
with initiation into certain female initiation societies. In the literature, these are 
commonly referred to as “secret societies.” Circumcision is considered the single 
most important ritual of these secret societies, and the genital cutting cannot be 
understood separately from the initiation context and vice versa.  

Contemporary Jola society is marked by gender dissonance: men are consid-
ered superior to women in legal and political domains but, as initiated mothers, 
women also have considerable power inside and outside the family realm. This 
gender disjunction is reflected in the initiation rituals: on the one hand, the female 
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rites affirm the gender order, according to which women should be docile wives 
and self-sacrificing mothers. On the other hand, controversial as it may seem from 
a feminist and activist perspective, clitoridectomy in its wider cultural and social 
context actually provides individual women with self-esteem, cultural recognition 
as moral female persons, and space for agency (Ahmadu, 2000). Therefore, cam-
paigns against female circumcision have met with strong resistance from women 
themselves (Bledsoe, 1984; Dellenborg, 2009; Hernlund, 2000). Importantly, in 
Casamance, the religious and cultural value of girls’ circumcisions and initiation 
rites were negotiated and challenged in various ways by different actors. The 
greatest schism was along gender and age lines. During Dellenborg’s time in the 
field, young and middle-aged men tended to question women’s circumcision ritu-
als while older women defended them. Older men generally supported the opin-
ions of their wives and sisters. A recent study confirms that these circumstances 
have not changed (Tomàs et al., 2018). A survey of students conducted by Jordi et 
al. found that the majority of young people defended the practice as part of local 
culture, and this illustrates just how complex the picture is.  

Women generally emphasized that circumcision is a crucial process of purifi-
cation preparation for prayers. Men complained that women did not know 
enough about Islam, and that the idea of female circumcision being connected to 
religion was a misunderstanding. Men were also concerned about clitoridectomy 
having an impact on sexual pleasure, arguing that sex was more enjoyable with an 
uncircumcised woman. Another problem noted by men was the expense entailed 
in conducting the initiation rites and the fact that their wives would be absent from 
the home for several weeks while the rites took place. Chastity is not particularly 
highly valued in Jola society, and married women are permitted to take a lover 
(asangor) during the ritual, although this should be done with discretion and their 
husbands are rarely keen on it. Women explained the custom (basangabou) as linked 
to arranged marriages and a socially accepted way of meeting your ‘high-school 
lover.’ 

Muslim leaders were divided in their opinions concerning female genital cut-
ting. Some said this was an African tradition that should not be confused with 
Islam. Others claimed it had to do with purification in readiness for prayer. How-
ever, they all agreed that the initiation rites are not acceptable according to Islam, 
and they often spoke of this in their criticisms. The older women, supported by 
older men, listened to the religious leaders who were positive to circumcision and 
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said that men who cared more about sexual pleasure than about religion and the 
fostering of girls were simply “immature.” Married men also expressed worries 
that circumcision may affect a woman’s ability to give birth. Older women fiercely 
denied this, claiming on the contrary that circumcision and initiation strengthen 
a woman’s reproductive powers through fertility rites that protect her from the 
risks of maternal and infant mortality. Importantly, the hardships of initiation, like 
those of everyday life, are mixed with joy. Even the girls look forward excitedly to 
the event. Female relatives and friends come together, dance, eat good food, mar-
ried women meet lovers and get a rest from the labor of everyday village life. These 
aspects of the initiation are significant in a society in which women, when they 
marry, must leave their own family to join that of their husband and then have to 
ask permission to travel. No man can uphold his honor if he forbids his wife to 
participate in the initiation of the family’s daughters. The initiation rites were de-
scribed as a means of socializing girls into proper female behavior. The message 
to the girls was that “if you submit to the conditions of life and society, you will be 
rewarded with a good life.” The initiation ritual is a condensation of the central 
gender values and practices that are bound together into this single strongly com-
munitarian initiation experience. Boys normally undergo circumcision at the same 
age as girls, 4-8 years,1 and go through a similar initiation ritual that involves both 
physical and mental ordeals. The ordeals are said to toughen up children in prep-
aration for adult life and foster them into moral persons of a certain gender. 
Women and men are both expected to provide for their families and to work hard 
in the fields. Women must also be able to cooperate with co-wives and obey their 
mothers-in-law and husbands. Girls are fostered from an early age to become com-
pliant, hard-working, patient, friendly, and obedient towards their elders. On a 
general cultural level, this was supported by everyone. Men and women, young 
and old gave the same response to the general and initial question of why they 
performed circumcision: “in order to be eligible for initiation.”  

Several moral discourses thus co-existed, some supporting and some critiqu-
ing the women’s rituals. The resistance expressed by men is multifaceted and their 
criticism makes the women suspicious: are men opposed to the genital cutting itself 

 
1 In Muslim Jola society, there are two forms of initiation ritual for boys: the Mandinka ritual called Kuyamba, that is 
referred to here, and that is commonly celebrated in relation to a boy’s circumcision (the excision of the penile prepuce), 
and a traditional Jola male initiation ritual called bukut, in which the initiands may be in their adolescence or even adult. 
Confusing for outsiders, both male rituals locally are referred to as “circoncision” (Dellenborg, 2007, p. 11).  
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or to the freedom women gain through their communal bonding in the initiation 
rite? More detailed analysis supported the women’s view that men were uneasy 
about the independence women gained during the initiation ritual and, later, 
through their membership of the women’s society. Some men expressed vehement 
opposition to the practice and had also taken action against it, such as by forbid-
ding their wives and mothers to circumcise their daughters. Some had even par-
ticipated in anti-excision campaigns. Most men, however, silently acquiesced to 
the practice, saw it as routine, or vacillated or claimed they were powerless to pre-
vent their mothers from making decisions about circumcision of their daughters. 
At the same time, men generally valued the idea of patient wives and moral moth-
ers that are supposed to be fostered through genital cutting and the initiation rites. 
To achieve this, the initiation ritual’s culturally single most important act is 
enough: the genital cutting, which is performed discreetly in a secluded area years 
before the elaborate initiation rites (Dellenborg, 2007).  
 
Possibilities and challenges 
 

This brings us to the key question: How may a human rights perspective be ap-
plied in order to bring about change in the practice of female genital cutting? As 
Graamans with colleagues in a study on factors for change in the practice of female 
genital cutting in Kenya highlight: 
  

Repeatedly emphasising human rights and the possible health risks associated with 
FGM/C will have a limited effect if people still have other social concerns /…/ influ-
encing their decisions, such as those related to marriageability, honour and shame 
[Graamans et al., 2019, p. 91]. 

 
Other scholars as well, such as Obiora (1997), have stressed the need for contex-
tualized understandings of local meanings in their contribution to postcolonial cri-
tiques of the Western discourse of human rights in relation to the practice. Like-
wise, in our fields, we have seen that, in Egypt and Casamance, there are strong 
concerns supporting the upholding of the practice, such as marriageability, virgin-
ity, and proper womanhood in the first example, and moral motherhood and 
membership in women’s “secret societies” that endow initiated and foremost el-
derly women with many privileges, in the second. We have also seen that there 
are many voices and understandings on female genital cutting in these two areas. 
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Within the human rights movement and international development work, great 
value ideally is attached to the concept of ownership. In other words, for change 
to be effected, it is important that the people involved own the problem. In this 
case, this means the practitioners of circumcision need to consider it to be a problem 
(see also Malmström, Sabir Zangana, & Barton, 2015).1 The studies described here 
show that the key decision makers about circumcision are women of the older 
generation.2 In Egypt, doctors also play an important role. Campaigners against 
genital mutilation, however, often target religious leaders. Our experience suggests 
that these are not the most important group, even though religious belief is im-
portant to the people and religious leaders and schools are indeed constantly dis-
cussing which practices should be permitted or forbidden (cf. Hjärpe, 2004). Im-
portantly, “one-sided approaches do not work, whether they are alternative rites, 
awareness campaigns, legislation or economic incentives /…/ more contextually 
developed approaches and the design of holistic interventions are required” 
(Graamans et al., 2019:92; see also Ahmadu, 2000). If campaigns are to be suc-
cessful, it is important to identify the key actors and see them in relation to the 
historical and cultural context.  
  
Relativism as method 
 

The principles of human rights are seen as universal, but if they are to be imple-
mented, they must be interpreted (Freeman, 2002). Inevitably, people interpret 
their world according to the particular context that frames their lives. Even the 
notion of universality derives from and is shaped by specific power structures. The 
Sudanese-American lawyer and human rights activist Abdullahi Ahmed An-
Na’im (1992, 2009, 2013) argues that dialogue and a good understanding of peo-
ple’s motivations for breaking the norms of human rights are essential for the im-
plementation of such rights. This, we contend, demands the adoption of a relativist 
attitude. Cultural relativism has often been criticized for being value relativist, and 
thus for proposing that any practice should be tolerated if it is considered to uphold 

 
1 One example is the “UNFPA-UNICEF Joint Programme on Female Genital Mutilation-Cutting: Accelerating 
Change,” which promotes inter-cultural dialogue, bringing local, national, and transnational actors together in Africa 
(Malmström et al., 2011). Another organization that works in a similar way is Senegalese Tostan (www.tostan.org). 
2 Efforts to engage elderly women as actors for change in relation to female genital cutting and other practices have 
recently been implemented in Senegal, see The Grandmother Project in Senegal uses intergenerational dialogue to foster 
community change: https://www.grandmotherproject.org/wp-content/uploads/2018/07/GMP.-LL-DOC-DHF. 
ENG_.pdf. 
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certain cultural values. We, however, argue that this is not a question of accepting 
but of understanding why a practice such as circumcision is so important to people 
that parents are willing to put their children through pain and risk in order to carry 
it out. Like An-Na’im, we use relativism as a method, not as an ethical point of 
departure for understanding another worldview. As a method, it means becoming 
more aware of one’s own values and pre-understandings and, in so doing, becom-
ing more open to alternative ways of experiencing the world. This in turn, gener-
ates the conditions for a dialogue in which cultural legitimacy may be created. An-
Na’im posits that in order to make human rights culturally intelligible to people 
and give them a familiar form, they need cultural legitimacy. In this process, prac-
titioners themselves, if they are made active participants in change, may come to 
understand genital cutting as something negative for which they may seek solu-
tions. Creating this kind of cultural legitimacy for a human rights issue is a process, 
which, as An-Na’im notes, often takes place through cross-cultural dialogue. This 
may happen at the level of the UN and then filter down into local debate. In the 
process to create cultural legitimacy, the role of local human rights activists who 
act as “translators” in vernacularizing human rights discourses are especially im-
portant as they may develop hybrids that merge local structures with imported 
ideas (Merry, 2006). It is, we believe, when laws, debates, and local changes in 
attitude come together that enduring change becomes possible (cf. Carlsson, 
2009). 
 
When campaigning goes wrong  
 

National and international campaigns against female genital mutilation can be 
counterproductive if they fail to work from the perspectives of the people involved, 
which is becoming discernible both in Cairo and in Senegal. Younger women in 
Cairo are questioning why suffering should be used to create femininity and the 
moral value attached to the three painful ordeals of circumcision, defloration, and 
childbirth (Malmström, 2009; Malmström & Van Raemdonck, 2015). However, 
a problem is that the young women’s criticisms framed circumcision increasingly 
as a medical issue, leading them to question how circumcision is done rather than 
the operation itself. During fieldwork, it became apparent that younger women, 
unlike their mothers, also felt that they had been sexually mutilated. Many expe-
rienced this as a double trauma. This was of course not what aid donors had hoped 
to achieve.  
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In our research, we have found that while gender relations are central to the mean-
ing ascribed to circumcision, when it comes to responsibility for the act it is pri-
marily a question of the power relations between children and adults. It is adult 
women who have young girls circumcised and, conversely, adult men who have 
young boys circumcised. This means that it is not men controlling the genital cut-
ting of girls. However, in the anti-excision campaign that Dellenborg followed in 
1999, the activists did not involve women in the campaign but focused on local 
men’s resistance to the practice. One may wonder if the activists had bought into 
the common Euro-American story of female genital mutilation as a patriarchal 
custom instigated and controlled by men and thereby missed women’s agency. Or 
if they, paradoxically enough, were acting according to the local gender norms 
positioning men as household heads and simply tried to force women to end fe-
male genital cutting, which was women’s understanding of the situation. Taken 
men’s complaints over women’s privileges during the ritual, such as spending high 
amounts of money on food and fine clothes as well as taking a lover, women’s 
suspicion that men were opposing the elaborate initiation ritual with its emanci-
pating aspects for women, rather than the cutting itself, was not taken out of the 
blue—and it made the anti-excision campaign politically charged. Eventually, the 
anti-excision organization together with the local men managed to draw up an 
agreement with the female ritual leaders to put an end to genital cutting. They 
held the public ceremony with much media attention. However, Jola women told 
Dellenborg that it was a “theatre” that the female leaders felt obliged to participate 
in. In phone calls some years later, her research assistant confirmed that the initi-
ation ritual had not been held since, yet, they were still circumcising girls, though 
now in secret.  

In her doctoral dissertation (2007), Dellenborg discussed the risk for an un-
fortunate development if anti-FGM campaigns continued to be misguided and 
failed to involve concerned women as active participants: the risk is simply that 
the practice will go underground and be performed in secret. She also argued that 
the initiation ritual that gives women certain privileges might disappear because 
of its association with genital cutting. In that case, the practice that activists wish 
to abolish would remain while the initiation rite with its empowering aspects might 
disappear. As early as 1999, it was clear that the initiation ritual was being cele-
brated less frequently than twenty years earlier but participant observation and 
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conversations with people in Casamance revealed that the practice of circumcision 
had become no less frequent.  

Recent studies from Senegal (Shell-Duncan et al., 2013) and Casamance 
(Tomàs, Kaplan, & Le Charles, 2018) show that the law against female genital 
cutting has led to the practice being performed clandestinely. Concerning Casa-
mance, Tomàs and colleagues (2018) describe a situation in which not even fathers 
are always aware that their daughters have been circumcised, and people refrain 
from taking girls to hospital if something goes wrong during the operation for fear 
of being reported. However, the initiation rite with its elaborate seclusion and ag-
gregation ceremonies still takes place in public (Tomàs et al., 2018, pp. 168–169). 

The ethnographic examples described here illustrate how a lack of under-
standing and respect for the cultural context and its power relations may mean 
that campaigns simply result in girls continuing to undergo circumcision but with-
out the benefits that the initiation rites offer them as adults and also hinder people 
to seek care if needed (see also Malmström & Van Raemdonck, 2015). 
 
Taking a look at ourselves  
 

Sweden has one of the strictest laws against female genital mutilation. All forms of 
intervention that leave permanent changes to a woman’s outer genitalia and are 
not performed for medical reasons are forbidden. However, cosmetic genital sur-
gery is still legal in Sweden and elsewhere in the world and has indeed increased 
in prevalence since the 1990s.1 Increasing numbers of women in Europe and 
North America are opting for labiaplasty operations, of various so-called aesthetics 
and sexual reasons, with hundreds of clinics now offering the surgery. When the 
UK passed legislation outlawing FGC, a clause was added to permit surgery on 
the grounds of “mental health”, upholding its illegality for “custom or ritual” rea-
sons (Boddy, 2016). Despite the investigation (if cosmetic genital surgery should be 
considered as FGC) carried out by the Swedish National Board of Health and 
Welfare in 2004,2 cosmetic genital surgery (so-called “designer vagina” modifica-
tions) was deemed legal, and experts including anthropologist Sara Johnsdotter 
and obstetrician Birgitta Essén (2004) claim that: “[this] intervention is considered 
acceptable when it is performed for reasons relating to aesthetics and sexuality but 

 
1 Female circumcision was practised in the USA and the UK up until the 1940s by doctors as a means to cure hysteria 
and mental illness (Johannisson, 2005). 
2 ”Intimkirurgi strider inte mot lagen”, www.dagensmedicin.se (2004-04-15). 
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not when it has to do with tradition and religion” (see also 2010).1 This means that 
in purely legal terms, there may be a greater number of Swedish women than 
African women who are breaking the law against female genital mutilation as it is 
formulated in Sweden. Another example that demonstrates the importance of re-
flecting upon our own norms is what happens when a baby is born with ambiguous 
genitalia—when the external organ is too small to qualify as a penis but too large 
to qualify as a clitoris (Fausto-Sterling, 2000), a so called intersex condition or dis-
order of sex development, DSD (Brömdal, 2008). Approximately 2,000 children 
per year in the USA (Fausto-Sterling, 2000) and between five and ten children per 
year in Sweden therefore undergo an operation to re-form their external genitalia, 
ostensibly for psychosocial reasons, so as to make them fit with prevailing notions 
of gender normality (Alm, 2006; Garland, 2016). If it were not for the strong cul-
tural norm of two genders, two sexes only, these children would not need to be 
operated on; it is thus not a problem with the child’s anatomy per se, but the nar-
row cultural understanding of a person as either male or female and the culturally 
based assumed importance of the look of the genitals as a manifestation of gender.  

Thus, it would seem that there are cultural ideas in Sweden and the USA that 
support the cutting of children’s genitalia just as there is cultural support in parts 
of Africa. The difference is that in the USA and Europe, the practice is legitimized 
by medical expertise and is consequently not regarded as a form of mutilation.2 
However, when the federal law against female genital mutilation was about to be 
passed in the USA in 1997, a number of American women sued the state, main-
taining that they had been subjected to genital mutilation because their genitalia 
had not fitted into the norms governing how women and men are supposed to 
look. They said that they had suffered serious physical, psychological, and sexual 
injury as a result of what had been done to them (New York Times, 1997; New Inter-
nationalist, 1998). These examples show that even the lives of people in the North, 
who consider themselves to be “rational” and “modern,” are shaped by cultural 
values and that these impact upon medical practice. The practice to operate on 
children with DSD is increasingly challenged by research from Human Rights 
Watch, the World Health Organization, and the United Nations Committee 
Against Torture, which has condemned medically unnecessary non-consensual 
surgeries on children on six occasions since 2011 (Human Rights Watch, 2017; 

 
1 Our translation from original. 
2 We do not discuss male circumcision, although it too is controversial even if widely accepted in Europe and the USA.  
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see also Alm, 2010). The Parliamentary Assembly of the Council of Europe passed 
a resolution on “children’s right to bodily integrity.” addressing female genital cut-
ting (FGC) as well as “normalizing” surgeries for intersex children, and many west-
ern activists have during the last decade struggled for intersex children’s right to 
decide their gender for themselves when adult (Ammaturo, 2016). Still, there is no 
consensus among experts, and surgeries are still recommended by physicians in 
wait for evidence of what is the best of the child (Garland, 2016). This example is 
meant to illustrate that from an inner perspective, cultural values seldom are un-
derstood as “cultural” but as self-evident and true. However, in a global dialogue 
on female genital cutting, the countries that correct these healthy children’s outer 
sex organs in order to fit a narrow cultural two-sex understanding of human beings 
might have to reconsider this practice if an equal dialogue should take place. Ac-
cording to An-Na’im (1992, 2009, 2013), for a human right discourse to become 
culturally legitimate, the partners in dialogue needs to be equal.  
 
Conclusions 
 

We have argued for the importance of beginning by understanding practitioners’ 
own perspectives when working with a human rights issue such as circumci-
sion/genital cutting. We have used relativism as a method for gaining insight into 
what motivates people to uphold values and practices that are now deemed a 
breach of human rights. The critical reflection upon “ourselves” and the meeting 
with “the other” are central in the creation of such insight.  

Making reference to human rights is a powerful way of generating debate and 
challenging accepted ways of thinking. However, the principles must be made fa-
miliar to those affected, and they must be woven into the context of local and 
global power relations and cultural values. Creating cultural legitimacy for new 
patterns of behavior—such as ceasing to perform circumcision—is a slow and con-
flict-filled process. We contend that those defined as “perpetrators” in the eyes of 
the international community should be given a chance to discuss, question, and 
take responsibility for bringing about their own social change. Ultimately, this has 
to do with the interplay between local, national and international power orders 
(Gruenbaum, 1996, pp. 455–475).  
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Introduction 
 

The purpose of this chapter is to explore how the engagement of cultural insiders 
in a study of a sensitive topic among a migrant minority population might affect 
access, trust, and potentially study findings. We will also discuss some ethical impli-
cations on the use of insider positionality as a methodological tool. The empirical 
basis of the chapter is experiences from a study conducted in 2018 exploring per-
sonal opinions and social norms concerning female genital cutting (FGC) among 
ethnic Somali migrants in Norway (Johansen, 2019). In the study, six Somali re-
search assistants (three women and three men) conducted the entirety of recruit-
ment and data collection and took an equal part in study planning and the primary 
analysis of findings with the principal investigator (PI). 

There is a common perception that cultural insiders may access back-stage 
information and thus produce more truthful findings. This is particularly so in sit-
uations where the topic of inquiry is illegal and morally condemned, as is the case 
of FGC in Norway. Adding to the picture is a sense of stigmatization of Somali 
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migrants in Norway, which could encourage a stronger desire to present an ac-
ceptable front-stage image to the majority population. We thus find it useful to em-
ploy Goffman’s (1949) delineation of a distinction between back- and front-stage to 
understand discourses on exposure to potentially stigmatizing elements of Somali 
cultural practices and discourses. 

One example of such a front- and back-stage divide was evident in the fall of 
2000 when the Norwegian national TV channel produced a documentary on atti-
tudes toward FGC in Norway. The program featured a young Somali woman in 
distress, seeking advice on whether to accept her parents’ wish to have her circum-
cised (Bråten & Elgvin, 2014). A journalist in disguise, equipped with a hidden cam-
era, captured religious leaders who advised her to obey her parents’ wishes, even if 
that included FGC. Such statements contradicted former public statements of some 
of these very same religious leaders against the practice. The program was awarded 
a prize for Documentary of the Year, and the Somali journalist received several 
awards for her role, including from the Fritt ord Foundation (the Free Speech 
Foundation). 

The documentary, which was broadcast in two segments in September 2000, 
caused an uproar among Somalis and Norwegians. Norwegian media and politi-
cians portrayed the journalist as a hero for revealing back-stage support for this 
illegal practice. The program led to major political initiatives, and the first in a 
series of consecutive action plans targeting FGC emerged as a direct result. In this 
first action plan, a project targeting FGC with a subproject targeting migrants of 
Somali origin more broadly was included (the OK project) and was led by the PI of 
this study (Johansen, 2017). While some Somalis appreciated the program’s out-
come in terms of political will and engagement, many spoke of the journalist as a 
traitor whose contribution shamed and stigmatized the Somali community through 
the exposure of the double communication and partial support of the practice by 
some religious leaders. Later, other female anti-FGC activists had similar experi-
ences of being judged as heroes by the Norwegian majority and as traitors within 
their ethnic communities (Lien & Schultz, 2013; Lunde et al., 2019). 

A takeaway from the documentary and the following discussions is the reve-
lation of a carefully guarded distinction between front- and back-stage, in this case, 
between a public rejection of the practice and private acceptance. The weight of 
this distinction is sharpened by the contradiction between the positive traditional 
Somali values and meaning of FGC and the moral and legal condemnation of the 
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practice in Norway. This discrepancy may lead to a sharpening of the distinction 
and careful guarding of the boundaries between the front- and back-stages. 

Conducting research in such a setting, one could expect that a cultural in-
sider will be able to access back-stage discourses and thus produce more truthful 
study findings. Given such a fundamental divide, one could expect a stronger social 
desirability bias, which could produce almost opposite findings, depending on the 
researcher’s positioning as a cultural insider or outsider. 

The significance of the positioning of the researcher as a cultural insider or 
outsider relates to the concept of social desirability bias in research; that is, how 
study participants’ perception of the positioning of the researcher can affect the 
direction and strength of bias toward the perceived expectations or attitudes of the 
researcher. The sensitivity of this study’s topic can be expected to lead to an even 
stronger bias than what could be expected in studies of less controversial topics. 

By positionality, we refer to the position of the researcher as a person vis-a-
vis the study participants. Positionality can thus include various personal elements, 
such as gender, age, ethnicity, migration status, and education. In recent years, the 
potential significance of researcher positionality for access, trust, and study findings 
has become a standard part of method reflexivity in qualitative studies. In studies 
of migrants and minority communities, the researcher’s position, in terms of being 
a cultural insider or outsider, has commonly been given the most attention (Ah-
madu, 2000; Carling et al., 2014; Ganguly, 2016; Kusow, 2003). 

In this chapter, I will explore the experiences of cultural insiders in a study 
of FGC among Somali migrants in Norway. I will build on two contrasting percep-
tions concerning researcher positioning. On the one hand, cultural insiders are ex-
pected to conduct higher-quality studies because they are better at building the 
necessary rapport and trust. This view seems have a relative stronghold in the field 
of migration research. On the other hand, a cultural outsider’s position has been 
perceived as more open to detail and system, and especially cultural practices that 
are taken for granted and naturalized in the study community. Social and cultural 
anthropologists have most strongly supported this view. Regarding interventions 
against FGC, the dominant view is that such work could and should be conducted 
only by cultural insiders for both ethical and quality reasons. 

My aim in this chapter is to further explore these pre-understandings within 
the context of studying FGC among migrants. This discussion aims to explore the 
insider/outsider debate, particularly concerning three factors that have been less 
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explored previously, namely, whether positioning affects the quality of the study, 
its ethical implications, and, finally, the trustworthiness with which the findings are 
interpreted. 

The discussion will build on experiences from a study specifically built on the 
engagement of cultural insiders in all parts of the project, comparing the experience 
to other studies, and on the PIs experiences of conducting similar studies as a cul-
tural outsider in the same setting and on the same topic. 

 
Study setting: Female genital cutting among Somali migrants in Norway 
 

We selected Somali migrants as our study population because they constitute more 
than half of the 17,300 girls and women in Norway estimated to have undergone 
FGC prior to immigration (Ziyada et al., 2016). Here, we refer to Somali as an 
ethnic group sharing geographical, linguistic, and cultural traditions, as well as a 
sense of shared identity, independent of countries of origin (Somalia, Djibouti, Ethi-
opia, and Kenya). Clan and lineage form a fundamental structure for subdivisions 
among Somalis and constitute an important factor in social organization. It is fur-
ther interrelated with geographical origin and social status. Clan has further played 
a significant role in recent years’ civil war and strife, thus adding to a certain sensi-
tivity to the issue (Fangen, 2008). However, we did not ask about clan or its im-
portance in this study, neither among the research assistants nor participants. 

FGC is almost universal among Somalis, with a prevalence of between 94 and 
99% across the different regions. Ethnic Somalis also traditionally practice the most 
extensive form of FGC, infibulation, defined as the cutting and apposition of labia 
to create a seal of skin covering most of the vulva with a small opening left at the 
lower end for the passage of urine and menstrual blood (Abdalla, 1982; World 
Health Organization, 2008). 

Somali immigrants constitute the largest FGC-practicing group in Norway. 
Due to their number and the severity of FGC commonly practiced, Somalis have 
been a major target group for both studies and interventions (Bråten & Elgvin, 
2014). Simultaneously, Somali migrants have been subjected to much negative me-
dia focus, both due to their tradition of FGC and other social factors (Horst et al., 
2013). They thus experience a strong degree of stigmatization from the Norwegian 
majority population, which includes policies and services (Hervik et al., 1999; 
Fangen, 2008). The political discourses that led to the passing of a specific law 
against FGC in Norway in 1995 seem to have been set in motion by the influx of 
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Somali refugees and migrants following the civil war in Somalia. Additionally, later 
political initiatives against FGC have, to a large extent, been pushed by the media 
focus on Somali FGC practices, including the previously mentioned and later TV 
documentaries (Bråten & Elgvin, 2014; Johansen, 2017). On the other hand, So-
mali immigrants have been actively involved in volunteer engagement to improve 
community members situations, including numerous interventions targeting FGC 
(Ibrahim et al., 2011). 

 
The REPLACE approach 
 

The qualitative study on readiness to abandon FGC on which this chapter builds 
was conducted among Somali migrants living in or close to a medium-sized Nor-
wegian town of approximately 100,000 inhabitants, including approximately 1,000 
Somalis. The study followed the outline of an action-research framework for FGC 
in the diaspora, the REPLACE approach (Barrett et al., 2015). REPLACE stands 
for the replacement of inefficient with efficient interventions targeting FGC and was 
developed by a research team based at Coventry University in the UK. The ap-
proach has been piloted and implemented in several settings and formulated in a 
set of guidelines (Barrett et al., 2015). Central to the approach is the engagement of 
“community-based researchers” (CBR) in all study phases. We refer to these as re-
search assistants for reasons described in the Methods section and concentrate our 
discussion on their positioning as “cultural insiders.” 

The REPLACE approach includes three major phases: an initial qualitative 
study to assess community attitudes and readiness to change, an intervention phase 
that builds on the findings from the qualitative study, and a qualitative and quan-
titative evaluation of the effect of the intervention (Barrett et al., 2020). The CBRs 
are expected to take part in all phases of the study. The study is based on a frame-
work of participatory action research (PAR), in which a central aim is “securing 
community ownership to the project” (Barrett et al., 2020). This is linked to a dom-
inant ideal in intervention research that those who are experiencing a problem are 
best suited to both identify and solve their problem. This builds on a goal of com-
munity empowerment expected to enhance the sustainability of interventions. The 
engagement of CBRs is thus expected to improve both the quality, effectiveness and 
sustainability of interventions. Furthermore, community empowerment is consid-
ered a more ethically sound approach than outside interference. 
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The main argument for the engagement of CBRs in the REPLACE guidelines was 
their expected effect on the intervention. However, we were so far able to conduct 
only the first phase of the REPLACE approach due to lack of funding and hence 
will build our discussion on this. Hence, our main aim is to explore the significance 
of engaging cultural insiders for the research part of the intervention research. Nev-
ertheless, as the REPLACE approach has been designed as participatory action re-
search, we will also discuss some potential consequences of the findings for future 
interventions. 

 
Theoretical perspectives 
 

As indicated, migration research and social anthropological studies can be con-
trasted in terms of their overall view of researchers’ cultural positioning. Although 
this is an oversimplification, many migration researchers emphasize the benefits of 
a position as a cultural insider for building the rapport and trust necessary for a 
good study (Carling et al., 2014). Furthermore, their cultural competence is ex-
pected to enable the formulation of better-informed research and interview ques-
tions as well as analysis. Anthropologists, in contrast, have often emphasized the 
methodological benefit of being a cultural outsider. Not knowing the culture is ex-
pected to cause a “cultural shock” that increases the researcher’s attention to detail 
and overall structures, especially by unraveling and questioning silent and doxic 
cultural structures (Bourdieu, 1977; Hastrup, 1996). Furthermore, the outsider may 
take on the position of an ignorant child, which can spur community members to 
take it upon themselves to educate the researcher. A cultural insider, in contrast, 
would be expected to possess the necessary cultural insight and thus risks being 
considered rude or stupid if asking basic questions. 

This simplistic outline has been nuanced over the last decades, particularly as 
part of a renewed focus on qualitative data as coproduced between researchers and 
participants and, as such, the importance of positionality (Carling et al., 2014; Gan-
guly, 2016; Kusow, 2003). Researchers have explored the significance of a wide 
variety of personal, relational, and contextual factors that interlace with cultural 
positionality. Personal factors could include migration experience and time of resi-
dence, linguistic skills, gender, age, education, religion, and social status. Relational 
and contextual factors could include perceived and real differences in power, rela-
tive social status, minority/majority, and legal framework (Carling et al., 2014; 
Ganguly, 2016). For example, research participants sharing insider information on 
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potentially illegal acts could be hampered by knowing the duty to report cases of 
child abuse, including plans for conducting FGC. 

However, this chapter aims to move beyond the discussion of how positioning 
affects access and data collection to explore ways in which it might affect the study 
findings and quality. I will also explore some ethical aspects of insider positionality 
and some reflections on how the researcher’s positioning might also affect the trust-
worthiness of the results, that is, how the reader receives it. 

 
Method and materials 
  

This chapter is based on our experiences from a study constituting the first phase 
of the REPLACE approach conducted in 2018, including planning, recruiting six 
Somali research assistants, training, data collection, analysis, and community feed-
back. This is complemented by data from interviews with five of the research assis-
tants in the spring of 2020. 

The six Somali research assistants (three men and three women) participated 
in all study phases, except in the initial planning and writing of scientific articles. 
However, the recruitment procedure and positioning of the research assistants de-
viated from the REPLACE approach guidelines in several ways. These guidelines 
described the CBR as trusted community members selected by their community 
and identified through local ethnic or national nongovernment organizations 
(NGOs) (Barrett et al., 2015). In our setting, however, there was no local Somali 
NGO from which to recruit CBRs. Thus, the PI contacted a few (3) Somali men 
and women who lived in or near the study site, asking them to help recruit potential 
research assistants. As they proved to be unable to assist in recruitment, the PI 
turned to broader networks beyond the local town. The post was thus advertised 
internally at regional universities in a Somali student network and through various 
informal networks. The post asked for a preferred minimum of a bachelor’s degree, 
preferably in social sciences, and bilingual competency of Somali and Norwegian 
or English. 

Thus, the six research assistants were not recruited from or selected by the 
local community, as outlined in the REPLACE approach. Nevertheless, they shared 
ethnic, linguistic, and cultural backgrounds with the study community and lived in 
a nearby town (40 minutes by train). None of the research assistants lived in the 
study area, but one had formerly lived there, and several had social networks with 
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residents. Due to these divergences between our recruitment procedures and posi-
tioning of our research assistants and those indicated in the REPLACE approach, 
we have chosen to refer to them as research assistants rather than community-based 
researchers (CBRs). 

All the research assistants held a bachelor’s degree, and two were simultane-
ously studying for their master’s degree. All were born in Somalia and had come to 
Norway at different ages: two as young children, one as a youth, and three as adults. 
They were between twenty-four and thirty-three years of age. All spoke Norwegian 
and fluent Somali, as well as varying levels of Arabic. None of the research assistants 
had previously worked or participated in research or interventions targeting FGC. 

The research assistants completed approximately forty-five hours of training 
over a few weeks for their tasks. Training included building rapport and trust with 
study participants, conducting qualitative interviews and focus groups in a flexible 
and nonleading manner, and ensuring confidentiality. Practical training on record-
ing, transcription, and safe data storage was also included. After the completion of 
data collection, new training on qualitative data analyses was conducted. 

Most of the training on data collection was provided by an external consultant, 
a researcher specializing in communication pedagogy and social sciences. She is a 
native Norwegian, but her experience from conducting similar training in prewar 
Somalia helped build rapport and trust. I, PI and author of this chapter, am also a 
native Norwegian, a medical anthropologist by training, with over 20 years of ex-
perience working with FGC and particularly Somali migrants in Norway. In gen-
eral, I have experienced that my many years in the field, numerous visits to many 
FGC practicing countries, including Somalia, and my former marriage to a man of 
Tanzanian origin with whom I have three daughters facilitates access, trust, and 
rapport by reducing outsider positionality. 

The extended research team, including the PI, research assistants, and the ex-
ternal consultant, met regularly during data collection to discuss experiences and 
progress. Research assistants were provided with office space to strengthen data 
safety during transcription and analysis and facilitate collaboration. The external 
consultant and the PI were available for any questions beyond the formally orga-
nized meetings, and the research assistants arranged their internal meetings when 
needed. 

To approach the study community, the research team (the research assistants 
and the PI) arranged three informational meetings. The first meeting was held at 
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the local mosque and included both male and female participants of various ages. 
This was done because we expected staff at the mosque to be gatekeepers for the 
recruitment of community members. The next two information meetings were di-
vided by gender and held at a more “neutral” locality, a Red Cross office known to 
arrange local events for refugees and migrants easily accessible by public transport. 
This locality was also used for all focus groups and most of the personal interviews. 

The research assistants used networks from the abovementioned informa-
tional meetings and their personal and professional networks to recruit the final 
seventy-two study participants. The participants were almost equally distributed 
between women and men, youth and adults (Johansen, 2019). All data collection 
was paired with gender, with interviews conducted individually and in focus groups 
in pairs of two. The only exception to this was the informational meeting and the 
feedback seminar for men, in which the PI, who is a female, was also present. All 
data collection, except in informational meetings and feedback meetings, was tape-
recorded, and the research assistants subsequently transcribed and translated them 
into Norwegian. 

Data were analyzed collectively in the following way: Each data transcript was 
read and thematically analyzed individually by two research assistants and the PI, 
after which they met to compare and come to an agreement of key factors. Basic 
findings for each entity (in-depth interview and focus group discussion) were then 
summarized in a table, highlighting commonalities and differences. These individ-
ual sheets were read by all, and the findings were discussed to identify commonali-
ties and differences within and between subgroups as defined by age and gender. 

Based on the analysis, the PI drafted a presentation to explore community 
members’ recognition of key findings and further discuss unclear items through two 
validation seminars. The research assistants recruited participants for two such 
seminars, one for young women and one for adult men. During these seminars, the 
PI and one research assistant presented the main findings for discussion. Another 
motive for these seminars was to provide feedback to the study community. The 
feedback from the participants was then used to fine-tune the final analysis of our 
study findings. Subsequently, the PI wrote a scientific article in English (Johansen, 
2019). Although an early manuscript was shared with all research assistants, they 
were unable to contribute as co-authors due to other commitments and the end of 
funding. The noninclusion of research assistants in papers based on studies to which 
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they contributed so significantly, as in the REPLACE approach, is a dilemma to be 
further explored. 

Then, in the spring of 2020, five of the six research assistants were interviewed 
about their reflections and experiences from the previous work. Due to the corona-
virus situation, these interviews were conducted over the phone. For these inter-
views, oral consent was provided, and notes were taken on the spot rather than 
recorded. 

The study followed the required ethical requirements and was approved by 
the Norwegian Centre for Research Data (NSD). All research assistants have been 
presented with the text in this chapter for approval, as they are not granted ano-
nymity. However, to ensure confidentiality, some information is deliberately vague, 
and direct quotes are avoided. 

 
Positioning as a cultural insider 
 

In the following, I will share some of the research assistants’ experiences of their 
positioning during the study. First, I will explore the role of shared language and 
cultural identification. I will then explore how research assistants experienced the 
effect of their positioning on rapport and trust through the following factors: confi-
dentiality, reciprocity, and representation. Finally, I will explore the ways in which 
these methodological factors might have affected the study in terms of quality of 
data, ethical implications, and trustworthiness. 
 
Shared language 
 

Mastery of a common language, particularly a shared mother-tongue, can be ex-
pected to improve both trust and quality of data. It can ease communication flow, 
make people feel at ease, and reduce the risk of misunderstandings. In Norway, 
where two-thirds of people of Somali origin are first-generation migrants, and few 
second-generation migrants have reached adulthood, the research assistant’s mas-
tery of the Somali language was expected to be a major asset. 

All the research assistants were Somali-born and overall experienced their flu-
ency in the Somali language as an important asset for their work, both in terms of 
formulating and understanding the interview questions and as a vehicle for creating 
a good atmosphere through jokes and playing with language and dialects. There 
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were, however, differences in language fluency and preference between both re-
search assistants and study participants, mainly due to migration stories and lengths 
of stay in Norway. One of the two research assistants who had come to Norway as 
a young child (preschool age) felt more comfortable speaking Norwegian than So-
mali, and the two who had lived in Norway more than half their lives felt equally 
comfortable in both languages. Many of the young study participants who had 
come to Norway at a young age and the few born in the country felt more comfort-
able being interviewed in Norwegian. Due to the variation in linguistic preference 
and fluency in both groups, it was possible to accommodate this by pairing research 
assistants and study participants according to linguistic fluency and preference. 

In most interview settings (both individual interviews and focus groups), how-
ever, more than one language was used, including Somali, Norwegian, Arabic, and 
English. We have not systematically analyzed the use of language, but a general 
impression was a preference for Somali when talking about Somali tradition and 
culture, Norwegian for specific Norwegian experiences and practices, Arabic when 
discussing religious practices and perspectives, and English when referring to trans-
national discourses. 

Furthermore, while Somali is defined as one language, there are substantial 
dialectic variations. Such dialectical differences could have affected the study be-
cause it can hamper mutual understanding and because dialectical variation, to 
some extent, covaries with political lines of division between regions and clans. The 
PI had firsthand experience with challenges caused by such experiences from pre-
vious work and studies (Johansen, 2004). During a study tour to Somali regions 
with a former colleague of Somali origin in 2003, we encountered several inci-
dences indicating clan significance. The colleague’s southern Somali dialect gave 
her easy access and trust among other southerners, both those living in the south 
and the north, reduced mutual understanding in a Somali region in Ethiopia, and 
caused suspicion and resistance among northern Somalis. During our visit to So-
maliland, for example, a man we encountered was able to identify her as belonging 
to the clan of the former president, Siyad Barre. As Barre’s history of dictatorship 
and warfare against northern Somalia/Somaliland has made him and his clan little 
appreciated in the region, this created a tense atmosphere. Furthermore, dialects 
can be linked to cultural identification and knowledge. The most well-known ex-
ample is the common designation of Kenyan Somalis as sijui, Swahili for “I don’t 
know,” a term indicating both linguistic and cultural ignorance (Scharrer, 2018). 
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However, the research assistants did not consider their dialect or place of origin 
(their origin covered all of Somalia, north, south, and middle) to affect their rapport 
with the study participants. Rather, they experienced variations in dialect, espe-
cially in terms of various denotations for FGC, as a useful departure for exploring 
similarities and differences, leading to interesting data and discussions rather than 
affecting positioning. 

A major surprise to our research assistants was the different understandings 
and definitions of a term they originally (i.e., before training and data collection) 
had considered mutual and shared among Somalis, namely, sunna circumcision. 
There seemed to be a sense of agreement in the Somali community concerning 
both its meaning and physical extent and consequences, which proved to be only 
superficial. That is, while sunna circumcision was generally assumed to be a minor, 
harmless procedure and people seemed to assume there to be a common agreement 
of its physical extent, probing proved this to be far from the case. These variations 
could easily have been missed if the research assistants had entered the study with 
only their emic, i.e., cultural insider, understanding of the practice. We experienced 
that both the training on this and the exploration of each person’s perception of the 
term during the study were vital to ensuring data accuracy. 

These experiences also shed light on the important interplay between linguistic 
and cultural competency, including the cultural competency of cultural insiders. 

 
Cultural competency 
 

Describing our research assistants as cultural insiders built on a perceived ad-
vantage of shared knowledge between researcher and study participants in terms of 
facilitating common understandings, which again can improve the quality and 
depth of questions explored and interpretation of answers. As suggested in the 
above discussion of sunna circumcision, being a cultural insider can also contribute 
to blind spots or superficial agreements. This is a major concern in social anthro-
pological warnings of not “going native” but keeping an ethical outsider perspec-
tive. 

Cultural competency in the Somali setting includes an understanding of the 
significance of clans. Clan constitutes an important social organizing principle 
among Somalis and a major aspect of identity and belonging. This could cause bias 
in recruitment, as some of the research assistants expressed how personal networks 
led to a dominance of participants belonging to the same clan. However, this bias 

196



 

 
197 

 

was balanced out through the other forms of recruitment, mainly snowballing and 
contacts made during the informational meetings. 

A further complicating factor is that the clan tends to be considered a sensitive 
topic. One contributing factor is a sense of hierarchy between clans, with majority 
clans at the top and minority clans at the bottom. Traditionally, clans are further 
interlinked with residence patterns, which commonly follow family, lineage, and 
clan lines. This, again, is further linked to some aspects of FGC practices. While 
almost all clans practice FGC, there are some differences, particularly concerning 
the performance of FGC, type of FGC practice, and procedures for defibulation. 
The performance of FGC has traditionally been conducted by women from a mi-
nority clan with a low social status (commonly referred to as goboroye in the north 
and midgan in the south)  (Abdalla, 1982). This clan is often positioned in a sort of 
patron-client relationship to the other clans, in which various services of manual 
labor are also included. Furthermore, while infibulation historically has been the 
dominant type of FGC in Somalia and sunna circumcision can be considered a 
new term and practice, certain clans have also historically practiced less extensive 
types (Crawford & Ali, 2014; Powell et al., 2020; Talle, 2010). Finally, is there a 
major divide mainly following a north-south distinction in how traditional defibu-
lation at marriage has been conducted (Johansen, 2017). All these differences, to-
gether with the role of clan in the ongoing conflicts in Somalia, have contributed 
to both strengthening the importance of clan and making it a sensitive topic. This 
is even more so in the Norwegian context, where the majority associates clans with 
the civil unrest in Somalia, which seems to contribute to the general stigmatization 
of Somali migrants (Horst et al. 2013). Consequently, to avoid stirring any potential 
conflicts or a sense of superiority or subordination, we followed the outline of the 
REPLACE approach which did not target clan as a topic. 

Nevertheless, we found clan to play a significant role in two factors explored 
in the study: procedures of defibulation and matrimonial strategies. There is a ma-
jor difference between traditional procedures for marital defibulation between the 
southern and northern Somali regions, affecting medical help-seeking and social 
relations. In northern Somali regions, the infibulated seal is traditionally cut open 
by a circumciser at marriage. In the south, in contrast, men are generally expected 
to open the infibulation by their penis, a process commonly associated with percep-
tions of virility (Johansen, 2016, 2017). It is a general impression that the offer of 
medical defibulation is perceived as more culturally acceptable by women familiar 
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with the northern tradition likely because surgical defibulation at marriage is more 
similar to their traditional practices than it would be for women with a tradition of 
penile opening at marriage. 

The southern Somalia tradition of the husband being expected to tear open 
the seal of his wife’s infibulation with his penis in the days following the wedding 
was differently perceived by participants according to their regional origin. 
Whereas most southern women saw this as evidence of virginity and virtue for the 
women and virility and strength for the man, northerners perceived it as cruel and 
inhuman. The northern tradition of defibulation by a circumciser shortly after the 
wedding, sometimes after an inspection by the groom’s mother, was perceived as a 
more humane method by northerners. On the other hand, southerners perceived 
it as a modern adaptation, shameful, or as a sign of lack of virility. These different 
interpretations were rarely expressed in plain words but more commonly in the 
forms of jokes and indirect comments, which one might need a cultural insider’s 
background to understand. One example is how some participants joked about re-
gional diet preferences, implying that certain foodstuffs reduced male virility. 

 
Building rapport and trust 
 

Without a minimum of trust, people would refuse to take part in a study. Without 
rapport, they would not share information, particularly not experiences they per-
ceived as sensitive or private. This is important for recruitment and access to rich 
and truthful data (Guillemin & Heggen, 2009). It is common to distinguish between 
formal and informal ways of building rapport and trust. The formal ways include 
regulated procedures to secure informed consent, whereas the informal ways in-
clude a wide variety of factors, including positionality. In this section, we will focus 
on three interrelated aspects of building rapport: confidentiality and acceptance, 
reciprocity, and representation. 

 
Confidentiality and acceptance 
 

A major requirement in research ethics and a measure to build trust is the assurance 
of confidentiality. Thus, the information provided to potential study participants 
followed an outline provided by the ethics board (NSD) and included information 
about the study’s purpose, the reason they were approached, responsible institu-
tion, and names of the PI and all research assistants. It also included information 
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on the rights of the study participants and the duties of the researcher. The study 
participant’s rights include the right to voluntary participation and withdrawal at 
any time without a need for explanation and without any repercussions. The re-
searcher’s duties include the measures taken to ensure confidentiality, including 
data storage, access, anonymization, and routines for deleting data at the end of 
the study. This project information was provided to potential study participants in 
the form of information sheets available in Norwegian and Somali and was ex-
plained to potential and actual study participants. 

This information was experienced as vital for establishing trust. Some research 
assistants reported that emphasizing the risk that breaking confidentiality held for 
them was fundamental to gaining study participants’ trust. The importance of the 
formal rules of confidentiality in this setting is interesting. First, based on the idea 
that common cultural background and belonging are beneficial for rapport and 
trust, one could expect formal regulations to carry less weight. Even more so, in 
former research projects on FGC among Somali migrants in Norway, I rarely ex-
perienced this as vital for trust. Quite the contrary was my experience that personal 
factors that could be said to bring me closer to an insider (marriage to a husband 
of African origin with whom I have three daughters) appeared to be the most sig-
nificant factor in gaining study participants’ trust (Johansen, 2006). This could in-
dicate that a cultural insider could be perceived as posing a risk for exposure to 
gossip in case of breaking their duty of confidentiality. In contrast, a cultural out-
sider would not be expected to socialize much with cultural insiders and thus be 
less temped and pose a smaller risk of breaking confidentiality and may thus be 
perceived as more trustworthy. This was substantiated by the research assistants’ 
feeling that the social distance inherent in their residence outside the local commu-
nity increased participants’ openness and willingness to participate. This, however, 
contradicts the REPLACE approach’s emphasis on the local recruitment of com-
munity-based researchers. 

Another aspect of positionality is the perceived opinion of the researcher. In 
qualitative research, the researcher is expected to be as objective as possible, mak-
ing efforts not to ask leading questions. As indicated, this was one of the major 
learning outcomes experienced by the research assistants, who otherwise were so-
cially and politically engaged and opinionated. Furthermore, as the research assis-
tants were not a part of the local community and were not previously engaged in 
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activities relating to FGC, their views on the topic were unknown to the study par-
ticipants. This situation seems to differ from the outline of the REPLACE approach, 
with its emphasis on recruiting locally known people engaged in NGO activities, 
where opinions about many social and political issues, including FGC, would al-
ready be known to the study participants. Knowing the researcher’s opinion could 
counter the idea of their neutrality and contribute to a social desirability bias in the 
responses. At the same time, not knowing and having to guess can make the study 
participant insecure and uncomfortable in the situation. However, given that the 
study was conducted in a country where FGC is forbidden and morally condemned, 
and a native Norwegian PI led the study, one would expect that the study partici-
pants had it in the back of their minds that they were being interviewed for a study 
with a negative attitude toward FGC as a baseline. Study participants did not seem 
to be aware of the PI’s former engagement in a national program against FGC 
(Lien, 2005) or my infrequent public presentations on the topic. Furthermore, in 
the informational meetings prior to the study, plans for a future intervention against 
the practice were presented, thus providing insight into the project’s intention to 
work toward FGC abandonment. 

The significance of the research assistants’ positions was probably less im-
portant in focus group discussions, where the other participants can be considered 
more important referents than the research assistants. Additionally, while encour-
aged not to share information from the discussion, the other participants were not 
bound by formal confidentiality regulations. Thus, focus group discussions might 
be a more natural social setting when the participants belong to the same local 
community, as was the case in this study. In this context, one would expect that the 
social desirability bias would be more in the direction of expressing conformity to 
local community norms than to the research assistants’ expectations. 

The findings gave some indications that the perception of social norms within 
the community differed from the participants’ individual opinions or perceptions 
that they shared with the researchers. Some of the study participants took part in 
both individual interviews and focus group discussions as well as a feedback semi-
nar. In some cases, the researcher could observe divergences between the state-
ments and claims made in the two settings. These divergences could be interpreted 
as an indication of the local community’s perceived social norms (Johansen, 2019). 

There were, however, certain limitations in the form of social desirability bias 
in all settings. Neither the research assistants nor the study participants expected 
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that if anyone had a positive perception of infibulation, they would be willing to 
share this in any setting. This could be one reason why several study participants 
expressed doubt about certain other community members’ public statements 
against the practice. These social norms regarding what can and cannot be said can 
indicate that the social norm has turned fully against infibulation or that the fear of 
legal prosecution is so strong as to scare anyone from stating eventual adherence. 

The position of the research assistants as leaders and guides in discourses was 
occasionally experienced as challenging. One of the main challenges reported from 
the focus group discussions was a tendency for one or more participants to take a 
dominant role, monopolizing and steering the discussion and opinions. This had 
been anticipated due to experiences from earlier studies, and different ways to han-
dle it had been explored prior to data collection. However, in focus group discus-
sions with adult participants, it occasionally seemed that the relatively younger age 
of the research assistants made it more difficult to implement, as it challenged tra-
ditional respect for older individuals. Issues of age and seniority also affected dis-
cussions between group members. For example, for a feedback seminar aimed at 
young men, only one young man arrived, but numerous adults. During the discus-
sions, which were led by one of the male research assistants in collaboration with 
the PI, the young man remained completely silent, whereas the participating adult 
and older men and religious leaders dominated the discussion. 

Additionally, the content of the discussion could be influenced by the group 
age composition. For example, one could expect young participants to show reti-
cence in addressing topics and experiences perceived as adult matters, such as sex-
uality and childbirth. Comparing the research assistants’ experience and that of the 
PI (who has worked in the field since her early thirties) suggests that both the relative 
age and personal marital and childbearing experience of the researcher may influ-
ence access and depth of data. For example, during my Ph.D. work on FGC and 
childbirth among Somali women in Norway, my experience was that the shared 
experience of childbirth constituted an important bridge to study participants and 
their sharing of personal childbearing experiences. Over the years, I have felt that 
this shared female experience of motherhood may have been an important factor 
in installing trust and rapport. Most of the research assistants, in contrast, did not 
have children. This may be one of the reasons why female research participants 
experienced some challenges in building rapport with adult, married mothers. The 
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potential significance of shared cultural background and experience is relevant in 
the context of our next topic, namely, the value of reciprocity in human relations. 

 
Reciprocity 
 

Interviews and focus group discussions differ from everyday conversations in that 
there is a sense of one-way communication that contradicts the everyday im-
portance of reciprocity. In the following, we will discuss two forms of reciprocity: 
mutual sharing of personal information and mutual help and support. 

A major part of the research assistants’ training was to ask nonleading ques-
tions to increase objectivity and decrease the risk of social desirability bias. This 
form of one-way communication implies that the researcher accesses private infor-
mation about the research participant without sharing any of their own. This differs 
substantially from everyday forms of communication, which commonly include the 
mutual exchange of experiences, views, and perspectives and could create a form 
of distance and unbalanced power relations. This can, again, reduce the foundation 
on which rapport and trust can be built. Reflecting on this, some of the research 
assistants suggested that they probably could have accessed more personal, deep-
felt, and truthful information in informal conversations with close friends due to 
trust based on mutual sharing of personal information. On the other hand, they 
expected that this lack of reciprocity in the exchange of information in research to 
some extent, could be balanced out by their position as a researcher. Furthermore, 
in particular, the female research assistants expressed an impression of the partici-
pating women truly appreciating the opportunity to share private experiences and 
perceptions in such a setting. For some research participants, the research assistants 
felt they were oversharing, going far beyond the study’s questions and purpose. 

At the same time, the research assistants did consider a certain minimum of 
personal sharing as an absolute necessity for data collection. Research assistants 
were frequently asked to identify and position themselves within the Somali com-
munity, particularly in terms of kinship and family, such as the name of parents, 
place of origin, and current residence. Most of the time, they experienced this as 
unproblematic and unavoidable. However, the female research assistants were also 
asked about their FGC status. Sometimes this was presented in the form of implicit 
expectations of shared experiences, such as “you know,” “I suppose you remember 
when...” Although the research assistants occasionally found direct questions and 
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allusions slightly unpleasant, this had been expected, and they had in advance re-
flected on and discussed how to deal with it. They chose not to reveal their FGC 
status and preferred to answer in vague and nonconclusive manners. 

Research assistants were also exposed to requests for emotional and practical 
support from some of the study participants. These requests were experienced as 
motivated by a variety of factors: as an expectation to get something back from 
their participation in the study, as a part of cultural expectations of mutual assis-
tance, or due to a perception that the knowledge and network of the research assis-
tants could be useful to solve some problems. Study participants were offered a 
voucher of 300 Norwegian kroner (approximately thirty English pounds) for their 
participation, and food and drinks were served during all group meetings to show 
appreciation for their participation. This was also because these encounters would 
occur when many participants just had left their jobs and studies and thus would 
likely be both hungry and thirsty. Furthermore, other studies and projects have 
found that providing food helps relax and ease the atmosphere and thus may be 
beneficial for conversational flow. 

The help and support requested varied, including assistance in following up 
contacts with public services, such as children’s schools, after-school activities, and 
social services, help to fill out different forms, finding a place to stay, work, or study 
and accessing medical help. In most cases, the research assistants welcomed such 
requests for assistance as an opportunity to build trust and reciprocate study par-
ticipation. However, in a couple of cases, they faced requests that included ethical 
dilemmas or were experienced as overwhelming or scary. This included cases 
where the requests were incessant, involving large numbers of telephone calls and 
requests for help with difficult mental health or domestic issues without accepting 
help from existing service providers. As the PI had never experienced such a situa-
tion, the requests’ strength and intensity were most likely related to the research 
assistants’ position as cultural insiders. 

In a couple of instances, the research assistants also felt vulnerable. This in-
cluded situations where, for practical reason, interviews were conducted in the re-
search participant’s home or where the study participants experienced suffering 
from mental health troubles. In other interviews, the home situation was experi-
enced as a difficult setting for interviews. This was particularly the case when the 
study participant was clearly older than the research assistants. The latter felt that 
their role as younger guests challenged their position as researchers, placing the 
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study participants in full control of the situation. In some cases, they perceived this 
to make it more challenging to ask questions that could be considered impolite or 
challenging. 

These research assistants’ experiences contrast sharply with my experiences 
from previous individual studies, where I was left with the impression of home visits 
as the most relaxed settings providing the richest data. I expect that being a guest 
in the interviewee’s home reduced the potential power difference between the re-
searcher and member of the host society, and the interviewee and migrant. Thus, 
whether home interviews will improve or reduce access to rich data is likely to vary 
with the researcher’s and participant’s relative positions, as different constellations 
of age/maturity, education, ethnicity, and minority/majority status can affect the 
setting in various ways. 

In this study, cultural insiders were research assistants. Thus, study partici-
pants were informed that the information would be shared with the PI, who is a 
cultural outsider. They had also been informed that while their anonymity was 
granted, the overall study findings would be formulated into a scientific paper and 
were meant to form the basis for an intervention study. This implies that in addition 
to establishing personal rapport and trust during data collection, willingness to 
share information is likely to be affected by perceptions of data sharing and use. In 
the following, we will explore how individuals’ participation in studies might also 
be affected by concerns about how the final presentation may represent the group 
with which they identify. 

 
Representation 
 

As indicated, Somali migrants in Norway commonly experience a sense of stigma-
tization from the host society. Many participants expressed such concern, and 
many referred to the TV documentary in the introduction as an example of media 
exposure and stigmatization. Many also claimed that the young Somali journalist 
in the program was commonly referred to as a traitor. They saw her exposure to 
FGC, including some religious leaders’ acceptance of the practice as causing public 
shame to all Somalis living in Norway. Thus, when asked to participate in a study 
of FGC, Somalis might be concerned not only with personal anonymity and confi-
dentiality but also with how the study findings could potentially affect the whole 
community. 
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During the introductory informational meetings, many potential study participants 
expressed skepticism about the study. Two main arguments were used: that the 
topic was irrelevant for Somalis in Norway because the practice has been aban-
doned and because of a concern that renewed focus on the topic could add to the 
already stigmatized status of Somalis there. Nevertheless, many did agree to partic-
ipate in the study. Furthermore, the research assistants experienced most partici-
pants as eager to share personal experiences and thoughts. For example, although 
we did not raise questions concerning personal FGC experiences, both women and 
men shared numerous personal stories, reflections, and concerns. Thus, there 
seemed to be a major gap between strong personal experiences and concerns and 
a perception of the practice as irrelevant or something that should be concealed. 

We suggest that a major aspect of this gap between concern over FGC and 
resistance to the public discourse of the topic can be analyzed in terms of back- and 
front-stage. The back-stage would here refer to significant personal experiences, 
traditional cultural values, and social norms. Most study participants knew that 
FGC was still the common norm in Somalia and expected most girls and women 
who had migrated after the common age of FGC to have undergone the practice. 
Thus, the practice constituted a part of most participants’ everyday life, either as a 
procedure on their own body or that of people close to them, such as mother, 
daughter, sister, and wife. The front stage, on the other hand, refers to the image 
most of the participants seemed to want to present vis-a-vis the Norwegian host 
community, namely, that of a practice long abandoned. This was mainly motivated 
by a desire to reduce the risk of stigma and moral condemnation. This distinction 
between back- and front-stage is probably sharpened and shaped by a public debate 
on FGC and its focus on the risk that young Norwegian-Somali girls may be sub-
jected to FGC. In contrast, the need for health care for those already subjected to 
FGC that could be a less stigmatizing approach has largely been absent in media, 
despite its place in policies, interventions, and research (Bråten & Elgvin, 2014; 
Johansen, 2017; Ziyada et al., 2020). 

We thus see that a concern for the public image can reduce access to certain 
groups and topics. One of the methodological concerns is whether research partic-
ipants expect cultural insider researchers to share their concerns over public image 
and filter potentially compromising information (Kusow, 2003). In such cases, in-
sider researchers can experience ethical dilemmas, such as a sense of betraying in-
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siders’ confidence if sharing and publishing such data, versus dishonesty if they ex-
perience a need to censor study findings. A couple of research assistants reported 
such dilemmas. Fortunately, the potentially sensitive information in these cases was 
not related to the study topic and was thus not relevant for the analysis. However, 
we consider it important to reflect upon the risk that cultural insiders experience 
ethical challenges if provided with back-stage information that could contribute to 
the stigmatization of the study group if published. 

Another option for dealing with potentially stigmatizing data is to express 
views and experiences by carefully maneuvering different frames of reference and 
understanding. The way in which sunna circumcision is framed may be an example 
of how different understandings of the terms make it possible to present front- and 
back-stages to different groups simultaneously. If a Somali girl claims to have not 
experienced FGC, a native Norwegian will most likely think she has not undergone 
any form of FGC, whereas a fellow Somali might interpret it as a sign that she has 
undergone “only” sunna circumcision but not infibulation. If she were to claim 
sunna circumcision, the cultural outsider might think it is a minor and harmless 
procedure. In contrast, a cultural insider might consider it a procedure that fulfills 
what some see as a religious obligation and that others believe reduces sexual urges 
(and thus promotes virtue) and can include a significant amount of tissue removal, 
including some extent of closure. Thus, both claims of non-FGC and acceptance of 
sunna circumcision can accommodate cultural outsiders and cultural insiders alike, 
both back- and front-stage. 

The suggestion that representation and audience can affect study findings has 
been systematically explored in several FGC studies. In a study on FGC in Kenya, 
study participants were presented with different information regarding the audi-
ence of the study: One group was told that the information would be used by local 
NGOs to develop local initiatives targeting FGC, whereas the other group was in-
formed that the ultimate audience was international organizations. The findings 
differed significantly between the two groups, with the first group presenting more 
FGC support than the other (De Cao & Lutz, 2018). Thus, the results suggest that 
social desirability bias may be geared not only toward the researcher but also the 
audience for the findings. It is possible to interpret this as an expression of concern 
over group image rather than over anonymity and trust vis-a-vis the person collect-
ing the data. 
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Several studies have explored various forms of indirect questioning to reduce such 
social desirability bias. One such method is a form of list experiment and item count 
technique that has been used in a study of FGC perceptions in Ethiopia. Here, the 
researchers used focus group discussions to identify a set of items or qualities con-
sidered important in hypothetical daughters and daughters-in-law (Gibson et al., 
2018). Five items were selected for the experiment: one popular (going to college), 
one unpopular (early marriage), two that were incompatible (living in the city or 
living close to home), and FGC. One informant group was asked how many of the 
first four elements they wanted for a hypothetical daughter and a hypothetical 
daughter-in-law. A second group was asked the same question with all five items. 
A third group was shown all items and asked about their opinion on each specific 
item. By comparing the findings from the three groups, the researchers found that 
participants expressed higher support for FGC in indirect listing than when directly 
asked to assess the item (Gibson et al., 2018). This and other studies using such 
indirect methods to measure attitude tend to yield data expressing higher support 
for FGC than what is captured through more direct questions, confirming a social 
desirability bias against FGC (De Cao & Lutz, 2018; Gibson et al., 2018; Vogt et 
al., 2017). To our knowledge, such methods have not been used in the diaspora but 
could be useful also in that context. Thus, it could be useful to consider using such 
indirect methods in further studies in the diaspora. 

In the next section, we will explore what influence these varied positions and 
considerations might have on the findings, including the data’s content and quality. 
 
Findings, trustworthiness, and credibility 
 

In this section, I explore experienced and possible consequences of positioning as a 
cultural insider for study findings and data quality, as well as for trustworthiness in 
terms of reader assessment. 

To explore possible differences in data quality dependent on the researcher’s 
positioning as a cultural insider versus outsider, I will compare findings from our 
REPLACE study conducted by cultural insiders with findings in former studies con-
ducted by the PI and other cultural outsiders. This comparison is only tentative, as 
it cannot take into account all relevant factors, including the study questions and 
selection of study participants. I will highlight three areas where I found a difference 
that might be related to the researcher’s insider/outsider positioning: the extent of 
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support for and acceptance of sunna circumcision, the significance of clan for mar-
ital preferences, and the perception of risk of forced FGC. 

Support for or acceptance of sunna circumcision has been found in several 
studies by cultural outsiders in both countries of origin and countries of migration 
(Johansen, 2016; Lunde & Sagbakken, 2014; Wahlberg et al., 2017). However, in 
these studies, support for sunna circumcision was rare. In contrast, a study con-
ducted by a cultural insider among Somali migrants in Oslo found that approxi-
mately 30% supported the practice (Gele et al., 2012). Whether this indicates a 
social desirability bias to conform to a perceived acceptance of sunna circumcision 
in Somali networks or a reflection of trust, causing participants to be more honest 
of their opinion is difficult to discern. Another possible reason for differences in 
sunna support expressed to cultural insiders and outsiders may be biased in recruit-
ment. The REPLACE projects’ initial contact with the local mosque may have led 
to a bias toward a religiously conservative sample. An indication of this was that all 
female research participants adhered to a strict religious dress code, which contrasts 
significantly with a much more varied dress code in female research participants in 
all my former studies. This religious adherence was also reflected in many of the 
responses and statements, in which religion was more commonly referred to than 
in former studies by the PI. However, expressions of religious adherence might also 
have been related to a social desirability bias and expectation of the researcher’s 
knowledge of religious texts and interpretations. Alternatively, it may be an expres-
sion of an overall more deeply religious local community. 

The two other findings that differ from those of the PI’s former studies, a pref-
erence for clan endogamy and concern of risk of forced FGC if spending time with 
family elders in the country of origin might be related to cultural insider status as 
well as the age of the researchers and study participants. The REPLACE study in-
cluded many young participants, which contrasted with former studies conducted 
by the PI that tended to include mainly adult and married participants. This age 
difference has partly been related to a thematic focus on sexuality and childbirth 
on many of the PIs former studies, topics that young women are not supposed to 
have insight into. Additionally, the PI was already married and had children when 
embarking on FGC research, whereas most of the research assistants in this study 
were young and single. Thus, their young age may have facilitated their access to 
and ability to build rapport with youth. Several young participants, mainly women, 
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expressed an expectation to marry within their clan. In contrast, adults often in-
sisted on clan not being an issue, laughingly noting that most of them had married 
within their clan. This preference for clan endogamy came as a surprise to the re-
searchers. As we did not ask about the clan or its significance, the responses on clan 
endogamy came as a reaction to a question about perceptions of cross-cultural mar-
riages, that is, marriage between a Somali and a native Norwegian or a migrant 
from another country of origin. Thus, without this question, it could have escaped 
our attention. In contrast, the risk of forced FGC was specifically targeted, as this 
has been a major concern for FGC policies in Norway. Additionally, on this topic, 
it was almost only youth, and mainly young women, who expressed a fear that 
longer stays with relatives in the country of origin could pose a real risk of forced 
FGC, irrespective of their parents’ wishes. In contrast, such a risk was generally 
rejected by adult men as well as many of the adult women. Thus, the extent to 
which eventual divergences in findings between studies conducted by cultural out-
siders and insiders are related to the differences in their cultural positioning or other 
aspects of their positionality, such as age and marital status, is difficult to discern. 

Another potential factor that may contribute to different findings in studies 
conducted by cultural insiders versus cultural outsiders is how study participants 
and researchers balance personal concerns and public image. Expectations of clan 
endogamy and the risk of forced FGC during travel home could be perceived as 
potentially stigmatizing information vis-a-vis the host community. Fear of stigma-
tization of the community may lead study participants to want to withhold poten-
tially stigmatizing information. This could also lead to distrust in studying sensitive 
topics, particularly when conducted by cultural insiders that could be feared to be 
biased in the direction of image control. 

On the other hand, findings from studies conducted by cultural insiders may 
be perceived as more credible. As cultural insiders, researchers may be trusted to 
have access to back-stage and deep cultural insight. We recall how the TV docu-
mentary presented in the introduction led the Norwegian public to believe the in-
formation provided by a cultural insider to be truer and more honest than public 
statements made by religious leaders. Cultural insiders can be perceived as people 
accessing back-stage insight, and thus their findings are more trustworthy. This has 
also been the case in research. One example is the reception of the writings of social 
anthropologist Fuambai Ahmadu, whose scientific articles over the years have ex-
pressed an increasingly positive attitude toward FGC. She has questioned reported 
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health complications and dismissed reports of negative sexual consequences as be-
ing based on a Western cultural bias rather than on the experiences of women who 
have undergone FGC (Ahmadu & Shweder, 2009). Her writings have been taken 
to heart by many social anthropologists and rewarded with prizes and individual 
interviews (Sulkin 2016). In her case, her origin from an FGC practicing country 
and personal experience with the procedure add a different kind of legitimacy to 
her findings than to those of a cultural outsider. 
 
Discussion and concluding remarks 
 

Discourses on researchers’ cultural positioning have elaborated on its significance 
for access and trust but have been less concrete regarding how it might affect study 
quality and outcome. Comparing the experience of the PI conducting studies as a 
cultural outsider with the cultural insider researchers in REPLACE suggests that 
cultural positionality may affect study findings, though probably to a limited extent. 
This is particularly interesting given the sensitive topic at hand and the Somali ex-
periences of stigmatization in Norway. Of course, the comparison is hampered be-
cause the studies compared differ in both research question and recruitment. For 
example, the REPLACE study recruited people in geographical and social proxim-
ity, thus possibly increasing the similarities between participants, and internal social 
desirability bias might have been as important as that of the researcher. Another 
major difference is, as mentioned, a high number of young participants. 

Furthermore, the fact that the PI was a cultural outsider might, to some extent, 
have balanced out the potentially increased trust created by the research assistants’ 
position as cultural insiders. The study participants were informed that the PI would 
access the findings. They were also informed that the findings would be presented 
in a scientific paper, thus being shared with a broad audience of cultural insiders 
and outsiders. Thus, even though a cultural insider might increase trust and rap-
port, concern over cultural representation, and stigmatization from the host society 
might counteract this. 

Moreover, some of the study participants had shared intimate and vulnerable 
information after the interview was officially over, and the tape recorder turned off. 
This could put the research assistants in a difficult position, as they had the insight 
that could not be used directly in the analysis. In studies where the researcher col-
lecting data is the same as the one writing up the results, insights gained beyond the 
formal interview can be used indirectly in interpretation and analysis. However, 
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this is more challenging both ethically and technically when data collection and 
final analysis are not performed by the same person. Consequently, some of the 
potential extra insight gained through the use of cultural insiders as data collectors 
might be lost in the analysis and writing process. Hence, research assistants’ in-
volvement in the analysis and writing process is likely to improve its quality. 

Additionally, divergences between statements presented during interviews ver-
sus after interviews can put the research assistant in an ethical dilemma of sharing 
this with co-researchers and the PI. This brings us back to the positioning of the 
researchers. The REPLACE approach’s guidance documents describe “commu-
nity-based researchers” (CBRs) recruited through local NGOs and selected by the 
study community. This would suggest that the study community already has a per-
ception of their role and position and potentially also their attitude toward FGC. 
Their position is described even more clearly in a paper evaluating the method, 
where their position has been changed to “peer group champions” and “change 
agents,” reflecting their role in the intervention phase. This points to a challenge 
that might be inherent in intervention research: If cultural insider researchers and 
their position toward the practice in question are known in advance, social desira-
bility bias could lead to the intervention’s intended outcome. If CBRs are also gate-
keepers for access to resources, as could be the case if they are engaged in local 
NGOs, this could further increase such bias. This points further to the potential 
effect of the researchers’ position within the community on the study findings. 

We observed how the research assistants’ position as cultural insiders required 
differences in maneuvering between closeness and distance and managing higher 
reciprocity expectations. They experienced expectations in terms of personal infor-
mation and practical assistance that went far beyond the PI’s former experiences. 

A final ethical challenge lies in the fundamental basis for participatory action 
research, focusing on community empowerment, which has guided the design of 
the REPLACE approach. One of its aspects is to assess “readiness for change” on a 
scale from 1 (ignorance or rejection of problem) to 9 (engagement and responsibil-
ity). In our REPLACE study, we graded our study participants in three to five in 
different aspects. To score full marks, in contrast, the community in question not 
only had to have abandoned all forms of FGC within their families but also actively 
engage in efforts for its abandonment in the community at large. That is, it builds 
on an expectation that “the community” should take full responsibility for FGC 
abandonment at the group level. This could be considered a major responsibility 
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not expected of other groups subjected to social change efforts. This perception of 
community responsibility also brings to the fore the question of how and who de-
lineates a community. For example, could a goal of intervention in the diaspora be 
more geared toward engaging participants to engage against the practice by trying 
to discourage relatives in the country of origin from conducting FGC? This is be-
cause our study findings indicated that family and clan members in other countries 
might be perceived as more important community members than ethnic Somalis 
living in the local area in the diaspora. Thus, it would be useful to explore the ex-
pectation of community delineation, identification, and responsibility when design-
ing FGC interventions. This would be particularly important in a diaspora setting, 
where the community’s delineation might be more challenging, and where FGC 
for most is a practice associated with the country of origin rather than country of 
migration. 
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Introduction 
 

As elsewhere, FGM/C is also a concern in Finland and more efforts are needed to 
eliminate the tradition. Improved care and stronger support is required for girls 
and women who have undergone FGM/C to improve their life and well-being.	It 
is important to understand the extent of the FGM/C phenomenon in order to 
target the preventive measures and to direct health care activities properly. 

The size of the migrant population in Finland has increased from 1% of the 
total population to 8% during the last decades. Even though FGM/C is a common 
practice in some countries of origin of the largest migrant groups, until recently, 
data on the prevalence of FGM/C in Finland have been restricted to two cross-
sectional population-based studies, Migrant health and wellbeing study (The Maamu 
study) (Castaneda, Rask, Koponen, Mölsä, & Koskinen, 2012) and Survey on work 
and well-being among people of foreign origin (The UTH Survey) (Nieminen, Sutela, & 
Hannula, 2015). 

The Finnish Institute for Health and Welfare (THL), which is a research and 
development institute subordinate to the Ministry of Social Affairs and Health has 
been raising awareness and constructing measures to eliminate FGM/C in Fin-
land. THL maintains most of the Finnish health care registers including the Finn-
ish Medical Birth Register and the Care Register for Health Care and conducts 
most of the population-based surveys in Finland. THL aims to collect systematic 
data on FGM/C in Finland. 
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The Medical Birth Register, established in 1987, collects data on all pregnancies 
resulting in the birth of live and stillborn infants with a gestational age of ≥22 
weeks or with a birth weight of ≥500 g. The registry data are collected via a struc-
tured form filled in by healthcare professionals by the time the infant is discharged 
from the delivery hospital or is seven days old, whichever occurs first. The Care 
Register for Health Care collects data on the activities of health centers, hospitals, 
and other institutions providing inpatient care and on the clients treated in them, 
as well as on home-nursing clients, for the purposes of statistics, research, and 
planning. 

When studying a sensitive and marginal topic such as FGM/C, it is important 
to use all available data collection methods. Therefore information on diagnosis 
and operations related to FGM/C have been included in the Finnish Medical Birth 
Register and the Care Register for Health Care. Furthermore, a question on 
FGM/C has also been included in several population-based surveys conducted by 
THL.  
 
Background 
 

In 2019, the largest migrant groups in Finland were of Russian, Estonian, Iraqi, 
and Somali origin (Official Statistics of Finland [OSF], 2019). The first study ex-
amining the prevalence of FGM/C, the Migrant health and wellbeing study (Maamu 
2010–2012, from now referred to as the Maamu study) was conducted by THL in 
collaboration with the Finnish Ministry of Social Affairs and Health, the Finnish 
Institute of Occupational Health and the cities where data collection took place. 
The second study, the Survey on work and well-being among people of foreign origin (UTH 
2014–2015) was conducted by Statistics Finland, THL, and the Finnish Institute 
of Occupational Health (Castaneda et al., 2012; Nieminen et al., 2015).  
 
The Maamu study 
 

The Maamu study is a comprehensive cross-sectional health interview and exam-
ination survey which collected data on the health, well-being and use of services 
of working-aged migrants of Russian, Somali, and Kurdish origin. A sample of 
1,000 people from each migrant group (N=3,000) living in six cities in Finland 
hosting the substantial majority of people of migrant origin was randomly selected 
from the National Population Registry. The selection criteria included: age (18–
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64 years), a minimum period of residence in Finland of one year, country of birth 
(Russia/former Soviet Union, Somalia, and Iraq/Iran) and mother tongue (Rus-
sian/Finnish for the Russian-origin group and the Sorani dialect of Kurdish for 
the Kurdish origin group, except for Somalis who were identified only by the 
country of birth).  

The Maamu study consisted of a health examination and a structured face-
to-face interview. Data were collected by trained fieldwork staff. A brief question-
naire was offered to those who declined the interview. During the face-to-face in-
terviews, among other reproductive health issues, women of Somali and Kurdish 
origin were asked about their FGM/C status. The interview also included ques-
tions concerning problems during pregnancy or delivery as a result of FGM/C 
(yes, no), reluctance to give birth because of difficult delivery (yes, no), infections 
because of FGM/C (yes, no); pain as a result of FGM/C (yes, no); difficulties in 
marital life as a result of FGM/C (yes, no); other health problems (not specified) 
related to FGM/C (yes, no). All the responses related to reproductive health issues 
are based on self-reporting and women’s subjective experiences (Koponen & 
Mölsä, 2012). The study has been described in more detail elsewhere (Castaneda 
et al., 2012).  

The participation rate in the face-to-face interviews in the Maamu Study was 
54% for the Kurdish women and 36% for the Somali women respectively. In the 
study, FGM/C was more common than previously estimated: 69% of women of 
Somali origin (N=165) and 32% of women of Kurdish origin (N=224) reported 
having had FGM/C (Koukkula et al., 2016). Problems during pregnancy and de-
livery were reported by 20% of the women with FGM/C.  
 
The UTH Survey 
 

The UTH Survey collected information among people of foreign origin about em-
ployment and working conditions, ability to work and function, physical and men-
tal health, experiences of discrimination, and need for services. The questions of 
the survey were gathered from large-scale national population studies conducted 
in Finland (Labour Force Survey, Regional Health and Well-being Study, Health 
2011, Work and Health), which allows comparison of the results with the popula-
tion living in Finland.  

In the UTH Survey, a random sample of 5,449 people aged 15 to 64 years 
living in Finland, whose both parents (or the only known parent) had been born 
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outside Finland, was drawn from the Statistics Finland's database. The participa-
tion rate was 66%. The study has been described in more detail elsewhere (Niemi-
nen et al., 2015). The survey data were collected in 2014 in face-to-face and phone 
interviews, and a question on FGM/C and health problems related to FGM/C 
was included and asked from women with origin in a country of high FGM/C 
prevalence (list of 30 countries, UNICEF). In the survey, 19% of the women with 
origin in high prevalence country reported having FGM/C, most at the age of 6–
15 years, and 24% of them reported health problems related to FGM/C (Kopo-
nen, Jokela, Skogberg, Castaneda, Suvisaari, Laatikainen, & Koskinen, 2015). 
 
Estimation of the number of girls at risk of FGM in Finland 
 

Although two cross-sectional, population-based studies including questions on 
FGM/C have thus been carried out in Finland, the exact number of girls and 
women in Finland who have undergone FGM/C is not known. While the subject 
has from time to time received extensive attention in the media, and the previous 
action plan was published six years ago, the practice of FGM/C remains relatively 
poorly known, for example among social welfare and healthcare professionals. 
THL has, however, made estimates of the prevalence of FGM/C using register 
information on the number of migrants from each country residing in Finland and 
the most recent data on the prevalence of the practice in the countries of origin 
among different migrant groups in Finland. 

Based on national statistics (Statistics Finland, 2017; Finnish Immigration 
Service, 2018), we calculated that there are approximately 38,000 girls and 
women living in Finland originating from countries where FGM/C is practiced. 
We calculated the estimates for the prevalence of FGM/C and the number of girls 
at risk of FGM/C (European Institute for Gender Equality [EIGE], 2015) using 
EIGE guidelines (Estimation of girls at risk of female genital mutilation in the European Un-
ion: Step-by-step guide). This estimate is based on the most recently available data on 
the prevalence of FGM/C in countries practicing this tradition, the typical age at 
which FGM/C takes place in each country, and information on the countries of 
origin of first and second-generation members of communities originating from 
countries where FGM/C is practiced and on asylum seekers’ countries of origin. 
Thus a theoretical maximum number of girls at risk was obtained. It should be 
noted, however, that this high-risk scenario assumes the risk of FGM/C for a girl 
living in a new country to be as high as in the country of origin, not taking into 
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account the impacts of migration, acculturation, legislation, and preventive work 
against FGM/C in Finland.  

In practice, the effects of migration, acculturation, legislation, as well as pre-
ventive work on attitudes and behavior regarding FGM/C should be taken into 
account in the risk assessment. These are accounted for in the low-risk scenario. 
In this scenario, the risk was calculated by factoring in the impacts of migration 
and acculturation on changing attitudes and customs related to FGM/C as the 
EIGE (2015) guidelines instruct. For second-generation girls originating from 
countries where FGM/C is practiced, the risk is lower or close to non-existent. For 
this reason, second-generation girls from countries practicing the tradition are ex-
cluded from the estimates. According to these estimates, roughly 10,000 girls and 
women living in Finland could have undergone FGM/C, and approximately 650–
3,080 could be at risk of FGM/C, depending on how acculturation affects the tra-
dition (Koukkula & Klemetti, 2019a). 
 
Data sets and methods for improving data collection on FGM/C in Finland 
 

The Finnish Institute for Health and Welfare has carried out several population-
based studies including data collection on FGM/C in 2018 to 2019; Survey on well-
being among foreign born population (the FinMonik Survey), The asylum seekers health and 
wellbeing survey (the TERTTU study) and The school health promotion study (the SHP 
study). Questions concerning FGM/C have been added into recurring data col-
lections as well as into national patient registers: The Finnish Medical Birth Register 
and The Care Register for Health Care. 

 
Survey data 
 

FinMonik —Survey on well-being among foreign born population 
 

The survey on well-being among foreign born population (FinMonik) is a compre-
hensive cross-sectional population-based survey that collected information about 
well-being and health, ability to work, discrimination, functional capacity, and ser-
vice use of the foreign-born population in Finland. The data collection was con-
ducted by THL in 2018–2019. The study was funded by the Ministry of Economic 
Affairs and Employment, municipalities, and the EU’s Asylum, Migration and In-
tegration Fund (AMIF). 
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The stratified random sample of the FinMonik Survey consisted of 12,877 adults 
aged 18 to 64 years living in Finland. The participation rate was 53%. Women 
constituted 55% of all participants. The study population was categorized into 
seven regional groups; Russia and the former Soviet Union, Estonia, Middle East 
and North Africa, Other Africa, Asia, EU, EFTA and North America and Latin 
America, Former Yugoslavia and Other countries. 

In order to reduce non-response bias and to take the unequal sampling prob-
abilities into account, analysis weights were constructed based on register infor-
mation. The stratified sampling was accounted for in the calculation of the confi-
dence intervals, and finite population correction was applied due to a significant 
amount of the total population being included in the sample (Lehtonen & Pah-
kinen, 2004). 

Data were collected with a self-administered questionnaire available in the 
seventeen most commonly spoken languages in Finland (Finnish, Albanian, Ara-
bic, Chinese, Dar, English, Estonian, Farsi, Polish, Russian, Somali, Soran, Span-
ish, Swedish, Thai, Turkish, Vietnamese and French). First, a letter containing a 
link to the online survey with all language options was sent to all included in the 
sample. After two reminders, a paper-based questionnaire was sent twice to the 
non-respondents. Finally, supplementary phone interviews were carried out by 
multilingual interviewers. 

The issue of FGM/C was addressed with the following questions: “In some 
countries, girls may be circumcised, and this might have effects on the person’s health. Have you 
been circumcised?” and “If yes, what age were you when the circumcision was performed on 
you?” “If you either do not know or cannot remember the exact age, an estimate will be enough.”  
  
TERTTU—The asylum seekers health and wellbeing survey 
 

The asylum seekers health and wellbeing survey (TERTTU) is a population based 
prospective study with a total population sample of newly arrived asylum seekers 
to Finland, both adults and children. The study was carried out by the Finnish 
Institute for Health and Welfare in collaboration with the Finnish Immigration 
Service and the reception centers where the study was conducted. The TERTTU 
survey was carried out as part of a national-level project aimed at developing the 
health examination protocol for newly arrived asylum seekers (2017–2019), 
funded by the Asylum, Migration, and Integration Fund (EUSA/AMIF). A more 
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detailed description of the survey protocol has been provided elsewhere (Skogberg 
et al., 2019). 

In the TERTTU survey, the baseline data collection was carried out in recep-
tion centers in 2018 and consisted of a face-to-face interview, self-administered 
questionnaire (provided as an interview if the participant was illiterate or otherwise 
needed help with answering the questions or if the translation of the questions was 
not available in the language spoken by the participant), and a health examination 
following a standardized protocol. The data collection was implemented by eight 
trained multilingual fieldwork personnel. In addition to having a good command 
of Finnish, languages spoken by the fieldwork personnel included English, Arabic, 
Somali, Persian, Dari, Sorani dialect of Kurdish, Urdu, Russian, Portuguese, and 
French. If the study participant spoke another language than the ones spoken by 
the fieldwork personnel, a professional interpreter was used. 

The total sample of the TERTTU survey constituted of 1,433 adults and chil-
dren. The participation rate was 76% both among men and women. Women con-
stituted 41% of all participants. Altogether 311 adult women, 27 adolescent girls 
(13–17 years), 41 primary school aged girls (7–12 years) and 70 under school aged 
girls (0–6 years) participated in the survey. The guardian replied to the interview questions 
of 0–12-year-old survey participants. Guardians of 0–12-year-old participants were also asked 
whether the mother of the child had been circumcised. Adolescents (13-17 year-olds) answered the 
questions themselves and without the presence of other family members. The study population 
was categorized into four groups: those from Russia and the former Soviet Union, 
the Middle East and North Africa, Other Africa and Other regions. The data col-
lection was mainly carried out at the reception centers in Helsinki, Turku, 
Joutseno, and Oulu.  

Two types of methods were used to collect information on FGM/C. These 
were face-to-face interviews by THL’s multilingual field work personnel and a self-
administered questionnaire. The issue of FGM/C was addressed with the follow-
ing questions: “Female circumcisions are practiced in some countries, and they may affect 
health. Have you been circumcised?” and “If yes, how old were you when you were circumcised?”  
 
The school health promotion study 
 

The school health promotion study (SHP) monitors wellbeing, health, and school-
work of Finnish children and adolescents and is conducted by the Finnish Institute 
for Health and Welfare. The aim of the SHP study is to strengthen the planning 
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and evaluation of health promotion activities at school, municipal, and national 
levels. The SHP study provides information about the health of 120,000–140,000 
school children and young adolescents and has been conducted nationwide bi-
annually since 1996. The sample consists of 1st and 2nd graders from upper sec-
ondary school and 1st and 2nd graders from vocational school. The results were 
analyzed using the female student’s birth country and the birth country of her 
parents or the only living parent. The data collection of the School Health Pro-
motion Study was carried out in March–April 2019 in an anonymous and volun-
tary classroom-administered online questionnaire. A question regarding whether 
the participant was circumcised or not was asked from the 1st and 2nd graders from 
upper secondary school and 1st and 2nd graders from vocational school aged be-
tween 15 and 21 years. The issue of FGM/C was addressed with the following 
description: “Female or male circumcisions are practiced in some countries, and they may affect 
health. Female circumcision is a procedure where female external genital organs are partially or 
completely removed or harmed in another way based on cultural or other non-medical reasons.”  

The prevalence of FGM/C was calculated for all the female respondents (n= 
26,241 in secondary schools and n= 9,363 in vocational schools) in the study group 
and for the females with a foreign background in the study group.  
 
Register data 
 

The Finnish Medical Birth Register 
 

Almost all expectant mothers in Finland have a health examination at a prenatal 
clinic before the end of the fourth month of pregnancy, and more than 99% of 
mothers give birth in a hospital (Ministry of Social Affairs and Health, 2013). Preg-
nant women receive a maternity card from the prenatal clinic containing data on 
the mothers’ health, pregnancy, birth, and postnatal period. It is used for passing 
on information between the maternity clinic at the health center and the delivery 
hospital. The card is also used as a source of information collected for the Finnish 
Medical Birth Register. Since 2017, pregnant women’s FGM/C status has been 
recorded on the maternity card. 

The Finnish Medical Birth Register contains data on all mothers, deliveries, 
and new-born infants up until the age of seven days. In the register, statistical data 
are collected for the purposes of conducting research; developing maternity care, 
deliveries, and the care of new-born infants; and offering services. Since 2017, the 
form used to collect data for the Medical Birth Register has contained information 

224



 

 
225 

 

on FGM/C and deinfibulation (re-opening the vaginal introitus) during delivery. 
At the moment of writing this article, the data concerning maternity hospitals in 
the Hospital District of Helsinki and Uusimaa (capital area) were not yet available.  

The prevalence of FGM/C was calculated for all the female respondents in 
the study group. The prevalence was also calculated for the females with a foreign 
background and from backgrounds with FGM/C traditions. In addition, due to 
restrictions in the data collection, information about the origin of women who 
have migrated to Finland after 2014 was not available. 

 
The Care Register for Health Care 
 

Reporting FGM/C, deinfibulation, and problems, complications and operations 
associated with FGM/C to the Care Register has been possible and mandated 
since 2017. 
 
Results 
 

FGM/C 
 

Of all female asylum seekers included in the TERTTU Survey (n=282) 10.6% 
reported having undergone FGM/C (Table 1.). Among the female foreign-born 
population in Finland (FinMonik survey, (n= 3,442)) the prevalence was lower, at 
2.4%. Female school-age students in upper secondary school and vocational 
school reported FGM/C less frequently (Table 1.). When the analysis was re-
stricted to female students born abroad, the prevalence was 1.1% and when re-
stricted to the female students whose parents or the only known parent was born 
abroad it was 0.6%. 

In the 2017–2018 period, 97,427 women gave birth in Finland. Of them 
0.4% were reported to have undergone FGM/C (Table 2). After including only 
women from countries practicing FGM/C, the prevalence was 14.7%. One third 
of the women with FGM/C were giving birth for the first time. In 2017–2018 there 
were twenty-six registered deinfibulations. 
 
FGM/C by age 
 

Among asylum seekers (in the TERTTU survey) FGM/C was most common in 
the youngest age group of adults while among the foreign-born population living 
in Finland (in the FinMonik survey) FGM/C was more common in the older age 
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groups (Table 2). None of the asylum seekers reported that their daughters, aged 
0–12 years, had undergone FGM/C and only a few teenagers reported having 
undergone FGM/C. In the Medical Birth Register the 18–29-year-old parturients 
(women having recently given birth) had most commonly undergone FGM/C and 
two thirds of the women with FGM/C were under thirty years old.  
 
 
Table 1. Prevalence of FGM/C in the different data sets in 2017-2019 in Finland 

 

Study Number of female partici-
pants in the study group 

Prevalence of FGM/C, % 
(95% CI) 

TERTTU Survey, asylum  
seekers (n=1,433) (18– years)  

282 10.6 (7.5–14.8)  

FinMonik Survey, foreign born 
population in Finland 
(n=12,877) (18–64 years) 

3,442 2.4 (1.5–3.7) 

School health promotion  
survey 

Female students in upper sec-
ondary schools (n=26,241) 

Female students in vocational 
schools (n=9,363)  

(15–21 years) 

 

35,543 

Born abroad 1,698 

Born in Finland 33,148 

Born abroad or in Finland 
and parents or the only 
known parent born abroad 
4,037 

Born in Finland and par-
ents or the only living par-
ent born in Finland 30,749 

Born in Somalia 41 

0.2 

1.1 

0.2 

0.6 

 

 

0.1 

 
19.5 

Medical Birth Register in 
2017–2018 (n=97,427)  

(15–56 years) 

65,092 

Foreign background with 
FGM/C tradition 886 

0.4 

14.7 

 
 

CI= Confidence interval. (The interval in which the value is at 95% certainty) 
 
The average age at which female asylum seekers had undergone FGM/C was five 
years. The majority underwent FGM/C between the ages of 0 to 1 year, whereas 
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some reported having undergone FGM/C at school age or later. Among the for-
eign-born population living in Finland, the average of having FGM/C performed 
was 7.0 years (CI 5.6–8.5) which was also the most common age for FGM/C.  
 
 
Table 2. FGM/C among women by age-group in TERTTU and FinMonik Surveys in 2018-
2019 
  

Study 
(total sample size 
in the study) 

18–29 years 
% (95% CI) 

30–39 years 
% (95% CI) 

40 years + 
% (95% CI) 

Total 
% (95% CI) 

TERTTU survey, 
asylum seekers 
(n=1,433)  

n=84 
14.3 (8.3–23.5) 

n=127 
7.9 (4.3–14.0) 

n=71 
11.3 (5.7–21,0) 

n=282 
10,6 (7.5–14.8) 

FinMonik Survey, 
foreign born popu-
lation (n=12,877) 

n=668 
1.5 (0.8–2.6) 

 

n=1067 
2.1 (1.1–4.2) 

n=1707 
3.0 (1.3–6.1) 

n=3442 
2.4 (1.5–3.7) 

 

CI= Confidence interval. (The interval in which the value is at 95% certainty) 
 
 
FGM/C and the country of origin 
 

The prevalence of FGM/C was highest among women of Other African origin 
both among asylum seekers (34%) and the foreign-born population living in Fin-
land (18%) (Table 3). FGM/C was also reported by women of Middle Eastern and 
North African origin (10% and 8%). Of the upper secondary school and voca-
tional school foreign born female students, FGM/C was most common among 
adolescents born in Somalia (20%). Women of Somali origin also had the highest 
prevalence of FGM/C among women who had given birth (58%) according to the 
Medical Birth Register. Additionally, women from Afghanistan, Myanmar, the 
Dominican Republic, Ethiopia, Eritrea, Iran, Iraq, Morocco, Nigeria, Sudan, 
Turkey and Egypt were reported to have undergone FGM/C. 

In 2017-2019 totally 63 women were registered to have deinfibula-
tion in the Finnish health care registers: 42 in the Medical Birth Register and ad-
ditionally 21 in the Care Register for Health Care. 
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Table 3. FGM/C among women by region of origin in 2017-2019 in Finland 
 

Study Russia and 
the former  
Soviet Union 

% (95% CI)  

Middle East and 
North Africa 

% (95% CI) 

Other Africa 

% (95% CI) 

Other area 

% (95% CI) 

TERTTU Survey, 
asylum seekers 
(n=1,433) 

NA1 n=126 

10.3 (6.1–17.0)  

n=50  

34.0 (22.3–48.1) 

NA1 

FinMonik  
Survey, foreign 
born population  

(n=12,877) 

NA1 

 

n=321 

8.0 (4.3–14.6) 

 

 

n=115 

18.3 (9.7–31.8) 

n=1851 

0.4 

Medical Birth  
Register² 

(n=97,427) 

NA1 n=536 

2.1 

n=284 

40.8 

n=65 

4.6 

 

CI= Confidence interval. (The interval in which the value is at 95% certainty) 
1NA= Not possible to count, group size <30 or cell size <5. 
²=Information about the origin not available for 150 women. 
 
 
Discussion 
 

Work aiming to prevent FGM/C on a national level has been carried out in Fin-
land since the 1990s when the first migrants from countries practicing FGM/C 
started to arrive in the country. However, the first national action plan was 
launched in 2012 (Ministry of Social Affairs and Health, 2012). The Action Plan for 
the Prevention of Circumcision of Girls and Women 2012–2016 was based on the imple-
mentation of the Internal Security Programme 2008−2011 and produced on the 
initiative of the Ministry of Social Affairs and Health. The action plan was in-
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tended as a guideline and recommendation on preventing FGM/C, and its objec-
tive was to establish effective and permanent national and regional structures in 
Finland to prevent the practice. The action plan was also a response to Finland’s 
international obligations to promote women’s and girls’ human rights and to pre-
vent violence against women. THL coordinated its implementation by producing 
brochures, guidelines, and information for websites, by training professionals, 
through information activities, and by cooperation with the communities from 
FGM/C practising countries.  

After the expiry of the first action plan, preventing FGM/C was included in 
the National Action Plan on Sexual and Reproductive Health for 2014–2020 under the 
theme of violence (Klemetti & Raussi-Lehto, 2013). In this action plan, however, 
the topic was not addressed extensively enough to cover FGM/C prevention as set 
out in the Action Plan for the Prevention of Circumcision of Girls and Women. NGOs have 
also played an important role in the work to prevent FGM/C in Finland. There is 
a network on FGM/C prevention working on a national level, including members 
from different ministries, immigration services, and NGOs, among others. In re-
cent years, several local projects related to migrants’ health and welfare have been 
launched in the country, in which FGM/C has also been addressed. 

The prevalence of FGM/C was unknown in Finland until the first survey 
among migrants in 2010–2012 (Castaneda et al., 2012). Since then it has been 
clear that we need information on the prevalence of FGM/C, estimations of girls 
at risk of FGM/C and of girls and women living with FGM/C in Finland.  

THL’s estimations on girls at risk of FGM/C and living with FGM/C are 
based on the EIGE’s guidelines, but they might be overestimation. Studies con-
ducted in Europe indicate that second-generation girls from countries where 
FGM/C is practised and who have been born in Europe are rarely cut, compared 
with girls living in the countries of origin. However, there is a report by Fenix 
Helsinki association on four girls living in Finland who had been taken abroad for 
a FGM/C procedure, and also the results of the SHP Study indicate that there are 
at least some girls born in Finland who have undergone FGM/C (Ahmed & 
Ylispangar, 2017; Koukkula et al., 2020). The reasons for the decreasing trend in 
FGM/C prevalence after migration could include that the social pressure to follow 
the tradition experienced by families is absent or weaker, and that the families’ 
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attitudes towards the tradition change in a new country (AIDOS, 2016; Gele, Jo-
hansen, & Sundby, 2012; Johnsdotter, 2002; Johnsdotter & Essén, 2016; O’Neill 
et al., 2017).  

New data collection methods, both survey- and register-based, were and are 
needed in order to obtain more accurate information on sensitive areas of women’s 
health, such as FGM/C. Sensitive survey protocols need to be developed to reduce 
reporting bias, since the usefulness of a survey depends on cultural issues, as well 
as the data collection methods used (Jokela et al., 2018; Jones & Kost, 2007).  

For example, under-reporting of induced abortions has been associated with 
socio-demographic characters, experiences in life (e.g. reproductive history) and 
the women’s own and general attitudes on abortions, as well as the context of the 
survey, such as the sex and training of interviewer (e.g., Bumpass, 1997; Jaganna-
than, 2001; Jones & Kost, 2007; Rossier, 2003; Udry et al., 1996). In a previous 
Finnish study (Jokela et al., 2018) survey-based and register-based information 
were compared to examine the level of agreement between the data sets. In this 
study, substantial differences in the proportions of induced abortions between the 
two data sources were observed. Especially Somali-origin women under-reported 
their previous induced abortions (1% vs 18%.). Somali origin women might un-
der-report induced abortions because termination of pregnancy is not culturally 
acceptable and there is a high level of related social stigma (Jones & Kost, 2007). 
It is also possible that respondents can misinterpret or confuse induced abortion 
and spontaneous abortion.  

In the Maamu study (Castaneda et al., 2012), the aim was that the questions 
on women’s reproductive health would be asked by female interviewers of the 
same origin as the respondent whenever possible. It was assumed that sensitive 
questions (such as FGM/C, contraceptive use, births, miscarriages, and abortions) 
were more culturally acceptable when asked by a same-sex interviewer. Unfortu-
nately, e.g. due to lack of multilingual interviewers, these questions were on a few 
occasions asked by male interviewers. Interviewers should be well trained to ask 
sensitive questions. In ideal situation, the interviewers are healthcare professionals. 

The low level of agreement between survey and register data on induced 
abortions among Somali-origin women might be partly due to problems in the 
data collection process. Discussions with the interviewers revealed that a few in-
terviewers had skipped the questions as they thought that it was inappropriate to 
ask questions about the induced abortions and births when the interviewer was 
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male, younger than the interviewee, or if the woman was unmarried. However, it 
is likely that abortions are underreported because they are not socially approved. 
We suggest that attention should be given to the training of survey interviewers, 
and that there is a need for same-sex interviewers as well as for developing other 
methods to improve culturally sensitive survey protocols. 

The subject of FGM/C is highly sensitive. Talking about the issue may be 
difficult for women and girls from countries with a tradition of FGM/C, especially 
when living in a foreign country where legislation and public opinion are against 
the tradition. It is known that the self-reporting of different forms of FGM/C is 
unreliable and that under-reporting is common. Often women and girls them-
selves do not know what type of procedure they have been subjected to and there-
fore do not always consider the operation to be FGM/C (Elmusharaf et al., 2006; 
Reisel & Creighton, 2014). In some societies, women might claim they have un-
dergone FGM/C because of the high social pressure and the risk of social ostra-
cism so also over-reporting in the studies has been documented (Yasin, Al-Tawil, 
Shabila, & Al-Hadithi, 2013). This should be taken into account when evaluating 
and putting the results of the studies into practice. While FGM/C-status was not 
examined, only asked about, under-reporting is more likely, as is recall bias, as not 
all those interviewed would be able or willing to talk about their FGM/C situation 
in an interview. Respondents may know that FGM/C is illegal in Finland, which 
might have meant that a social acceptability bias led to underreporting of FGM/C.  

A population-based survey is a good tool for estimating the prevalence of 
FGM/C, and it also enables the study of other outcomes and their associations 
with FGM/C. Studying migrants as a target population is known to be difficult 
because migrants do not tend to take part in demographic surveys, with language 
and culture often preventing their participation (Font & Méndez, 2013). The mod-
erate response rates (Maamu 54%/ 36%, UTH 66%, FinMonik 53%, TERTTU 
76%) in the studies included in this article can therefore be considered reasonable 
for a migrant survey. Communication with participants in their mother tongue 
and the interviewer being of the same sex as the participants can ease the inter-
view.  

Special attention should be paid to the quality of the data collection. Research 
personnel should receive comprehensive training, including lectures and training 
on interview techniques, as well as on the conduct of standardized interviews and 
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health examinations. The questionnaires should be translated into as many lan-
guages as needed and special attention should be paid to the quality of the trans-
lations. Answering in the persons’ native language can make it easier for the par-
ticipants and can increase the response activity. Furthermore, answers given in a 
native language are more reliable (Font & Méndez, 2013). 

The Medical Birth Register data are based on the information contained in 
the maternity card and hospital records, and FGM/C is noted during examination 
during pregnancy or delivery, so the data on FGM/C are more reliable than that 
obtained in interviews. However, the Finnish figures are not yet reliable because 
the biggest hospital district, the capital area including one third of the deliveries 
and the highest proportion of migrant birthing women in Finland, is not yet able 
to provide data on FGM/C due to problems in their electronic reporting system. 
The problem will be solved after 2019 and then information on FGM/C among 
birthing women will be more comprehensive (the Medical Birth Register, 2018). 
In the Care Register for Health Care there have been registered only a few dein-
fibulations so far. There is always a cap when a new measure is included in the 
register and it takes time before the professionals learn to fill in all the required 
data fields. In the future, the Care Register for Health Care can be used to follow 
up the prevalence of deinfibulation. 

FGM/C was common among girls and women from African countries in all 
data sets. However, the prevalence of FGM/C was not as high as expected based 
on the previous surveys (Koponen & Mölsä, 2012; Koponen et al., 2015) con-
ducted in Finland. Surveys based on a representative random sample of persons 
of foreign origin (such as UTH, FinMonik and TERTTU) require broad groupings 
by region of origin to make the analyses feasible. This may dilute the findings 
compared with those when grouping of participants is made by country of origin. 
Furthermore, the method of administration of the questions (self-administered 
questionnaire or interview) may also influence reporting. Regarding FGM/C, the 
prevalence should be possible to calculate based on the countries of origin where 
FGM/C is still a practice and not grouped, for example, as African countries in 
one and some other countries in another group. However, the grouping has been 
made for other purpose than just for calculating the prevalence of FGM/C. Of 
course it may be that FGM/C practices have declined, but it may also be due to 
the small numbers of women in each group, the way of reporting, and the small 
number of asylum seekers and immigrants from countries with a tradition of 
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FGM/C practices having led to lower numbers of FGM/C in the data. The total 
prevalences were most probably underestimated because of the grouping. 

This was the first time we received information on FGM/C concerning ado-
lescents; asylum seekers and upper comprehensive and vocational students. The 
numbers on adolescent asylum seekers and especially those with FGM/C was so 
low that no firm conclusions can be drawn based on the data. However, the ques-
tion on FGM/C will be asked in the initial health assessment for asylum seekers in 
the reception centers in Finland, which holds some potential for assessing the prev-
alence of FGM/C among asylum seekers using the patient registry of the reception 
centers.  

As migrants, adolescents are also a challenging group as survey participants 
(Ikonen & Helakorpi, 2019; Malin & Raisamo, 2011). International studies have 
identified that a small percentage of adolescents give unlikely or inconsistent re-
sponses in surveys. In the SHP study, these unlikely responses are routinely iden-
tified by going the data through carefully. The unlikely responses are mostly re-
lated to sexuality and cultural background. In the 2019 data, 413 female students’ 
responses were removed from the data based on unlikely response options, corre-
sponding to 1.2 percent of the data.  

In the SHP study, 0.2% of upper secondary school girls and 0.8% of voca-
tional schoolgirls did not know whether they had had FGM/C. On the other hand, 
0.2% (n=40) of female students who were born in Finland and whose both or the 
only known parent was also born in Finland reported FGM/C. Because the data 
in the SHP study were collected without identifiable information, it was not possi-
ble to verify the gender, country of birth, or parents' country of birth indicated by 
the respondent. It might be that some of the respondents have never heard of 
FGM/C. On the other hand, those who have undergone FGM/C might not know 
it. Furthermore, it is possible but very unlikely that the forty female students with 
Finnish-born parents have been cut, because in Finland we have had immigrants 
from FGM/C-practising countries only since the 1990’s. Inaccuracies in the fig-
ures can be in both directions: under- or over-reporting.  

Thus the reliability of the results is difficult to estimate. It may be that the 
reported FGM/C among girls of Somali origin can be considered more reliable. 
The prevalence was somewhat lower than that of migrants from other African 
countries in the FinMonik study and half of that of birthing women of Somali 
origin reported in the Medical Birth Register. This is consistent with a previous 
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study (Koukkula et al., 2016) in which the prevalence of FGM/C among women 
increased with age.  

The age of undergoing FGM/C was lower among the asylum seekers com-
pared to the general foreign-born population and previous research knowledge on 
the topic. This might be because the countries of origin differ in the studies and 
the average age of undergoing FGM/C differs vastly in the practising countries. 

Due to a lack of knowledge and the small size of the target group, the subject 
of FGM/C has often received little attention in social welfare and healthcare, as 
well as in the education and research sectors. Bringing up the topic has usually 
been considered awkward as it is sensitive and culture-bound, and professionals 
encountering girls and women who have undergone FGM/C have not necessarily 
known enough about the practice to start a conversation about the issue. To be 
able to get a holistic picture of FGM/C in Finland we need even more information 
about the practice via our national statistics, registers, or reports. Therefore it is 
important that different professionals discuss the issue with their clients and sys-
tematically write down the results of the conversations. In addition, qualitative 
research is needed in order to gain a more profound understanding on FGM/C 
and its prevalence in Finland. 

For newly arrived migrants, information sessions or courses on Finnish soci-
ety as well as primary health examinations are a good opportunity to share infor-
mation on the disadvantages of FGM/C and its illegality (Koukkula & Klemetti, 
2019b). The whole population, including asylum seekers, should be offered access 
to psychological support and support and guidance for sexual and reproductive 
health. Professionals in health care and social welfare, the police, early childhood 
education, schools, and in the reception system should be educated on the risk of 
FGM/C and they should know their role in acting against FGM/C. In Finland the 
risk of a girl being subjected to the practice should be reported to child welfare 
services and the police. The threat of FGM/C can be a reason to seek asylum, so 
the prevalence of FGM/C in the country of origin, as well as information about 
FGM/C that has already occurred, or the threat of FGM/C, are important. All 
girls and women who need deinfibulation, should be offered the opportunity for 
it. Asylum seekers should also be given the information that in Finland, if neces-
sary, deinfibulation can be done at the latest during childbirth.  
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To tackle these problems, Finland launched its second national action plan for 
preventing FGM/C in 2019 (Koukkula & Klemetti, 2019a). The principal purpose 
of the new action plan is to prevent FGM/C in Finland, to make sure girls living 
in the country are not taken abroad for FGM/C, and to improve the well-being 
and quality of life of girls and women who have undergone FGM/C. In addition, 
the target is to carry out research associated with FGM/C and disseminate re-
search evidence both at national and international level. 

When studying a sensitive and marginal topic such as FGM/C, it is important 
to use both surveys and register data to combine all the possible data that are 
available. However, none of the studies can give a complete picture of the preva-
lence of the phenomenon, as it is not possible to reach all the girls in risk or all the 
women who have undergone FGM/C. In the future, we aim to collect data sys-
tematically on FGM/C in Finland. With systematic, reliable data collection we can 
better estimate how the practise declines and how well the preventive work affects. 
Based on the results from our new, improved data collection it seems to be that 
FGM/C might not be as common as was previously thought. However, we already 
have thousands of girls and women in Finland who have undergone FGM/C and 
our challenge is to offer them all the support and available treatment possible to 
improve their life and well-being. 
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The Bike Accident  
and the Canon Portrayal of FGM 
 

 
 

 
Introduction: Differently situated 
 

A winter day some twenty years ago, I was on a visit to a Somali family in southern 
Sweden as part of the study for my doctoral thesis (Johnsdotter, 2002). The mother 
of the family was concerned because something had happened earlier that day: 
her children had been playing wildly, running around in the apartment, and her 
five-year-old daughter had fallen astride the headboard of a bed. There had been 
blood in the genital area and the girl had been in some pain. Her mother told me 
that she would have preferred to have it checked by a doctor or nurse, but that she 
did not dare: “They will suspect that we have had her circumcised.” I made a 
quick call to Birgitta Essén, gynecologist and co-worker of mine, who performed 
a consultation with the mother over the phone. The bit I remember this many 
years later, was that the most important thing was to check that the incident had 
not led to swelling, which could potentially have serious consequences. She made 
sure that there was no problem for the girl to urinate and asked the mother to 
check that regularly for a day or so.  

I was reminded of this situation a couple of years later, when something sim-
ilar happened to my own daughter, Tea. She was seven years old at that point, 
and they called from school and told me that she had injured her genital area. She 
had climbed a tree, slid down the trunk and been hurt by something protruding 
from the tree stem. There was bleeding from her labia. I kept an eye on her for a 
day or two, making sure that she could urinate without problem. This incident 
made me compare the situations, and I realized that I would not have hesitated 
for a moment to take Tea to a health center had I deemed it necessary. 
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The crucial point here is that the Somali mother has her background in a country 
where circumcision of girls is practiced, while I do not. On the one hand, Sweden 
has legislation banning the circumcision of girls and women (Act (1982: 316) Pro-
hibiting Female Genital Mutilation) and mandatory reporting for healthcare staff of 
any suspicion that harm is inflicted on a child to the child protective services, who 
in turn should report any suspected crime committed against a child to the police. 
On the other hand, everyone in our society should have equal access to good 
healthcare (Health and Medical Services Act (2017:30)). The current situation—that 
ethnic background determines who in our country dare to take their daughters to 
medical checkup when the genitalia are involved, and risk being suspected of hav-
ing performed “FGM” if they do—hints at there being some kind of discrimination 
built in here.  

In this chapter, I will discuss this conflicting situation by describing one of the 
cases from my archive of criminal investigations of suspected FGM cases in Swe-
den. I will report the case in quite some detail in the hope that a detailed descrip-
tion can give readers a sense of the circumstances, an understanding of the actions 
undertaken by the authorities, and how these may have affected the girl and her 
family. A kind of trade-off takes place between the political will and legal obliga-
tion to identify illegal cases of “FGM,” and the political will and legal obligation 
not only to give all citizens equal access to good care but, in more general terms, 
treat them as equal subjects before the law. 
 
Terminology and focal concept 

 

Various terms will be used in this chapter. I prefer “circumcision” when discussing 
the procedure as a cultural practice. “FGM” will be used in referring to the legis-
lation or the general discourse, especially since I want to highlight the existence 
and ramifications of the so-called “standard tale of FGM” (Leonard, 2000) and 
“the FGM fantasy” (Rogers, 2013). The American sociologist Lori Leonard used 
the term “standard tale” in an article about a study in which she struggled with 
empirical data that contradicted what most people know about these practices: 
 

What is cut, how much is cut, at what age it’s cut, with what implement, and by whom; 
these are all elements of the standard tale. So is the litany of consequences: hemorrhage, 
shock, infection, infertility, sexual dysfunction, problems in childbirth, death, and so on. 
The standard tale tells us that female circumcision is old. It is a “traditional practice,” 
an “ancient rite,” a “cultural relic,” something practiced “since time immemorial”. It is 
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deeply rooted in local practice—“entrenched” and “embedded” are common de-
scriptors. Girls are “prisoners of ritual”. They are “victims of outdated customs, attitudes, 
and male prejudice”. These statements have been repeated so often that they have be-
come real. They have become fact [Leonard, 2000, pp. 213–214; the original is full of 
references, which have been omitted here]. 

 
The Australian criminologist and trauma expert (within a psychoanalytic frame-
work) Juliet Rogers describes the fantasy of FGM thus:  

 
The fantasy of female genital mutilation, and the demand for an accompanying law, is 
the result of the production of an image. Every law comes with an image and the image 
comes with a story—a symbolic frame to which the tropes and emblems, the icons and 
gestures of that image, can be attached. The image of the practices of female circumci-
sion, as the violently opposed crime ‘female genital mutilation’, is a product of an indus-
try; an industry which accompanies the image of a little girl held down. [...] it involves 
the suppression of other stories which may contradict or compete with the child held 
down [Rogers, 2013, p. 22]. 

 
Leonard’s and Rogers’ approaches have some similarities, but differ in some re-
gards. In my interpretation of how these authors use their concepts, they can be 
related. Leonard primarily refers to a kind of canon, a set of packaged 
“knowledge” that is expected to be presented in an introductory lecture or (activ-
ism-oriented) text. This package of knowledge carries with it a fundamental tone, 
which guides the listener or reader toward a specific perspective, which is inher-
ently negative, condemning, and—arguably, neo-colonialist. In contrast, Rogers 
intends to capture a psychological phenomenon: the creation of an image (the girl 
held down, the coercion, the violence) which is symbolically loaded with negative 
associations and which inevitably awakens strong negative emotions in the lis-
tener/reader. 

Both Leonard’s “standard tale” and Rogers’ “fantasy of FGM” occupy the 
mind of the recipient of the discourse, permeate and direct their interpretations, 
and crowd out other facts, stories, and experiences. The emblematic example of 
how the two concepts can merge is the description of female circumcision, or 
FGM, in Waris Dirie and co-authors’ book Desert Flower (Miller et al., 1998). It is a 
story in line with the standard tale as it is described by Leonard, and this impres-
sion is strengthened by the afterword which is full of “facts” about genital mutila-
tion of girls. The FGM story itself is a personification of Rogers’ FGM fantasy, as 
the vivid description of Waris Dirie’s own circumcision evokes the image of the 
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child held down; the violence, pain, and coercion. It has a strong potential to plant 
itself in the mind of the reader in a way that blocks all other experiences or stories 
that do not present themselves in accordance with this image. Through all the 
translations, new editions, and a film based on the book, it has had an enormous 
impact on the spread of the standard tale or FGM fantasy among the public in 
Western countries (Earp & Johnsdotter, 2020; Johnsdotter, 2019, preprint; Palm 
et al., 2019). I believe that the two concepts, “the standard tale” and “the fantasy 
of FGM,” could be merged into one—a single phenomenon which has several 
aspects. I will call this the canon portrayal of FGM. 

Arguably, this canon portrayal of FGM is what guides authorities in Western 
countries when they encounter girls and families from areas where circumcision 
of girls is practiced (Johnsdotter & Rogers, 2020, ms). In reality, few real cases—
at least illegal FGM, cases which have been presented at criminal courts in Eu-
rope—are in line with the canon portrayal. After an analysis (at the request of the 
European Commission) of such cases in Europe, Johnsdotter and Mestre i Mestre 
(2015) make a distinction between “typical” and “atypical cases,” among which 
those that are in line with the canon portrayal can be said to be “typical” but these 
are far fewer than “atypical” cases (see also Mestre i Mestre & Johnsdotter, 2019).  

The case described in this chapter is taken from an archive of Swedish police 
reports and investigations. The archive, and how it was compiled, is described in 
detail in Johnsdotter (2019). The first file is dated 1996, and it is the first known 
police investigation in Sweden regarding suspected FGM after the legal ban was 
introduced in 1982. The number of acquired files today is 170, and I am confident 
that I have collected almost all of the (closed) police reports and investigations. 
The case described below was chosen because it illustrates how the canon por-
trayal of FGM may have triggered a series of incidents that led to a less than opti-
mal outcome for a Swedish Somali girl and her family.  
 
 
The case: Zahra’s bike accident and its aftermath 
 

2010 
 

When Zahra was six years old, she had an accident with her bike. Her father took 
her to the doctor, and it is stated in the medical record: 
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According to the patient, she put on the brake suddenly and slipped backward and was 
hurt in her genital area. According to the father, she arrived home sad and with blood 
on her clothes. After that they went to the emergency ward. 

 
It is said in the record that she was an “unperturbed girl who is compliant and 
rather willingly accepts a careful examination.” The doctor summarized his gen-
eral assessment thus: 
 

Young girl who after a fall from a bike has an injury in the genital area. No one else was 
present during the incident and the anamnesis [the clinical case history of a patient] is 
rather brief regarding the course of events. After consultation with pediatrician and pri-
mary physician on-call, it was decided that the patient be admitted for observation and 
assessment of whether further inquiry is needed. The girl’s father stays with her. Due to 
the fact that the injury has originated during unclear circumstances, a report is sent to 
the social authorities [child protection], for their assessment of the situation. The patient 
is transferred to the children’s ward. 

 
Another medical record shows that Zahra and her father stayed in the ward await-
ing the multi-sectorial consultation summoned by the social authorities. In that 
meeting it was decided that a social welfare officer should have a meeting with the 
father and the girl in order to try to clarify what had happened and whether there 
were circumstances indicating that a crime had been committed. Since the girl 
had not been thoroughly examined, a decision was taken to carry through a pedi-
atric examination at the Barnahus.1 It was performed by a pediatrician, a pediatric 
neurologist, and a urotherapist, with the father present. The girl’s status was re-
ported in the medical record: 
 

Good. Unperturbed. Walks unhampered from the hospital to the Barnahus. The girl is 
calm and seems to feel safe and secure and takes part willingly. Adequate interaction 
with the father. Relates spontaneously that it hurts “there” (points toward the genital 
area) and that she “fell from her bike.” Chats with nurse NN during examination. 

 
 

1 Barnahus, literally “house of children”, described in an EU document: “The innovation is called the Barnahus. In the 
Nordics, this multi-disciplinary and interagency service model forms an integral part of the welfare and judicial system. 
It provides support to child victims and witnesses to violence, giving them access to justice, avoiding re-victimisation and 
ensuring recovery.” (The website Launching the European Barnahus Movement, at https://cor.europa.eu/et/events/Pages/ 
Launching-the-European-Barnahus-Movement.aspx). The Barnahus were organized in Sweden in order to avoid situa-
tions in which children would have to relate the background repeatedly to professionals in various authorities (The 
Swedish Board of Health and Welfare, 2014). 
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No measures were indicated from a medical standpoint. The father was encour-
aged to contact the clinic in case the girl would have problems urinating. After the 
examination, the father and the girl had a meeting with the social welfare officer 
for an assessment of the situation and to decide whether further inquiry was 
needed. The girl was discharged from the children’s ward after this meeting. 

From the records we learn that Zahra’s father was doing work for the munic-
ipality and that his fluency in Swedish was very good. When the meeting with the 
child protection unit was over, ending in the conclusion that no circumcision of 
the girl had occurred, he asked the social authorities for a document attesting to 
the closing of the case of suspected FGM.1 
 
2015 
 

Five years later, in mid-May, Zahra returned to the doctor’s clinic with her father 
because a flap of genital tissue had grown after the bike accident. The doctor ex-
amined her and wrote in the medical record: 
 

The patient lacks outer labia, the inner labia remain. There seems to be corpus caver-
nosum in the clitoral area. Above [“cranially to”] the clitoris, there is flap ca 4 cm with 
a diameter of 3-4 mm at its base and somewhat larger further down. Most likely, this is 
the remainder of the outer labia. At palpation, there seems to be no tissue in the flap that 
might be corpus cavernosum. 

 
Corpus cavernosum is erectile clitoral tissue. The trauma to Zahra’s genitalia had re-
sulted in some rearrangement of the parts, and the physician concluded that the 
flap that had grown above the clitoris consisted of labial tissue and not clitoral 
tissue. He scheduled her for surgery after summer: 
 

Considering that this is probably a remainder of the outer labia and it does not seem to 
contain any corpus cavernosum, it should be possible, if done very carefully, to extirpate 
it without causing any damage to what is left of the clitoris. Thus the patient is scheduled 
for polyclinic extirpation of the skin lesion. 

 
 

1 In a later police interrogation, in 2015, he recalled this. From the minutes: “Because he had been a suspect, he wanted 
a paper which stated that the case was closed, and he received it the subsequent day.” 
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During the summer the family made a trip to Somalia to visit relatives. In August, 
they showed up for the surgery on Zahra’s skin flap. It was noted in the medical 
record: 

 

The patient has told a story about a bike accident early in life to explain the skin flap she 
wants to have removed in the genital area. The reliability of that story is difficult to assess, 
but as the patient herself has described the incident vividly and with many details, we 
have decided to comply with the patient’s wishes without any other action. 

 
The surgery was performed on 21 August after yet another examination of Zahra’s 
genitalia: 

 

We can see that the patient has rests of a labium to the left, which are adhered anteriorly, 
but to the right, the labium is completely missing. There is no visible clitoris, so the ac-
cident must have been grave. However, through palpation we can perceive that the cor-
pus cavernosum of the clitoris is still there. [After the surgery:] Cosmetically, the look is 
acceptable. We probe the area around the clitoris with forceps and do not find any visible 
clitoris but a well-defined palpable representation of corpus cavernosum. 

 
Now, a nurse present at the surgery learned that the family had been to Somalia, 
and started to suspect that the girl had been subjected to FGM. She reported the 
suspicion to the police three days after the surgery. It was noted in the police re-
port: 

 

During the operation, it was established that Zahra was genitally mutilated. Zahra said 
that she had been to Somalia to see her family last summer. 

 
Now the child protection officers at the Barnahus, where Zahra and her father 
had been investigated five years earlier, again summoned a multisectoral child 
protection consultation which took place on 31 August. Present were officials from 
the social authorities, the police, the prosecution, the pediatric clinic, the Barna-
hus, and the child psychiatric care unit. The meeting ended with a decision to 
open a criminal investigation, to ask the court to appoint a Special Representative 
for a Child,1 and to open a child protection investigation. A date was set for police 
interrogation: four days later.  

 
1 Act (1999:997) regarding Special Representative for a Child. This law enables the special representative for a child to make 
decisions, for example about a forensic examination, without the knowledge of or against the wishes of its legal guardians. 
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Two days after the multisectoral consultation, a special representative was ap-
pointed for Zahra. On the same day, the pediatric surgeon who had removed the 
flap was interrogated by the police as was the nurse who had made the report to 
the police. From the police minutes: [Surgeon:] “There was nothing in her story 
that was questionable or made him wary. Even if there is always room for specu-
lation, there is nothing in the girl’s story that is contradicted by the look of the 
injury.” [Nurse:] “The girl’s father was present before the surgery and all the time 
until she was anaesthetized. The girl was cheerful and nice. Her attitude was un-
reserved, and she was not at all anxious.” The nurse also said that they had dis-
cussed the possibility of FGM during the surgery, as they could not find any visible 
clitoris in the girl. She said that she wanted to report it because the girl had sisters 
who might need protection from FGM.  

The police brought in Zahra for an interrogation on the subsequent day, 3 
September, on the same day that Zahra’s father and mother were arrested. The 
excerpt1 below is from a 40-minute conversation with Zahra at which a police 
officer took minutes. At the beginning of the interrogation, Zahra was asked how 
she felt about being there. She responded that she was a little anxious, but fine. 
The first questions seem to have been very general, about school and everyday 
life. Zahra said that the following day would be her 11th birthday, and that they 
were going to sing for her in the classroom. She was asked about the trip to Soma-
lia and her story was summarized thus: 
 

They went to Somalia to see the family and help out. They celebrated Eid, after the fast, on 
the first day you are allowed to eat. After the fast, which is called Ramadan, Eid is celebrated. 
That is fun. First they went to grandmother and then they were together with aunts and uncles. 

 
Zahra was asked about hospitals in the area where they had spent time in Somalia, 
and she responded that she had not been to one but that they “looked nice.” She 
was asked to tell what happened when she had her bike accident. She told the 
story with many details, and after that she was asked, according to the minutes: 
“AA [interrogating police officer] wonders whether someone has told her about 
her accident.” The phrasing is vague and could possibly be translated into “has 

 
1 The same excerpt is discussed in a submitted manuscript (Johnsdotter & Rogers 2020, ms). 
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told her how to tell the story about the accident.”1 Zahra answered that she re-
membered everything about the bike accident and that she had told her father 
about it. Later in the interrogation, there is a section with insistent questions about 
Zahra’s genitalia: 
 

AA [police officer] asks whether someone did something to Zahra’s genitals between 
the accident and the trip to Somalia. 
Zahra says that nobody has done something. It was the accident that caused the injury. 
AA says that she has talked to the doctor NN, who says that Zahra lacks her outer la-
bia. AA asks how it can be that Zahra does not have any.  
Zahra says that she doesn’t know. 
AA says that all girls have them when they are born.  
Zahra says that she doesn’t know.  
AA says that she knows that her outer labia where still there when she fell from the 
bike. AA asks how they disappeared. 
Zahra says that she doesn’t know, but maybe they disappeared afterwards. She doesn’t 
know, she hasn’t felt anything [any pain]. 
AA asks when she realized that they were missing.  
Zahra says that she doesn’t really know. She didn’t feel anything after the bike acci-
dent. 
AA says that we girls and women take showers and wash ourselves. She asks if Zahra 
has noticed when they were not there any longer? 
Zahra says that she doesn’t know because she has not seen any picture of them. She 
hasn’t felt anything. Before the bike accident and after she didn’t feel anything.  
AA says that before the operation that NN performed, they were no longer there, so 
something must have happened. 
Zahra says that after the bike accident, they [healthcare professionals] had a look and 
then she went to sleep and they made sure there would be no more bleeding. They said 
that she would be fine. 
AA says that it must have hurt when they disappeared. 
Zahra says that she has not been in pain. 
AA says that she had them after the accident but not at the operation. 
Zahra says that she had them. 
AA asks whether someone has done something to her, taken away the labia. AA says 
that she must tell if someone removed hers. 
Zahra says that she doesn’t know why she doesn’t have any. 
AA asks whether her sisters have their labia intact. 
Zahra says that she has not seen them. 
AA asks whether they have talked about this at home. 
Zahra says “no.” Zahra starts crying and says “I don’t know why.” 

 
1 In Swedish: ”AA undrar om någon sagt till henne och berättat om olyckan för henne.” 
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AA asks “What are you thinking about?” 
[Zahra:] I didn’t do anything after the bike accident. 
AA informs that it is never the child’s fault, the adults always have the responsibility.  
Zahra says that all she knows is about the bike accident and that she was hurt by the 
saddle. She went home, they had dinner, and then they went to the hospital. Dad went 
to the police station and the doctor wrote about the accident. The documents about 
the accident are at home. 
AA says “It is a good thing to tell another adult if something has happened.” 
(Zahra weeps.)  

 
In a specific document,1 Zahra’s emotional breakdown was recorded: she was too 
distraught to leave the room after the hearing. She sat in silence, weeping. From 
the minutes written by the police officer: “I asked her how she felt but got no 
response. I asked her what she was thinking about, but she remained silent, cry-
ing.” Her weeping came in waves, and it took quite a while before Zahra was calm 
enough to leave the room. Later, child protection officers who drove Zahra back 
home after the interrogation, stated that she seemed to be “well given the circum-
stances” but that she had been asking questions about why her parents were still 
with the police. They had explained to her that it had nothing to do with things 
Zahra had said, but that the police wanted to have further talks with them. 

Zahra’s both parents, now in detention, were interrogated twice each. Both 
denied the charges. Zahra’s mother was interrogated with a seven-month-old baby 
on her lap the first time. When she was taken to the jail cell, the baby was taken 
by child protection officers who would take her to her sister-in-law for care. She 
said she is an opponent of the practice, that circumcision of girls was something 
that had ceased to be done in her family, and that nothing [bad] happens if one 
does not practice it. She said none of her daughters would undergo circumcision. 

Zahra’s father was asked about the rationale for circumcision of girls, and he 
responded that “it’s a good question why it is done.” According to the minutes, 
“he says he can’t give an explanation but argues that it is a deranged [practice], 
irrespective of whether there is a rationale or not.” As a Muslim believer he could 
say that it has nothing to do with religion. He said he lives with a circumcised 
woman and thus knows how horrible it is. He related that nothing can have hap-
pened to Zahra, since she hadn’t slept over with someone else, nor had anyone 
taken care of their children in their home. The record of the interrogation ends 

 
1 Police PM: Observations after hearing with injured party, 3 September 2015. 
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with the words: “NN says that he trusts Zahra and what she will say when she is 
interrogated, even though he has no knowledge of her statements.” 

Zahra’s parents were released after three days in detention. The prosecutor 
wrote in her directive to the police: “It remains unclear why the court reached the 
conclusion that there was no probable cause [for prolonged detention].” She in-
structed the police officers to keep interviewing the physicians, to ask the child 
protection unit what had happened to Zahra now that she was back with her par-
ents (“that has an impact on whether or not we should interrogate her again”), 
and to have new interrogations with Zahra’s parents, “now that they are released 
and can coordinate their stories.” She also raised the issue of contacting an expert 
who could advise them on FGM in Somalia, on whether it is performed in Sweden, 
and how FGM is usually done in this area. 

A week later, the police contacted Zahra’s father to tell him that they wanted 
to perform a forensic examination of Zahra—“not the other children, that would 
be on the initiative of the child protection unit.”1 He responded that they were 
welcome to do so, and that there was no problem at all. The lawyer who had been 
appointed Zahra’s special representative wrote in an email to the police on 16 
September that “given that Zahra’s parents consent to the examination, I allow it 
to be performed. It must take place with utmost care and preferably be done by a 
female forensic physician.” It was decided that the examination would take place 
at the Barnahus and without anesthesia.  

The final forensic examination was performed on 21 September. The exam-
ination of Zahra’s whole body was carried out by two forensic physicians, and a 
specialist in pediatrics. The genital examination was carried out by two gynecol-
ogists and one of the forensic physicians. Zahra’s mother was present during all 
the moments of the examination. Before she wrote the final affidavit, the head 
forensic physician had accessed pictures and a film from the healthcare visit after 
the accident in 2010. A week after the forensic examination, she contacted the 
police, saying that “the outer genitalia had practically the same appearance at that 
point [in 2010] compared with what they look like today. The outer labia were 

 
1 In police notes about a phone call from the child protection unit, it is stated that “Child protection officers have had a 
meeting with the parents, and when they said that they wanted all six children to be [genitally] examined, the parents 
responded that they thought it would be a good idea and they hoped it would happen as soon as possible. When they 
were told that also the police would be interested in knowing the results, they said that was a good thing” (Police notes, 
11 September 2015). 
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not very prominent also in 2010.” She said that she wanted one of the gynecol-
ogists who had been present during the examination to have a look at the filmed 
material. The prosecutor told the police officers to hold back any activities until 
the matter could be solved. On 5 October, the head physician contacted the police 
again. The gynecologist, the head forensic physician said, wanted the surgeon who 
made the operation in 2015 to watch the film “so that he can describe exactly what 
he removed.” A meeting with several of the physicians involved was arranged.  

The prosecutor probed for the final conclusions of the forensic examination 
on 20 November: “We were in contact about this more than a month ago and 
even though the assessment is tricky, some conclusions must have been made. For 
the sake of the family, this case must move on a.s.a.p.” On 27 November, the final 
affidavit was sent to the police. 

The head forensic physician concluded in the affidavit, first, that the size of 
the girl’s labia was normal and consistent with photographic documentation from 
the year of the bike accident, and, second, that the state of the girl’s genitals was a 
result of the bike accident in combination with the Swedish physician’s surgical 
removal of clitoral tissue by mistake. The “missing clitoris,” according to this as-
sessment, had been located, as a result of the bike accident, in the skin flap that 
was removed years later. In effect, if a “mutilation” of clitoral tissue had been per-
formed, it seems to have been performed by a surgeon within the Swedish 
healthcare system (although with no intention to do so). 

In mid-December, the prosecutor made the decision to close the criminal in-
vestigation. 
 
Taking the family’s point of view 
 

6-year-old Zahra has been out playing and been hurt in a bike accident. She gets 
home, her parents take care of her, and her father takes her to a doctor. She is 
cared for in the clinic, but it is also clear to her father that the localization of the 
wound arouses suspicions about FGM. He cooperates in the investigation, and 
when it is finalized, he asks for a document that states that the investigation ended 
with the conclusion that no FGM had been performed. He seems to be aware that 
there is a more general climate of suspicion regarding the Somali group in Sweden 
and, with this document, he wants to protect himself from future allegations. 

When Zahra five years later says that the skin flap that has grown disturbs 
her, her father takes her again to a doctor. They decide to have the flap surgically 
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removed after the summer holiday. Zahra travels with her mother and siblings to 
Somalia that summer and seems to have had a good time. In August, she under-
goes the surgery and possibly thinks it is over.  

About two weeks later, Zahra is collected in school.1 She is accompanied by 
a “safety person”2 and taken to a video-filmed interrogation at the police station. 
She is interrogated for forty minutes, with her safety person in an adjacent room. 
She seems happy to start with and answers the first questions with ease. Then 
comes insistent questioning regarding her bike accident, the state of her genitalia, 
and the assumption that someone has deliberately hurt her. We can only speculate 
here, but it could be expected to be a negative experience when an authoritative 
person like a police officer keeps saying over and over again that something is 
wrong with one’s genitalia. In addition, Zahra must ensure repeatedly that the 
only moment of pain has been at the bike accident, that it happened the way she 
describes it, and that nobody has done anything to harm her. Something in this 
situation breaks her; whether it is the persistent message that something is wrong 
with her body, or that she is not believed when she says what she knows about the 
bike accident and the trip to Somalia, or whether it is a combination of all aspects 
of the situation. She has an emotional collapse. On her way back home with the 
child protection officers, she worries about her parents who are still with the police. 

Her parents are in detention for three days. During the interrogations, 
Zahra’s mother seems to reply to all the questions: regarding the bike accident, 
the trip to Somalia, the status of her own genitalia, and what she thinks about 
circumcision of girls. She asks the police officer if she is suspected of any other 
crime and is told that she is not. There is an incident described in detail when she 
is taken to the cell after the first interrogation: the two (female) police officers re-
quire that she take off her veil, which she refuses to do. The heated discussion goes 
on, with the help of an interpreter, for more than twenty minutes. She spits at one 
of the officers and the spit hits the arm of the police officer. The police officer, the 
notes say, takes one step closer, stares her in the eyes, waves her finger and yells at 
her that her behavior is unacceptable. Zahra’s mother yells (“in Swedish!”) that 
Sweden is a stupid country with stupid Christians, that she hates everything here 

 
1 It is not clear from the criminal investigation protocol who collected her. In many other cases, it has been the Special 
Representative for a Child, accompanied by police officers (Johnsdotter 2019). 
2 In Swedish: “trygghetsperson.” It is a person, often from the pre-school or school staff, who accompanies the child to 
make him or her feel safe during a police intervention. 

251



 

 
252 
 

and especially the Swedish laws. “Since I [the police officer] was really upset, I 
told her that if this is the way she feels, she does not have to live here, but could 
leave Sweden and go back to Somalia.” They seem to have argued for a while 
before Zahra’s mother resigned and took off her clothes, including the veil. 

Zahra’s father also seems to respond patiently to all questions. He is obviously 
bewildered when the police keep telling him that Zahra had labia in 2010 but that 
she lacks them now—he can’t understand how that can be and has no explanation. 

After their release, both parents cooperate well with the police. For example, 
it is reported that Zahra’s father politely thanks the police for reaching out, when 
the police ask them about their consent for a forensic examination. Zahra’s parents 
are willing to let the authorities check not only Zahra’s genitalia but her sisters’ as 
well.  

From the family’s point of view, the months in 2015, from the first days in 
September when they were taken to the police station to mid-December when the 
investigation was closed, must have been turbulent and upsetting. For Zahra’s 
part, we can only guess what the harsh interrogation did to her view of herself, her 
genitalia and body—and also to her trust in authorities and society at large. 
 
Taking the authorities’ point of view 
 

For many years, claims have been made in public that circumcision of girls, or 
FGM, is going on at a large scale in the Swedish society. This is often claimed 
despite the fact that only two cases of illegal FGM (cases in which both girls were 
resident in Sweden and circumcised abroad) have been taken to court and led to 
sentences. Both these cases went to court in 2006. 

The current leader of the Liberal Party, Nyamko Sabuni, asserted in 2006 
that the procedure takes place often in Sweden, and “first and foremost we need 
to reach consensus that genital mutilation occurs. Every week Swedish girls are 
mutilated.”1 As a member of parliament she promised she would work for a “zero 
tolerance” approach. For several decades, this assumption—that large-scale FGM 
activities secretly are going on among certain migrant communities—has been 
widespread not only in Sweden but in other European countries as well (Johns-
dotter & Mestre i Mestre, 2017). Browsing a newspaper database to see examples 

 
1 “Lättare att rapportera könsstympning” [Easier to report genital mutilation]. Sydsvenskan, 1 Oct 2006. 
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of the public discourse in 2015 gives mixed results. But here an example of the 
discourse that can be found regularly in the media: 

 
FEW CASES OF GENITAL MUTILATION REPORTED 
Genital mutilation is not legal in Sweden. Yet many children’s and young girls’ 
genitalia are being forever destroyed.  
Yesterday about 50 employees from the social authorities, the healthcare sector, and the 
legal sector attended a one-day-course about female genital mutilation, which is preva-
lent in many places in the world. Sweden makes no exception, even though many people 
go back to their countries of origin to have the genital mutilation performed. 
One of the speakers at the conference was prosecutor NN, who talked about the legal 
aspects of genital mutilation. 
- Very few cases are reported. I think it was six cases in the whole country last year, and 
we want to make more people report it, says NN.1 

 
So this is an important ingredient in the sociopolitical climate in 2015, when 
Zahra’s case was handled by the authorities. The prevalent assumption is that the 
scarcity of reported cases can be explained by failure to report, because the wide-
spread belief is that this is a practice upheld by many African immigrants in Swe-
den. 

We can understand why the nurse becomes suspicious: here is a girl from a 
Somali family, who has recently been to Somalia, and whose genitalia are dam-
aged. It is in a situation like this that the canon portrayal of FGM kicks in. It is not 
difficult to imagine that the story about the bike accident is an invented story to 
cover up a crime. She states in her report to the police: “Zahra had a surgery 2015-
08-21 and then we saw that she had been mutilated. Zahra arrived in Sweden 
when she was six months old. She travelled with her family to her home country 
[sic] in the summer of 2014. In the family there are many children and [the nurse] 
is worried that also her siblings might be genitally mutilated.”2 The activation of a 
canon portrayal of FGM can be seen in how the nurse describes the situation: she 
admits that “the girl and her father had a good relationship. The father did not 
express any aggression or something like that.” 

What is worth noting in the report—beside the fact that both Zahra’s parents 
are named as suspects—is that the estimated time of crime is set to be “later than 
August 2010 at which point the damage in Zahra had not yet emerged.” The 

 
1 ”Få fall av könsstymning anmäls” [Few cases of genital mutilation reported]. Vestmanlands Läns Tidning, 6 March 2015. 
2 Report to the police regarding suspected crime against a child, 1 Sept 2015.  
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police were thus informed by a health expert that something—illegal—had taken 
place after the bike accident, and this will guide their handling of the case through-
out the entire process. 

The subsequent day, they interviewed the surgeon and the anesthesia nurse. 
The surgeon who performed the 2015 operation said that when he met the girl 
and her father in May 2015, “there was nothing in her story that he had reason to 
question.” He said that nothing in her account contradicted the look of her genital 
area. He had not raised the issue of possible FGM, because then the family maybe 
would not have come back to the clinic. He thought it was important for the girl 
to get her problem fixed, and then other potential issues could be handled after 
that.  

The police also talked with the physician who cared for Zahra in 2010. Here 
is an important detail, which may explain why the police perceived that the evi-
dence was growing stronger: this doctor says that Zahra’s injuries after the bike 
accident were “minor”: 
 

Is asked about whether the extent of the injuries on 11 August 2010 can have resulted in 
removal of the clitoris. 
NN responds “no.” 
Is asked whether the outer labia can grow back after a blow in that area. 
“No, absolutely not.” Labia can’t disappear in any other way than through violence/op-
eration. If the bike accident had resulted in destruction of the labia and clitoris, that 
would have inferred a very serious accident and it would have required surgery to stitch 
already at the time of the accident; then it would have been major damage and this (in 
2010) was about minor injuries.1 

 
In retrospect, it is obvious that we see variation in how individual physicians as-
sessed the state of Zahra’s genitalia. The doctor in 2010 might have had his rea-
sons to downplay Zahra’s injuries—if they had been more serious, he possibly 
should have scheduled surgery for her already then, in 2010. His description could 
be a way to defend his choice of care level. The nurse claimed that during the 
surgery in 2015, the surgeon had said during the procedure that “he didn’t think 
that the injuries looked like ones caused by a bike accident. If the girl had been in 
such a serious bike accident, [...] she should have been stitched.” 

 
1 Police interrogation, 4 Sept 2015. 
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One can see this chain of statements from the point of view of the police: the 2010 
doctor described mild injuries that do not require stitching, while the 2015 health 
providers describe the injuries as serious and refer to a missing clitoris and missing 
labia. And the girl had recently visited Somalia. (The police did not yet have access 
to the final affidavit in which experts had assessed all the records, pictures and 
films—comparing Zahra’s genitalia in 2010 and 2015, ending in the conclusion 
that the look of Zahra’s genitalia could be explained by the bike accident and the 
2015 surgery of the skin flap.)  

The evidence thus appears strong on 3 September 2015, when Zahra is col-
lected for interrogation and her parents are arrested. For the prosecutor and the 
police, it becomes a matter of making Zahra, her father, or her mother admit that 
FGM has been performed. Such a scenario would be completely in line with the 
canon portrayal of FGM. It would also be a contribution to the societal mission of 
identifying illegal FGM in Sweden, and to finding a case that could be taken to 
court. 
 
Concluding remarks 
 

One might object that I in my analysis overemphasize the impact of the canon 
portrayal on how the authorities handled the case of suspected FGM in Zahra. But 
I have tried to find a reason for why the prosecutor and police did not pay atten-
tion to the requirement in law that also circumstances that may benefit the suspect 
must be heeded during a criminal investigation: in the Code of Judicial Procedure, 
it is established that during a criminal investigation not only circumstances that 
seem to incriminate the suspect, but also those that seem to prove his innocence, 
should be taken into account.1 In the investigation concerning Zarah, there is no 
trace that the investigators ever considered the possibility that Zahra had not un-
dergone FGM—or, if she had, that someone else beside her parents could be re-
sponsible for it. Thus, it is reasonable to assume that a scenario in line with the 
canon portrayal—“in Somalia and some other countries, this is what parents do 
to their daughters because it is their culture”—has been what motivated their ac-
tions during the investigation phase. The scenario was backed by a sociopolitical 

 
1 RB 23 kap. 4 §: ”Vid förundersökningen skola ej blott de omständigheter, som tala emot den misstänkte, utan även de 
som äro gynnsamma för honom beaktas och bevis, som är till hans förmån, tillvaratagas.” 
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climate characterized by frustration that so few cases of illegal FGM—“which we 
know happens all the time”—are taken to court. 

How can similar situations be avoided in the future? Swedish Somalis and 
other families with origin in areas where circumcision of girls is practiced, should 
ideally have the same access to healthcare as other residents in Sweden, without 
the fear of triggering child protection and police interventions if they turn to 
healthcare clinics with an injured girl child.  

The case seems to bring out the importance of expertise.1 What made the pros-
ecutor and police so sure that they had evidence of a committed crime was the 
statements from physicians, who obviously varied in their conclusions about the 
state of Zahra’s genitalia at different times. Consequently, early involvement of 
medical experts, preferably a group of experts with various specialties (see chapter 
by Essén in this volume), would be valuable. Also the mere knowledge among the 
police about inter-individual assessment variation would be helpful: medical ex-
perts reach different conclusions when they are presented with the same data or 
evidence. If the police were better aware of that, it would possibly lead to investi-
gations that, to a higher extent than today, were open to the possibility of various 
scenarios. In this case, the prosecutor and the police could possibly have led the 
investigation with a second scenario in place: one in which they considered the 
possibility that Zahra in reality had had a bike accident and that no FGM had 
been performed during or after that incident, and that divergent assessments from 
physicians about the magnitude of injury are common. That possibly would have 
brought about smoother interventions into this family’s life, and a more open-
minded and less intrusive interrogation with Zahra. 

Operating with various scenarios during investigations would also benefit 
from better access to cultural expertise (Mestre i Mestre et al., forthcoming). If the 
prosecutor and police contacted anthropologists and other experts with knowledge 
about these practices, they would be better equipped to make assumptions about 
what might have happened in a specific case, and which factors or circumstances 

 
1 Expertise in the legal context may be even more important when the involved parties are migrants, and the cultural 
backgrounds differ markedly between the migrants and the actors in the legal systems of host countries. These issues are 
increasingly discussed under the umbrella term cultural expertise. For an introduction to this research field, see Livia 
Holden’s work (e.g., 2019a, 2019b). For a discussion about cultural expertise in Sweden, see Annika Rabo’s paper (2019). 
For an example of how lack of cultural expertise in court can result in an unfortunate outcome of an FGM criminal 
court case, see Johnsdotter (2008). 
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might support or contradict the suspicion that a girl has undergone an illegal pro-
cedure. It is probably safe to assume that the current law on FGM is there to pro-
tect girls at risk, and it should be a pertinent issue for society to ensure that the 
implementation of this law does not cause more harm than good for the girls it 
intends to protect. 
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Birgitta Essén 
  

One Genital, Two Judgments:  
Why do “expert witnesses” draw  
different conclusions in suspected cases 
of illegal cutting of girls’ genitals? 
 

 
 
 
Introduction 
 

In this chapter, I seek to understand why different experts draw different conclu-
sions despite examining the genitals of the same girl. How do these experts reach 
their conclusions? Two different approaches can be easily identified in court cases 
regarding suspected “female genital mutilation”: one in which a more confident 
and convinced expert with no previous research or clinical experience operates in 
an uncritical manner, resulting in misguided diagnoses and prognoses; and an-
other one, in which the expert assumes a more critical stance with opinions an-
chored in proven theoretical and practical knowledge in a multidisciplinary con-
text. The latter approach offers diagnoses and prognoses based in science and 
proven experience, supporting one of the most important principles of justice: in 
dubio pro reo—the benefit of doubt, or “innocent until proven guilty.” Below I will 
discuss my concern that individuals without the proper experience and expertise 
are allowed to act as “expert” witnesses. In conclusion, I offer some practical rec-
ommendations from the so-called Uppsala Model to consider before taking on the 
role as expert witness—all in the interest of acting in the best interest of the child, 
which includes not contributing to sending innocent parents to jail. 

The questions that will be discussed here are: What is an expert? How do 
prosecutors and lawyers recruit experts? How best to safeguard professional ex-
aminations of the genitals in children and young women and the legal procedures, 
when professional practice in examinations gives different classifications on the 
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same individual? Comparative data from examinations by practitioners of gyne-
cology, forensic medicine, and pediatrics will be presented. Further, a legal court 
case will be discussed, illustrating the conflicting culture of science versus the cul-
ture of unshakeable confidence in court. I will present a structured model with 
clinical recommendations, based on the Uppsala Model best practices of caring 
for migrant women, including safeguarding of best practices for genital examina-
tions (Essén & Johnsdotter, 2006). The Uppsala Model rests on three legs. The 
first is evidence-based knowledge from trans-disciplinary research collaboration in 
reproductive health. Clinical medicine and theoretical knowledge of anthropology 
of reproductive phenomena such as female genital cutting are explored and the 
results of the analyses are applied in health promotions or in reproductive, mater-
nity, and youth care including care of circumcised individuals. The second leg is 
the condensation of practical experiences from different professionals. The third 
is an approach that builds on collaboration between stakeholders of the Somali 
community in Sweden on the one hand, and me and other academic scholars on 
the other; an approach that focuses on culture-sensitive care, meeting the needs of 
circumcised women and girls. 
 
Background 
 

Over the last fifty years, WHO has served experts with guidelines on attributed 
health consequences as well as a classification of what they think should be in-
cluded in the practice of circumcision/genital cutting (FGC) or, according to 
WHO’s terminology, “female genital mutilation” (FGM). The typology has been 
reconsidered, reformulated, and changed several times, most recently in 2020 
(WHO, 2020).  

Generally, we are accustomed to WHO guidelines being well supported, but 
when it comes to FGC, researchers have criticized WHO for taking far too uncrit-
ical an approach in terms of causes and consequences (Public Policy Advisory Net-
work on Female Genital Surgeries in Africa, 2012). Furthermore, these guidelines 
have been issued without the usual concern for randomized studies (Balogun, 
Hirayama, Wariki, Koyanagi, & Mori, 2013). I argue that misleading conclusions 
have led to WHO consensus statements around FGC that are now taken for 
granted and widely used despite being based in skewed or insufficient data. In this 
paper I ask: What effect might WHO’s premature consensus statements have on 
legal proceedings when relied upon by expert witnesses in individual cases? 
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Since the 1980s, refugees have been coming to Europe and North America from 
the Horn of Africa, where the majority of women traditionally have undergone 
some type of FGC. As a consequence of this migration, many countries have now 
instituted legislation banning female circumcision, but few cases have been tried. 
Most EU governments have put considerable effort into prevention and manage-
ment by means of written guidelines and professional training activities for best 
practices in treating women and children (EIGE, 2015). With all these initiatives, 
one would assume that the medical, social welfare, and legislative efforts would 
have resulted in a smooth operation for safeguarding and protecting children. 
However, studies from the UK and Sweden indicate that the opposite is true 
(Johnsdotter, 2019; Karlsen, Carver, Mogilnicka, & Pantazis, 2019), and we have 
seen troublesome indications that professionals assessing small girls’ genitalia, 
when there are suspicions about illegal FGC, reach divergent conclusions (Mestre 
i Mestre & Johnsdotter, 2019, p. 102). How come?   

The WHO typology and guidelines are used as the golden standard reference 
when presenting evidence in court cases. However, it is well known that there are 
inter- as well as intra-individual differences between physicians’ opinions and 
judgments after performing medical assessments including genital examinations. 
In criminal court cases regarding FGC, I have identified a pattern of a range of 
variations of expert conclusions, such as: Dr. A does not see a clitoris, but Dr. B 
does. Dr. C identifies scars, but Dr. B sees physiological skin folds. Dr. D describes 
normal anatomy, but at the same time concludes that “it is most likely mutilation.” 
Dr. E sees asymmetric labia minora and judges it as cut labia, but Dr. B assesses 
it as part of normal variations of anatomy. Dr. F prognosticates the healthy young 
girl to have complications if she gives birth in the future, while another doctor is 
doubtful (Essén, 2020).  

I intend to here discuss how and why an examination of one genital results in 
different judgments. I will relate this to the principles of, on the one hand, the 
scientific approach and, on the other, the legal principle of in dubio pro reo—the 
benefit of doubt or “innocent until proven guilty.” There have been approximately 
fifty court cases relating to FGC in Europe, most of them in France in the early 
1980s (Johnsdotter & Mestre in Mestre, 2017), as well as occasional cases in Den-
mark (Mestre i Mestre & Johnsdotter, 2019), Australia (Jabour, 2015) and recently 
in the US (Baldas, 2020; Stempel, 2018), the UK (Summers & Ratcliffe, 2019), and 
Ireland (The Irish Times, 2020).  
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My discussion primarily builds on in-depth analysis of one court case involving 
two Danish girls who went on holiday to Kenya with their Somali-born parents in 
2015; a case in which I acted as expert in the late stage when an appeal was 
planned. So, am I qualified to be an expert? I have a solid background as a clinical 
gynecologist caring for circumcised patients both in the diaspora and in Africa, 
and since the 1990s I have headed research projects, published extensively, and 
continuously educated students and professionals on the subject. All in all, this 
should make me qualified as an expert of FGC. 

In addition, I speak from the experience of acting as an expert witness in 
other investigations and trials concerning FGC; but as they are ongoing, I cannot 
refer here to any specifics of these cases. In 2012, I was called as an expert in a 
preliminary investigation by the Swedish Police. A mother originally from The 
Gambia was suspected of having had her two little girls circumcised during a visit 
to The Gambia. A pediatrician with expertise in child abuse did the first exami-
nation and concluded that the girls were mutilated. However, the preliminary in-
vestigation was discontinued after our multi-professional expert examination con-
cluded normal genitalia, using the Uppsala Model (Essén, 2020). I have also testi-
fied in US v. Nagarwala (Kiertzner, 2017), in which three healthcare providers in 
2017 were accused of “illegal FGM of 12 girls, transportation with intent to engage 
in criminal sexual activity, and conspiracy.” When the case went to a Child Pro-
tective Services trial held in Detroit’s State Court of Michigan in 2018, I acted as 
an expert witness. I testified in court (in person, twice) about my findings as to each 
and every girl and her genitals. The judge and jury agreed with the defense law-
yers’ arguments and evidence. None of the parents lost custody of their children, 
and all parents were allowed immediately to move back home with their daugh-
ters.1 Another case that I am currently involved in concerns a married couple in 
Ireland and their daughter of one and a half years. In November 2019, an Irish 
jury found the parents guilty of “aided and abetted, counselled or procured FGC,” 
allegedly performed in Dublin (The Irish Times, 2020). The father and mother were 
both born in Somalia but permanently live in Ireland since many years. In Sep-
tember 2016, the father brought his daughter to the hospital emergently after a 
falling accident at home, which caused bleeding from her genitals. A couple of 

 
1 In November 2018, the district judge of the Eastern District of Michigan found the Female Genital Mutilation statute 
to be unconstitutional and dismissed the charges of FGM and conspiracy to commit FGM. In May 2020, a federal judge 
dismissed the most serious remaining charge against the doctors (Dyer, 2018), but the juridical process is still ongoing. 
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pediatrician experts argued in court that the trauma was not consistent with an 
accident but rather with the practice of FGC. The father was sentenced to five and 
a half years in prison for the FGC charge, the mother to four years and nine 
months; both despite their denials of guilt. An appeal is currently under prepara-
tion.  

In my discussion of why expert opinions vary, even about one and the same 
genital, I will consider the prerequisites for an expert making optimal judgements: 
knowledge of the context of FGC practices and processes of cultural change as well 
as of scientific risk assessments when it comes to correlation or causality. The ex-
perts’ scientific and practical experience, their clinical experience of patients with 
FGC, and their use of WHO consensus guidelines, will be evaluated. A question 
that arose during this analysis was whether courts and jurists might have trouble 
grasping basic knowledge in anatomy and physiology in cases that concern an is-
sue as politicized and sensitive as FGC (Public Policy Advisory Network on Female 
Genital Surgeries in Africa, 2012).  
 
The Danish case  
 

The case study I use in the discussion below is based on a case referred to the 
Danish Supreme Court, decided in May 2018, regarding two Somalis parents of 
seven children. They were accused of having allowed FGC to be performed on 
two of their daughters during a vacation trip to Kenya in 2015; however, both 
parents vehemently denied the charges. The girls were at that time eight and fif-
teen years old and they, as well, denied that the circumcision had taken place. The 
parents were sent to jail for one and a half years each. They were convicted of 
having “participated in FGM” and having committed “breach of duty of care of 
their children.” It was assumed that the cutting procedure had been done at a 
hospital by medical staff and under local anesthesia. No specific evidence was pre-
sented in court of when or where the alleged crime had been committed, or by 
whom. It was the youngest girl’s teacher, knowing about the trip, who had raised 
the suspicion of “summer vacation mutilation” when the girls did not appear in 
time for the start of school. According to the parents, the return trip had been 
delayed due to illness of their sons. In court the parents stated, as part of their 
defense, that they had never left the girls alone during the Kenya stay, that as 
parents they had never discussed the issue of genital mutilation, and that they fully 
understood the law against FGM.  
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The girls were examined in December 2015 by a pediatrician with expertise in 
child abuse. She admitted that she had never before examined a child with FGC 
and did not consider herself an FGC expert. Her conclusions after the genital ex-
amination were confirmed by a doctor specializing in forensic medicine. He did 
not examine the girls himself, however, but gave his opinion after having taken 
part of the video examinations. He, as well, confirmed that he had never before 
examined a child with FGC. The mother had the girls examined by two gynecol-
ogists, on separate occasions, and each of them concluded normal uncut genitals, 
confirmed by photos in 2016. One of the gynecologists became a bit doubtful 
when he learned about the ongoing court case. In the last stage at the Supreme 
Court in 2018, he changed his mind and supported some of the conclusions of the 
pediatrician and the forensic doctor.  

The final conclusion, however, by the Medical Examiner’s Council in the 
Supreme Court, was that both girls had undergone FGC, type 2b according to the 
WHO classification. Some millimeter of tissue of the labia minora had allegedly 
been cut and the prepuce of the clitoris seemed to be “shortened and compressed 
along the edges.” The clitorial glandula was not seen; hence, they concluded that it 
had to have been cut. Further, as the doctors could not see any scars “or adhesion 
of tissue,” it was assumed that the procedure of FGC had been done by profession-
als in a hospital under sanitary conditions, rather than by a traditional rural cir-
cumciser. The defense lawyers did not call any medical expert witness on the Dis-
trict Court level, but an anthropologist (Johnsdotter) testified. She stated that, ac-
cording to research findings, it is highly unlikely that Somalis living in Scandinavia 
continue with the practice. Also, she mentioned that no confirmed cases of cir-
cumcision had been performed on Scandinavian soil. In court, however, this fact 
was used as supporting evidence for an illegal “summer vacation mutilation.”  

As a mitigating circumstance, the Supreme Court emphasized that circumci-
sion must have had been performed in a hospital and in a way that there had been 
a complete recovery without visible scar tissue––that the procedure had been per-
formed in a clinical setting by trained medical professionals was offered as an ex-
planation for why the girls experienced no symptoms or complications after the 
alleged operation. Yet, it was assumed by the court that the girls in the future 
would suffer from long-term physical and mental complications, which led to 
stiffer penalties for the parents.  
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In 2018, I was contacted by representatives of the Somali community and asked 
to serve as a medical expert in the appeal of the case. I examined the girls, three 
years after their trip to Kenya, now aged eleven and eighteen. My examination 
and video documentation concluded that both girls presented normal genitals with 
no evidence of asymmetric anatomy or scarring of any part of their external gen-
italia. The external clitoris was visible and easy to palpate on both girls. They did 
not present any signs of physical or mental illness. In September 2019, when the 
father was in custody and the mother on her way,1 the defense lawyer presented 
this new evidence to the Danish Special Instance for Appeals and Complaints (Den 
Saerlige Klageret). Serious, medically based doubt was now raised about the correct-
ness of the Medical Examiner’s Council’s earlier statements in the case. The de-
fense lawyer argued that the first examination was not performed by an expert of 
the practice or anyone with experience examining patients with FGC. The par-
ents’ lawyers argued that the Medical Examiner’s Council’s earlier statements 
were brief and did not contain any element of justification or argumentation. The 
lawyers wrote in their demand for a court review: “their opinion is less reliable 
than the opinion of the senior expert in the field of FGC and gynecology, with 
long-term clinical practices both in Europe and in Africa and highly acknowledged 
by researchers in the field of FGC.” 

The Instance for Appeals and Complaints, however, found that “no new in-
formation has been provided that could lead to the case being reopened, nor are 
there any special circumstances that make it overwhelmingly probable that the 
evidence has not been correctly assessed” (The Danish Instance for Appeals and 
Complaints, 5 September 2019, G-118-119). The demand for a court review was 
rejected as the jury did not see any reason for changing the first verdict of FGC 
type 2b. Moreover, they did not provide any guarantee of reopening the case for 
appeal. 
 
Discussion  
 

So, how could one genital be judged in two completely different ways? The fol-
lowing discussion investigates possible explanations, organized into four areas: 

 
1 As the court did not want the seven children to be placed in a foster home, the judge decided in 2018 to send first the 
father to prison for 1.5 years, then in late 2019 the mother was to be incarcerated. 
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1) Some selected experts have limited knowledge of the specific anatomy of the 
genitals, both in terms of theory and practice. 
2) Experts proceed from two diametrically opposed hypotheses about culture; ei-
ther the one presuming cultural continuity or the one focusing on change in the 
practice of FGC after migration. This situation calls for multi-disciplinary teams 
of experts. 
3) Experts interpret data on FGC-related complications differently. Those who are 
unaccustomed to critical reading will be prone to drawing faulty conclusions. 
4) Judgments in court might confuse presentations of unshakeable confidence with 
accuracy. 

 
1) Limited knowledge and clinical experience 
 

The first issue I would like to explore is whether many experts have limited 
knowledge of the specific anatomy of the genitals, both in terms of theory and 
practice; and, if so, how this might impact their judgment. None of the doctors 
who performed the primary examination had previously encountered patients 
with FGC. Not one of them had ever done research or teaching in the area. For 
example, in both the Danish and US cases, the prosecutor’s expert declared not 
having any previous experience with patients having undergone FGC:  
 

[Denmark] It is the first examination of female circumcision that I have performed. It is, 
in general, my first case ever in relation to female mutilation. 

 
[US] I hadn’t seen it on a child that I personally evaluated. I had seen it in photos and 
cases of other people, but not hands-on or in a clinical evaluation at my clinic.  

 
In my own expert opinion, I testified that I could both see and palpate the clitoris 
and labia minora of the girls. So why did the others not come to the same conclu-
sion? The anatomy and findings of the normal genitalia in newborn, prepubertal, 
and adolescent girls are by nature a dynamic process of developmental changes. 
Generally accepted knowledge is that when examined, the cutaneous folds, labia 
majora (outer labia) with the pudendal cleft, are relatively dominant in childhood 
compared to in puberty. From plastic surgery studies we know that the labia minora 
(inner labia) constitute a part of the body that is very individualized, both in terms 
of size and symmetries. The labia minora, the clitoris and the clitoral hood are 
anatomically distinct structures and have separate embryological origins (Akbiyik 
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& Kutlu, 2010; Brodie et al., 2016). When it comes to the external part of the glans 
clitoris, one might not always be able to see it in uncut girls (Cold & Taylor, 1999). The 
inter- and intra-individual variability of the visible morphological changes that a 
child undergoes is remarkable (Akbiyik & Kutlu, 2010; Brodie et al., 2016); hence, 
a professional who is not familiar with the vast array of possibilities in the genital 
morphology of a child will be a poor judge of what can be considered “normal.” 

Simply put, when skin cells are injured, the wound heals with persistent scar 
tissue while injured mucosa membrane heals without scarring. These facts need to 
be recognized and acknowledged when one takes on the role of an expert witness. 
The clitoral hood anatomy has several shapes. The pediatric hood could for ex-
ample look like a horseshoe, a trumpet, a coffee bean, or a tent (Brodie et al., 
2016). In the fetus and in childhood, the inner part of the foreskin (hood/prepuce) 
is adherent to the glans clitoris, by synechies, and these adhesions could persist into 
puberty. This makes the glans clitoris concealed and less visible on inspection. Phi-
mosis in boys (e.g., Cold & Taylor, 1999; Shahid, 2011) is a state that is due to 
naturally occurring adhesions between prepuce and glans and to narrow skin of 
prepuce and short frenulum. At birth boys are noticed to have a nonretractile 
foreskin and this separates over time. This is anatomically similar to the physiology 
of girls’ genitals. As noted by Cold and Taylor (1999): “The glans clitoris can be 
partially or completely covered by the prepuce; this merely represents anatomical 
variation” (Cold & Taylor, 1999, p. 41). The authors stress that most medical doc-
tors are not sufficiently trained to identify these normalities. If one cannot directly 
observe the glans clitoris, often there is a presence of smegma between the foreskin 
and glans clitoris (Akbiyik & Kutlu, 2010). This is desquamated “dead” mucosa 
epithelial cells and is also a normal feature of the infant genital anatomy.  

The expert on pediatric sexual abuse diagnosed the children as having FGC 
Type 2b and claimed that “some millimeter of tissue of the upper part of labia 
minora had been cut” and that “the prepuce of the clitoris was shortened and 
compressed along the edges.” I did not diagnose FGC, however. One reason for 
our different judgments may be that we practiced different examination proce-
dures. When examining children for child abuse, the standard methods are supine 
labial separation or supine labial traction techniques—both are two-hand grips 
(Boyle & Miyamoto, 2008). These tractions actually shorten, compress, and devi-
ate structures such as the hood, and the hands of the examinator cannot be used 
for palpation. Hence, the examination procedure may give an illusion of damage, 
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with an incorrect diagnosis as the result. If instead the inspection is executed with 
a technique which leaves one of the hands free for palpation, the structures can 
easily be observed and palpated at the same time while they remain in their natural 
shapes and positions.  

Further, the forensic doctor admitted in court to his lack of expertise in gyne-
cology and to never having performed previous examinations in cases of FGC, yet 
he did not entertain any doubt of his findings that both girls had had their clitorises 
cut. 
 

Forensic doctor: There is no risk whatsoever for misinterpretation. We looked at the girls 
during the examination. I cannot answer why doctors came out with different conclu-
sions, that circumcision has not been performed. However, it does not change my posi-
tion and I am completely sure that both girls have been circumcised. 
[Minutes from court proceedings] 

 
However, in his role of educating the court, he recognized the variation of anat-
omy by age, and thereby somewhat contradicted himself:  
 

With regard to the examination of the youngest girl, it may here be difficult to see [the 
clitoris]. It requires knowledge of how the normal conditions are, to be able to see if 
something is different. The clitoris will typically be bigger in older girls. In younger girls 
you can see only the foreskin and not the clitoris itself. It will vary from woman to 
woman, if you can see the clitoris, but one can typically not see it before the woman has 
reached puberty. Therefore, it is easier to see that circumcision has taken place among 
the oldest girls. 
[Minutes from court proceedings] 

 
This forensic doctor was not an expert on FGC and had no experience of assessing 
FGC in women and girls, and this can explain our completely different judgments. 
He did not apply his theoretical knowledge when judging the anatomy of the gen-
itals in practice. In contrast, my use of theoretical knowledge led to a different 
conclusion. Being skilled in anatomical variation from long-time experience of ex-
amining patients with FGC, I gave the following judgment after having examined 
the girls: 
 

My findings show, for age, completely normal variations of the external genitalia, that 
there are no signs of external trauma or damage to skin surface, mucous or glandular 
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tissue, that nothing emerged in the investigation that corresponds to the previous con-
clusions in judgments. In light of my gynecological competence and very significant ex-
perience examining circumcised individuals, I find it absolutely medically unjustifiable 
to base an assessment on information provided by another doctor who lacks gynecolog-
ical expertise or experience working with circumcised girls or women.1 

 
I argued that the parents would not have been charged and jailed had the Su-
preme Court been presented with evidence from a knowledgeable expert witness. 
In a study where we scrutinized teaching materials and best practices for exami-
nation procedures of suspected sexual assault of children, we did notice the ab-
sence of routines and standard procedures regarding how and whether the glans 
clitoris should be evaluated (Grönvall, 2020). Hence, even among expert assessors 
of genitals in sexually abused children, there might be a lack of experience as re-
gards assessment of the clitoris (Creighton & Hodes, 2016). Again, in my judg-
ment, if the gland clitoris is not visible, this does not mean that it has been cut. The 
clitoris can be compared to a sponge, which means that its size is dynamic, varying 
not only with age, but also with blood infusion, and nerve or hormonal stimula-
tion. This is generally accepted knowledge which I took into consideration when 
judging the size of the clitoris. To conclude, this situation may explain why experts 
arrive at different judgments of the same genital.  

I further argue that another explanation for why the same genital is judged 
in different ways, is that some summoned experts disregard common knowledge 
and generally accepted facts about scarring. In the scientific community, it is well 
accepted that basically all types of surgical procedures heal with some form of scars 
(skin) or adhesion (mucosa). So, I argued, if there is no scar on the foreskin or 
underneath, the most probable conclusion is that no cut has been performed. Con-
trary to this inference, the prosecutor’s expert in the Danish case declared that 
“the absence of scarring does not exclude the possibility of mutilation.” This quote 
illustrates what I have also come across in cases in other countries: the prosecutor’s 
experts conclude that the absence of scar tissue is indirect evidence of the girls 
having been cut by a professional at a hospital facility under proper hygienic cir-
cumstances: 

  
Circumcision was most likely performed in a hospital. That conclusion is drawn as scar 

 
1 The Danish Instance for Appeals and Complaints, 5 September 2019, G-118-119. 
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tissue cannot be seen. Conversely [if the procedure had been performed under unhy-
gienic circumstances], one would have expected scar tissue, that it healed asymmetrically 
or [that one would find] remnants of an infection. 
[Minutes from court proceedings] 

 
Needless to say, this reasoning is a fallacy––a result of a faulty starting point. These 
so-called expert witnesses, who themselves report that they are not experts in the 
field, presented their conclusions using what seems to be a pre-conceived hypoth-
esis, in line with “regardless of whether or not scarring is detectable, the cause is 
most likely genital mutilation.” In my judgment, if I do not see or feel any scar 
tissue, it is far more probable that no surgery has been performed than that the 
opposite would be the case. Thus, in the Danish case, my judgment was that a 
negative finding speaks more to there not having been any circumcision––neither 
by a traditional circumciser, nor in a hospital. I assumed, based on basic surgical 
knowledge, that surgery, even under the most sterile conditions, leads to some 
scarring. The flawed reasoning that presupposes “mutilation” whether or not 
there is scarring, jeopardizes important principles of justice, such as the one stating 
that one is innocent until proven guilty. As a result of the experts’ judgments in 
this case, the Danish prosecutor needed not to present any evidence whatsoever 
for who would have performed the alleged crime nor tie the presumed act to a 
crime scene. It was not deemed necessary, when it had already been concluded 
that—scarring found or not—it had to be genital mutilation. 

The Swedish National Centre for Knowledge on Men’s Violence Against 
Women1 (NCK) has recommended, in cases involving the specific and very com-
plex area of FGC, to work in a multi-professional (practitioner) team (NCK, 2011). 
Such teams should include experts with diverse professional backgrounds such as 
obstetrics and gynecology with a focus on FGC, along with pediatrics with a focus 
on sexual abuse, urology/surgery, and forensic medicine. In medicine, we have 
basically two tracks or specialties: surgery or internal medicine. Ob Gyn is part of 
the surgery “family” and pediatrics of the internal medicine family. Sub-specialties 
in surgery are pediatric surgery and pediatric urology; that is, doctors in the sur-
gery family who are skilled in tissue, trauma, and injury, but in infants. When it 

 
1 The Swedish Government commissioned NCK in 2010 to produce a knowledge review and guidelines for healthcare 
staff on the support and care for girls and young women affected by FGC. Sara Johnsdotter and Birgitta Essén were the 
expert authors. 
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comes to examining female genitalia, gynecologists are the experts, mainly due to 
their daily applied work with genital tissue. But when it comes to young children, 
pediatric surgeon/urologists are the experts on the tissue and anatomy of the 
young child, compared to a general pediatrician who rarely examines genitals in 
routine consultation and who never performs surgery. Pediatric urologists rarely 
routinely work with FGC and very seldom, compared to general pediatricians, see 
“ordinary” patients. Some pediatricians are sub-specialists in examinations of vic-
tims of abuse. Doctors of forensic medicine are experts in trauma and external 
injuries, but they never have clinical consultations. They are fewer in number and 
often located at university and central hospitals, and they are seldom involved in 
examinations of sexual abuse or of genital trauma in general (Thiblin & Michard, 
2014, p. 19).   

Therefore, I argue that a multi-professional team, including assessments from 
each expert, will enrich the trial process and be in the best interest of the child and 
her family (Essén, 2020). In short, limited knowledge, contradictory arguments, 
and single-professional teams lead to faulty conclusions in court, which in turn 
leads to inequality before the law. In order to keep a highest standard of medical 
and legal practice, such genital examinations must be performed only by recog-
nized expert teams with specific knowledge in combination with proven experi-
ence. 

 
2) Opposed hypotheses about prevalence of FGC after migration 
 

The second explanation for why experts have different judgments of the same gen-
itals could be that they proceed from two diametrically opposed hypotheses about 
whether there is continuity or change in the practice of FGC after migration. The 
hypothesis of continuation of a harmful practice such as FGC, is that the practice 
is so “deeply rooted” in culture that it is not likely to change even after migration 
from a country with a high prevalence into a non-practicing context. The hypoth-
esis has poor support in empirical data (Isman et al., 2013; Johansen, 2016; 
Johnsdotter & Mestre i Mestre, 2017) and is basically ideology-driven. In guide-
lines for health care practitioners, WHO argues in a similar way: “Whatever the 
reason provided, FGM reflects deep-rooted inequality between the sexes. This as-
pect, and the fact that FGM is an embedded sociocultural practice, has made its 
complete elimination extremely challenging” (WHO, 2016). On the other hand, 
there is the hypothesis of cultural change as regards FGC after migration. It is 
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grounded in theories about cultural change that results in convention shifts (e.g., 
Mackie, 1996) or social norm changes (e.g., Shell-Duncan et al., 2018). It suggests 
that the convention to circumcise daughters shifts, for several reasons, when fam-
ilies move to non-practicing communities—thus the practice of FGC is hypothe-
sized to be generally abandoned under certain circumstances (Johnsdotter, 2002; 
Mackie, 1996). The hypothesis is supported by several empirical data sets from 
Israel (Belmaker, 2012) and Scandinavia (Gele et al., 2012; Johnsdotter & Essén, 
2016; Johnsdotter et al., 2009; Wahlberg et al., 2017a; Wahlberg et al., 2019). 
Moreover, studies that review court cases in which the process of culture change 
is revealed (Bader, 2018; Johnsdotter, 2018; Johnsdotter, 2019; Johnsdotter & 
Mestre i Mestre, 2017), research with insights into migrant communities’ response 
to harsh anti-FGM policies (Karlsen et al., 2019), and reports about cases of sus-
pected FGC by pediatric units in the UK (Ali et al., 2020; Hodes et al., 2020) 
strongly give further evidence for the hypothesis of cultural change. In our Danish 
case, the father shared his views around the FGC issue: 
 

The last time I saw the girls’ genitals was when I changed diapers when they were little. 
I do not know what their genitals look like. It is not customary for a Muslim man to see 
the genitals of his daughters. Before this case arose, we had never talked about circum-
cision. The girls simply did not know the word (for circumcision) and did not know what 
it consisted of. The girls are Danish!  
[Minutes from court proceedings]  

 
Acknowledging these changes in the practice of FGC does not equal a call for 
stopping prevention efforts; rather, it is an opportunity to understand dynamics of 
culture and what changes are happening. This wider context ought to be incorpo-
rated into the expert’s judgment. In the Irish case, as well, the parents claimed to 
be innocent and were distancing themselves from the practice. They felt they were 
being judged based on their ethnic background and presumed culture, for being 
of Somali origin (The Irish Times, 2020).  
 

In one exchange in court, the mother told the police she believed she was charged with 
allowing FGM to happen “because I am Muslim, I am black, and in my country, they 
do that.” She added that she did not think she would have been charged if she had been 
a Christian. The father, when giving evidence, said the presumption that he carried out 
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FGM was “based on preconceived ideas because I’m a Muslim from Somalia.”1  
 
The pediatric FGC expert in court, in contrast, emphasized the importance of (Somali) 
“culture”: “FGM is a cultural phenomenon that goes back many thousands of years” 
[The Irish Times, 2020]. 

 
I would say that here would have been a golden opportunity for the medical ex-
perts to use context-specific data and reject the hypothesis of general, large-scale 
continuation. In my final judgment, I used findings from multidisciplinary re-
search sources and highlighted that, due to processes of cultural change, many 
individuals are opposed to the practice. Thus, it is possible and even probable that 
they are trustworthy when they say that they would not subject their daughters to 
it. For example, in regard to the scenario and motivations, the parents seemed to 
be well-integrated into Danish society, all their seven children were born in Den-
mark, and they expressed having negative attitudes towards the practice of FGC.  
 

In one exchange in court, the mother said she is still in shock over the accusation of 
circumcision. She declared that she and her husband always make important decisions 
about the children, together. So, if the girls were to be circumcised, then they would both 
be involved in making that decision. But they had never talked about it [circumcision]! 
FGC is forbidden in Somalia since 21 years, and there are many anti-FGM campaigns 
running in the country.  
[Minutes from court proceedings] 
 
The mother explains, in court, that she is aware of the Danish FGM law. She herself was 
circumcised as a child and remembers it as “torture.” Why would she expose her chil-
dren to torture?  
[Minutes from court proceedings] 

 
In addition, the family was not in contact with people performing such practices, 
and the children had never been to Africa before the trip to Kenya. During the 
visit, the family stayed together at all times and the only hospital visits were in 
relation to their sons’ illness. That corroborated the perspective of the parents, 
that they demonstrated parental caring and were trustworthy when they avowed 
that the girls had not undergone FGC during the visit in Kenya. I argue that in 
the Danish and Irish cases, the outcome would have been different if a panel of 

 
1 https://www.shiftingsands.org.uk/worrying-questions-about-expert-evidence-at-fgm-trials/#more-3804 
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multidisciplinary experts had been contacted before the legal process started, since 
experts knowledgeable of cultural processes among migrant communities would 
have been better suited to evaluate the claims made by the accused parties. Thus, 
incorporating experts in anthropology (with special expertise in theories of social 
and cultural norms and traditions) would provide important benefits for the final 
judgment of the cases. A general conclusion is that the expert witness who uses a 
weak and poorly substantiated hypothesis—such as the one about general contin-
uation of FGC in diaspora settings—will not offer evidence-based opinions in the 
court of law. Indeed, their contribution to the legal process will be the opposite of 
the intended purpose.  
 
3) Different interpretations of FGC-related data and uncritical approaches to scientific literature 
 

As a third explanation, I argue that experts interpret data on FGC-related com-
plications differently, with the risk of premature conclusions on the part of some 
expert witnesses. In all the cases in which I have been involved, the prosecution 
established the fact that the girls did not have any current complications. None-
theless, they insisted that the girls will suffer from long-term physical, mental, and 
sexual health problems in adulthood. An example from the Danish case (which 
arguably would warrant a stiffer sentence): 
 

There has been a nice healing without visible scars. There is a small loss of tissue corre-
sponding to the inner labia. There is no change of the vaginal entrance or vagina. The 
outer part of the clitoris is missing. There is no immediate physical concrete significant 
discomfort or pain. As the outer part of the clitoris and a small part of the inner labia are 
missing, this may lead to decreased desire or decreased enjoyment or satisfaction during 
intercourse. It cannot be denied that there may be inconvenience in future childbirth due to scar tissue, 
although scar tissue cannot be ascertained.  
[Minutes from court proceedings, my emphasis] 

 
There may be mental problems in the form of anxiety re-experiencing the intervention, 
or depression. Psychological or social difficulties can potentially arise, depending on the 
woman’s future partner’s cultural affiliation and thus understanding or acceptance of the 
procedure performed. 
[Minutes from court proceedings] 

 
I would contend that on an individual level, future health-related complications 
cannot be prognosticated in childhood, and this is what I have communicated 
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during the preparation of the planned petition for a new trial. I base my opinion 
on proven experience and science. Systematic reviews show that studies claiming 
an association between the exposure of FGC in childhood and the adult woman’s 
perceived ill health in fact often lack appropriate study design and do not provide 
biological causal explanations (Berg et al., 2014; Obermeyer, 2005; WHO, 2016). 
Most results are inconclusive due to lack of a representative sample of girls and 
women, missing anatomical description, recall bias from women (Elmusharaf, El-
hadi, & Almroth, 2006), observation and misclassification bias from examiners, 
lack of significant association, and/or lack of longitudinal studies to determine 
causal and effect relationship (Berg et al., 2014). When future obstetrical problems 
for the girl are anticipated, the reference used is the WHO consensus guidelines 
on FGC and the multicenter study (WHO study group et al., 2006). However, 
these findings have been criticized (Hodžić, 2013; Public Policy Advisory Network 
on Female Genital Surgeries in Africa, 2012; Rodriguez et al., 2017) and have not 
been reproduced in high-resource settings (WHO Regional Office for Europe, 
2018). While the WHO study group concluded that FGC poses a risk to women 
and newborns during childbirth, there are seemingly other contributing factors, 
which are being neglected while our attention is turned towards FGC only (Esscher 
et al., 2014; Essén et al., 2002a; Essén et al., 2002b; Essén et al., 2005). A system-
atic review finds “the quality of the evidence for all outcomes as being too low to 
warrant conclusions about a causal relationship between FGC and obstetric com-
plications,” and points out that “inconsistencies in results and estimate impreci-
sions contribute to this conclusion” (Berg & Underland, 2013).  

WHO includes FGM type 4 (pricking, nicking, piercing, with no tissue re-
moved) in their classification and relates such practices to health complications, 
despite the fact that the empirical association between pricking and health com-
plication has not been established (Isa et al., 1999; Merli, 2012; Newland, 2006; 
Obiora, 1997; Wahlberg et al., 2017b). In fact, the opposite prevails, as it is gen-
erally accepted knowledge in medicine that a nicking of the skin (no tissue cut), 
regardless of where on the body it is performed, will not lead to long-term health 
consequences––the relationship is not even biologically plausible. It is not rare for 
scientific facts to be intertwined with values, and there is reason to contemplate 
how significant the personal values of the expert are when applied to criminal 
court cases regarding FGC. This is what may be happening when expert witnesses 
claim in court that tissue with no trace of damage or scarring is associated with 
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future health complications.1 I argue that it would benefit the process of judge-
ments to better refine these fact- versus value-based aspects, without thereby di-
minishing the perspective that FGC can harm the child.  

Hence, to truly be an expert on FGC in court, one needs to understand the 
complexity of the practices, have insights into methodological limitations, and use 
common sense. Moreover, insights from a wide range of scientific disciplines—
such as obstetrics and gynecology, pediatrics, sexology, epidemiology, psychology, 
sociology, and anthropology—cannot be expected from one single expert witness. 
Lack of these insights might be one of the explanations why we in court experience 
and see different judgments of one genital, with expert statements in some cases 
bordering on perjury. 
 
4) Different approaches of presentations in court  
 

The fourth and my final argument is related to how evidence is presented and 
interpreted in the court: different experts reach different conclusions, and whoever 
assumes the position of absolute certainty tends to be judged as more “credible” 
than the one expressing scientifically based doubts (Thiblin & Michard, 2014, pp. 
72–74). Medical science is, however, not black and white; and the correct answer 
is rarely a simple yes or no. Cross-examination in a court of law, on the other 
hand, does rest on questions that are expected to be answered with a simple yes or 
no. 

In the Danish case, the expert team selected by the prosecutor and police was 
comprised of two forensic doctors and one pediatrician, all of whom declared hav-
ing no clinical experience with patients with FGC, nor expertise regarding the 
practice. Only the pediatric expert examined the girls, but in the courtroom one 
of the forensic doctors testified. In court, he told the jury that he was convinced, 
beyond a doubt, that the findings were absolutely equal to FGC type 2. The 

 
1 For a discussion of a criminal court case regarding type 4 (with no traces of any tissue damage) in Australia, see Rogers 
(2016). In 2015, the mother of two girls––aged six or seven at the times of the rituals––and a nurse were charged with 
breaching the ban on FGM in New South Wales, and a Dawoodi Bohra community leader was charged with being an 
accessory. They were all found guilty and sentenced to fifteen months in jail. In 2016, the charges were quashed in Court 
of Appeal when it was proven that there was no damage to the genitals of either girl (a colposcopic examination “could 
find no evidence of any incision, cut or injury at all” [Rogers, 2016, p. 235])––hence, no “mutilation.” Eventually, the 
High Court found the defendants guilty in a divided ruling (Byrne, 2019). The High Court judgment repeatedly referred 
to the WHO classification, in which type 4 is categorized as “mutilation” (The Queen v A2 [2019] HCA 35; retrieved 
from http://eresources.hcourt.gov.au/showCase/2019/HCA/35). 
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mother, however, had taken the girls for examinations with two different gynecol-
ogists, for additional opinions. Their conclusions were that the girls had not been 
cut. The clitoris and intact labia minora were presented in both of the girls with 
photo documentation. One of the gynecologists, clinically familiar with FGC pa-
tients, confirmed the findings in court, stating that: 

 
The parents would not have come to me if the girls were circumcised because it would 
have been too risky.  
[Minutes from court proceedings] 

 
During the final cross-examination in the Supreme Court, however, he became a 
bit insecure about whether the girls were uncut, but he was sure about the visible 
clitoris. He felt he was no longer able to confirm with a hundred percent certainty 
that the younger girl’s labia minora were completely intact: 

 
It might be possible that one of the inner labia has been cut, but I am sure that no cut 
has been performed regarding the clitoris. 
[Minutes from court proceedings] 

 
The forensic medicine expert, however, did not entertain any doubt despite never 
having encountered a person with any type of FGC and not having personally 
examined the girls: 
 

There is no risk of misinterpretation. I cannot explain why two doctors disagree on 
whether or not circumcision has taken place. However, it does not change my position, 
I am absolutely sure that the girls are circumcised.  
[Minutes from court proceedings] 

 
This example shows that an expert who assumes a more reasoned position may 
find it more challenging to get through to the court with a final conclusion. In 
contrast, the expert who maintains a strong position, who is driven by conviction 
and expresses unshakable confidence without any apprehension about the existing 
possibilities, will present the winning concept in court. But is this approach in the 
best interest of the child? The Danish court decisions were in line with the “confi-
dent expert’s opinion” despite the fact that the court was aware that this “expert” 
had no clinical experience with circumcised patients and did not conduct clinical 
examinations. To me, it was obvious that the girls had not been circumcised. My 
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assessments were made after I had rejected the hypothesis that “if one cannot see 
the clitoris it must be mutilation,” through examination and taking into account 
the circumstances of the individual case. I also presented high quality photos and 
videos of the girls’ clitorises, typically considered stronger evidence than is mere 
opinion. Although I was the expert with the most proven skills, scientific publica-
tions, and long-time clinical experience with FGC, my judgments did not succeed 
in making the Instance for Appeals and Complaints reconsider previous court 
judgments of FGM type 2. 

In general, expert witnesses are expected to use references for educative pur-
poses in court. NGO activists who work with values-based campaigns are some-
times called to act as experts. Publications from NGOs or text from social media 
sources are not peer-reviewed according to scientific principles but based in ideol-
ogy rather than science. If the prosecutors or lawyers use such materials and do 
not recognize their limitations, preconception bias will be introduced into trials. 
Thus, if this kind of information is promoted in court, the jury may interpret the 
statement as the one and only truth or fact. 
 

Conclusions 
 

Professionalism and practice: Safeguarding of best practices for genital examinations  
and equality before the law  
 

In conclusion, I judged the genitalia to be uncut in the Danish case because I could 
show evidence of intact clitoris and labia minora anatomy of girls with no clinical 
signs of complications. In addition, I recognized parents who had undergone the 
process of cultural change as regards the practice of FGC. The original judgments 
opposing this conclusion were made by non-qualified physicians who acted with-
out experience and had poor knowledge and took a pseudoscientific approach. 
They seem to have disregarded the principles of science and were thus unable or 
unwilling to question faulty claims in WHO reports. It led to incorrect conclu-
sions––a more critical and analytical approach for the examination of the same 
genital arrives at another conclusion. It is apparent which position most benefits 
the justice system and ultimately the welfare of the child. My view is that erroneous 
conclusions about FGC have led to premature consensus. If, then, the WHO’s 
consensus documents are used uncritically in court, it will lead to innocent people 
being convicted of crimes they did not commit.  
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According to my thirty years of experience in the field of FGC, the dialogue be-
tween academic scholarship and policy makers of WHO have several times been 
closed down, censored, or compromised. If we continue to accept that the ideol-
ogy-based zero-tolerance discourse weighs heavier than a science-based approach, 
we risk incarcerating innocent parents and separating children from their families 
on ideological rather than scientific grounds. This can certainly not be in the best 
interest of the child (Macklin, 2006). 
 
Practical recommendations by the Uppsala Model 
 

Over the years in Uppsala, we have developed a model for best practices of caring 
for circumcised women and children. This model includes recommendations re-
garding how to assess whether or not genitalia have been cut (Essén & Johnsdotter, 
2006; Essén & Mosselmans, 2020). I have found the conceptual framework of 
“factfulness” by Rosling and colleagues (2018) useful, as they propose the stress-
reducing habit of only carrying opinions for which one has strong supporting facts. 
The Roslings introduce a number of “instincts” we have that make us misinterpret 
facts in the area of global health matters, where we tend to see them as more dra-
matic than they are. He offers rules of thumb to control “the drama-intake atten-
tion filter” by making it a habit to always question dramatic stories that trigger 
one’s fear instinct (Rosling, Rosling, & Roennlund, 2018, p. 104). The concept is 
very applicable to reproductive health in general and FGC in particular. In line 
with this refreshingly critical stance, I have developed practical recommendations 
for judging genitals. Below, I provide some guiding principles to help expert wit-
nesses act in a fact-based manner in future judgements of allegedly mutilated gen-
itals.  
 
• Act as an expert only in the specific field in which you have proven experience, 
such as the multidimensional practice of FGC. Rosling and colleagues emphasize 
that “experts are experts only in their specific field” (2018, p. 187). However, they 
incline to believe that their special skills make them generally the best in judging, 
which is not the case. 
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• Before acting as an expert, recognize your “destiny instinct”1 by updating your 
knowledge of the context and processes of cultural change. The “standard tale of 
FGM” (Leonard, 2000; see also Johnsdotter about “the canon portrayal of FGM” 
in this volume)––the idea that “the practice of FGC is so deeply rooted in culture 
so it never changes”2 —may make you misinterpret facts and neglect manifesta-
tions of change of attitudes in individuals after migration from affected communi-
ties (Hodes et al., 2020).  
 
• To enrich the process of judgment and reduce the “single perspective instinct,” 
work within a multi-professional team. The team should offer multiple tools from 
different expert specialists: the gynecologist (expertise in genitals, tissue, and expe-
rience with cut patients), pediatric surgeon/urologist (expertise in child genitals 
and tissue), pediatrician with training in child abuse (expertise in child inquiries), 
and a specialist in forensic medicine (expertise in trauma, external injury, and legal 
aspects). 
 
• FGC is not a uniform standardized intervention, rather it is about context-spe-
cific practices with a variety of motives as to when, where, and by whom the pro-
cedure takes place, and the amount of tissue cut. Be aware of your “generalization 
instincts” by judging through a multidisciplinary team including anthropologist 
and other social scientists (expertise in culture, norms, religion, the politics of the 
practice, and ethnography). 
 
• FGC is typically controlled and managed by women. The instinct of blaming 
men for controlling women’s sexuality by genital mutilation is not substantiated 
by facts (Earp & Johnsdotter, 2020; Public Policy Advisory Network on Female 
Genital Surgeries in Africa, 2012). The rule of thumb is to resist the urge of “point-
ing the finger” at the father when assessing a case.  
 

 
1 Regarding what they call the “destiny instinct,” Rosling and colleagues (2018) advise people to heed change, also slow 
one. “Some knowledge goes out of date quickly. Technology, countries, societies, cultures, and religions are constantly 
changing” as it is formulated on the website gapminder.com about factfulness. 
2 See Johnsdotter (2002) on culturalist ideas in relation to unreflected expectations that FGC practices are maintained 
on a large scale among migrant communities. See also Palm et al. (2019) for a discussion about ramifications of the 
support for “the standard tale of FGM.” 
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• Use common sense when evaluating health consequences related to FGC. Is the 
perceived risk identified out of dread or does it reflect a solid medical inference? 
Evaluation of the risk of complications should not rest on assumptions. Control 
your “fear instinct” by separating risk calculation made on group level from indi-
vidual level and by separating facts from values. Any attempt at prognosticating—
during childhood—long-term physical, mental, or sexual complications in adult-
hood, should be avoided.  
 
• In general, WHO guidelines enjoy a high level of credibility (Earp & Johnsdotter, 
2020). The widely publicized medical long-term complications attributed to FGC 
are, however, rather infrequent and many of them lack causal explanations. The 
rule of thumb before judging a case is to keep in mind the accurate proportions 
and probabilities as well as using a critical approach when reviewing literature. 
 
• In general, activists turn to exaggerating the facts (Rosling et al., 2018, pp. 188–
189). Distinguish between testimonies emerging from migrant communities and 
statements from NGO activists who work with ideology-driven campaigns. An ac-
tivist of Somali background is not, per se, representative of the Somali community 
in the court room.  
 
• Information about bad events is more likely to reach us than is good news. This 
gives us systematically too-negative expectations according to Rosling and col-
leagues (2018). If you feel that you may carry such a “negativity instinct” in rela-
tion to the practice of FGC, remember that evidence shows that there is large-scale 
change in the practice among the Somali diaspora (Johnsdotter & Essén, 2016). 
 
• Finally, contemplate your role in the court proceedings if the court case has been 
reported in the mass media and gained publicity among the general public. The 
expectations of certain trial outcomes created by media reporting and public dis-
cussions can be overwhelming (Hayes & Luther, 2018; Otto, Penrod & Dexter, 
1994). Your role as an expert is not to accommodate such expectations and give 
in to social pressure––it is to maintain scientific principles and act in a way that 
protects the integrity of the legal system, and by so doing safeguard the best inter-
ests of the child.  
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