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General introduction

BACKGROUND

All societies have established norms and a set of cultural practices that help to maintain 

group solidarity and identity. These cultural practices deemed normal in one culture may be 

viewed as abnormal in other. One deeply rooted cultural practice is Female Genital Mutila-

tion/Cutting (FGM/C). As a result of humanitarian crises, such as armed conflict, forced 

displacement and natural disasters, the number of displaced persons is higher than at any 

point in recorded history (1). These processes of human migration and globalization have 

contributed to diffusion of practices such as Female Genital Mutilation/Cutting (FGM/C) 

to countries where this practice is uncommon.

Terminology and definitions

A variety of terms is used to describe the cutting of external female genital tissues, such as 

Female Genital Mutilation/Cutting (FGM/C), Female Genital Cutting (FGC), Female Geni-

tal Mutilation (FGM) and Female Circumcision (FC) (2). Throughout this thesis we adopt 

the official terminology used by the United Nations Children’s Fund (UNICEF) and the 

United Nations Population Fund (UNFPA) ‘Female Genital Mutilation/Cutting (FGM/C)’. 

This terminology highlights that the practice of FGM/C is a harmful practice that violates 

the human rights of girls and women and at the same time recognizes the importance of 

using respectful terminology when addressing FGM/C practising communities (2). FGM/C 

refers to a cultural practice which involves ‘partial or total removal of the external female 

genitalia, or other injury to the female genital organs for non-medical reasons’ (3).

Classification and health consequences of FGM/C

The type of procedure performed are determined culturally and socially. The WHO has 

classified FGM/C into three main types and one miscellaneous category (see Figure 1). 

Type I, or clitoridectomy, refers to partial or total removal of the clitoral glans and/or the 

prepuce/clitoral hood; Type II, or excision, refers to partial or total removal of the clitoral 

glans and the labia minora, with or without removal of the labia majora; Type III, the most 

severe form of FGM/C, which is known as infibulation, refers to excision of part or all of the 

external genitalia and stitching or narrowing of the vaginal opening. Type IV is unclassified. 

It includes all other harmful procedures to the female genitalia for non-medical purposes, 

e.g., pricking, piercing, incising, scraping and cauterizing (4).

FGM/C has been associated with adverse short- and long-term health consequences. In the 

short term, these include pain, excessive bleeding, swelling, problems with wound healing, 

infection, haemorrhage, urinary retention or injury to other vaginal tissues. In the longer 

term, they include chronic pain, chronic infections, urinary tract infections, bacterial vagi-

nosis, obstetric difficulties, painful sexual intercourse and other sexual- and relationship 
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problems. Moreover, women who have undergone the procedure are also more likely to 

develop psychological disorders, such as posttraumatic stress disorder and other psychi-

atric syndromes (5–11). Particularly, women who have undergone the most severe form of 

FGM/C (Type III, involving the sewing of genitalia) may require surgical interventions in 

order to avoid any obstetric or neonatal complications.

Prevalence and geographic distribution

FGM/C is practiced predominantly in countries in Africa, the Middle East and Asia (see 

Figure 2). The prevalence of FGM/C is routinely measured through the Demographic and 

Health Survey (DHS) and the Multiple Indicator Cluster Survey (MICS). UNICEF estimates 

that in over 30 countries at least 200 million girls and women alive today have undergone 

Figure 1. World Health Organisation Classification of Female Genital Mutilation/Cutting
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FGM/C (12) and according to UNFPA about 68 million girls are at risk of being cut between 

2015 – 2030 (13). However, these estimates only provide an account of FGM/C in coun-

tries with available nationally representative data on FGM/C. FGM/C is also prevalent in 

certain ethnic groups in Central and South America (i.e., Colombia, Peru), Eastern Europe 

(i.e., Dagestan – Russia, Georgia), Middle East (i.e., Iran, Oman), and Southeast Asia (i.e., 

Malaysia, Singapore). Although nationally representative data on FGM/C are not available 

for these countries, anecdotal accounts and small-scale studies provide an indication of the 

existence of the practice (14).

Figure 2. Percentage of girls and women aged 15 to 49 years who have undergone FGM/C, 2004–2016.
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The processes of human migration and globalization have contributed to diffusion of FGM/C 

to countries where this practice is uncommon, such as the Netherlands. It is estimated that 

over half a million first-generation women and girls in the EU, Norway and Switzerland had 

undergone FGM/C before their migration (15). Since the 1990s the migrant populations 

from countries where FGM/C is practiced in the Netherlands has significantly increased. 

As of January 2021, the number of female migrants residing in the Netherlands from the 

30 countries with available nationally representative data on FGM/C totals around 282,000, 

and the number of female migrants from 18 countries with no nationally representative data 

on FGM/C totals around 126,000. FGM/C is linked to ethnicity and the practice is prevalent 

in certain population groups; therefore, these numbers need to be interpreted with a degree 

of caution.

Origin and the social dynamics of FGM/C

There is no conclusive evidence to show where FGM/C first originated, however the practice 

dates back thousands of years, with a Greek Papyrus dated 163 B.C. referring to girls in 

Egypt undergoing circumcision. There is also some evidence pointing out to the presence 

of infibulation among Egyptian mummies (16,17). In the 19th century, clitoridectomy was 

surgically performed in the management of epilepsy, sterility and masturbation in the 

United Kingdom (18).

The practice of FGM/C is deeply entrenched in the beliefs and value systems of the cultures 

in which it is practiced (2). The paradox that people are perpetuating a tradition that they 

are aware of its harmful consequences has been previously noted. This could be explained 

by the social dynamics among individuals in communities where FGM/C is concentrated; 

parents have their daughter undergo FGM/C because they consider this as an important 

obligation to raise their daughter properly (19) and to prepare them for adulthood and 

marriage. This obligation can be considered a social convention to which people confirm, 

even if FGM/C inflicts harm. From this perspective, not confirming would lead to social 

exclusion, shame, stigma or even violence (20).

Various justifications have been offered for FGM/C which are interrelated and mutually 

reinforcing. Cleanliness, social acceptance, health, beauty, family honour, preserving the 

premarital and martial chastity, better marriage prospects, to promote fertility and child 

birth, and religious necessity are among the many reasons cited. In many cultures, FGM/C 

marks a transition from childhood to adulthood and preserve the cultural identity of a 

particular ethnic group. The rites of passage provide girls with important information 

necessary for becoming a woman according to the standard of a particular culture. Despite 

the fact that FGM/C predates the founding of both Christianity and Islam (21) and it is not 
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mentioned in major religious scriptures, the belief that the practice is a religious obligation 

has been often cited as a reason for performing FGM/C.

A human rights violation

FGM/C is internationally recognized as a human rights violation and is considered an 

extreme form of discrimination against girls and women, and a form of violence against 

girls (3). The practice of FGM/C violates several human rights, including rights outlined 

under the Universal Declaration of Human Rights, the UN Convention on the Elimina-

tion of All Forms of Discrimination against Women (CEDAW) (a form of violence against 

women), the Convention on the Rights of the Child (CRC) (an instance of child abuse) and 

the Convention against Torture and Other Cruel, Inhuman, or Degrading Treatment or 

Punishment (a form of torture) (2). Global efforts to end FGM/C are ongoing and the prac-

tice has been identified as a Sustainable development goal (22). A variety of programmatic 

efforts, research and policy interventions – led by several national and international (non)

governmental organizations and UN agencies – have been implemented to encourage the 

abandonment of FGM/C. These strategies include, among others, advocacy and education 

interventions aimed at communities and (religious)leaders, legislation banning FGM/C, 

healthcare interventions, media interventions, and campaigns encouraging community 

dialogue about the practice (23).
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FEMALE GENITAL MUTILATION/CUTTING AND THE 
NETHERLANDS

Globally, many countries have increasingly undertaken law reform to prohibit the practice 

(18). In the Netherlands, performing any form of FGM/C is forbidden by law and punish-

able by an incarceration term of up to 16 years if FGM/C is performed (or was ordered to 

be performed) on one’s own child. The law also applies to any permanent resident of the 

Netherlands who performs FGM/C, or orders FGM/C to be performed, on someone under 

the age of 18 anywhere in the world. To date, there has only been one court case in the 

Netherlands in which FGM/C was alleged, but the suspect (the father) was not convicted for 

performing FGM/C due to a lack of evidence (24).

Since 2006, a Dutch approach against the practice of FGM/C has been implemented, with 

the goal of preventing the practice through engagement of communities and training of 

healthcare providers and workers (25). In the Netherlands, all children under 19 years are 

invited regularly for preventive consultations with Youth Health Care professionals, and 

the latter are required to identify and assess the risk of FGM/C. They inform parents about 

the health consequences of FGM/C and explain that the practice is prohibited by law in 

the Netherlands. Also, parents are provided with a document about this law (‘statement 

opposing female circumcision’), signed by official authorities, to support parents in resisting 

pressure from family to have FGM/C performed when traveling abroad (25). As of July 

2013, healthcare providers, social care professionals and teachers who are concerned that a 

girl may be at risk of FGM/C are required to abide by Reporting Code, as stipulated under 

the law on Mandatory Reporting of Domestic Violence and Child Abuse (26).

OBJECTIVES OF THIS THESIS

As a result of increasing migration of girls and women from countries where FGM/C is 

concentrated, FGM/C has become a growing concern for policy makers and (health)profes-

sionals in high-resource countries such as the Netherlands. The migration from FGM/C 

practicing countries to high-resource countries will even further increase (27,28). Conse-

quently, in the near future, health care providers are expected to provide care for more 

women with FGM/C. There is increasing evidence that women with FGM/C receive lower 

quality of care (29). Professionals need to know about the practice of FGM/C in general and 

its health consequences and understand the social dynamics that perpetuate FGM/C after 

migration in order to be able to identify girls at risk and to provide culturally sensitive care 

to those who have undergone FGM/C.
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Although the Dutch approach against the practice of FGM/C is since 2006 in place, we do 

not know whether this approach sufficiently prevents the occurrence of FGM/C among 

vulnerable girls in particular migrant populations. Better insight is needed in the risk 

of FGM/C in these migrant groups. Since many immigrants have undergone FGM/C in 

their country of origin, these women may need appropriate care to alleviate the adverse 

health consequences. As the presence of FGM/C in the Netherlands is not documented 

systematically, there is a lack of knowledge on the magnitude of migrant women at risk 

for health problems due to FGM/C, and of the medical attention they currently receive in 

the Netherlands, especially in primary healthcare since this is the first port of entry to the 

Dutch healthcare system, and thus the first place to encounter health problems of women 

with FGM/C in the Netherlands.

The primary objectives of this thesis are:

1. To estimate the prevalence and risk of Female Genital Mutilation/Cutting (FGM/C) 

among migrant girls and women in the Netherlands.

2. To explore the attitude and intention of migrant populations in the Netherlands regarding 

FGM/C.

3. To investigate the registration of FGM/C and recognition and treatment of related health 

problems in Dutch general practice and to explore experiences with general practitio-

ners of women who have undergone FGM/C.



16

Chapter 1

OUTLINE OF THIS THESIS

Objective one will be addressed in chapters 2 and 3. First, the number of girls and women 

who have experienced any form of FGM/C and those at risk of FGM/C will be estimated us-

ing an extrapolation model. Then, in chapter 3 the prevalence of FGM/C will be determined 

among women giving birth in the Netherlands through a nationwide survey of primary care 

midwifery practices. Additionally, the findings will be compared with the expected preva-

lence of FGM/C among all women giving birth in the Netherlands using the extrapolation 

model. Chapter 4 discusses the attitude and intention of migrant populations in the Neth-

erlands regarding FGM/C. Chapter 5 provides insight into how often general practitioners 

record FGM/C and related health problems using a case-control study of patient records. 

The experiences of women with FGM/C in Dutch general practice are the focus in Chapter 

6. The purpose of the final chapter is to present the main findings in light of the objectives, 

discuss methodological challenges and discuss the social impact of the current thesis. The 

chapter concludes with a set of recommendations for future directions in, policymaking, 

practice and research.
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ABSTRACT

Objectives. The aim of the study was (I) to estimate the prevalence of Female Genital 

Mutilation/Cutting (FGM/C) and distribution of types of FGM/C among migrant girls and 

women in the Netherlands, and (II) to estimate the number of migrant girls at risk of being 

cut in the immediate future.

Methods. National population-based survey data regarding FGM/C prevalence were ap-

plied to female migrants in the Netherlands who migrated from 29 countries with available 

nationally representative data on FGM/C.

Results. As of January 1st 2018, there were 95,588 female migrants residing in the Neth-

erlands, originating from 29 countries with available nationally representative data on 

FGM/C. Our findings suggest that about 41,000 women had undergone FGM/C, of which 

37% had Type III (infibulation). In total 4,190 girls are estimated to be at risk of FGM/C in 

the next 20 years, of whom 394 were first-generation girls.

Conclusion. These findings show the urgency to develop appropriate strategies and poli-

cies to prevent FGM/C, to protect girls and women at risk of the practice, and to provide 

adequate services and support for those affected by FGM/C in the Netherlands.
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The prevalence and risk of FGM/C in the Netherlands

BACKGROUND

Female Genital Mutilation/Cutting (FGM/C) ‘comprises all procedures involving the partial 

or total removal of the external female genitalia, or other injury to the female genital organs 

for non-medical reasons’ [1]. The World Health Organization classifies FGM/C into four 

types, depending on the extent of cutting, ranging from a nick of the clitoris to infibulation, 

which involves the removal of clitoris and labia with the remaining genitals sewing up, 

leaving only a small opening [1]. FGM/C, especially infibulation, has been associated with 

an increased risk of health complications, including severe pain, excessive bleeding, urinary 

tract infections, bacterial vaginosis, painful sexual intercourse and adverse perinatal out-

comes [2–4] as well as negative effects on mental health [5–7].

FGM/C is practiced predominantly in countries in Africa, the Middle East and Asia. The 

prevalence of FGM/C is routinely measured through the Demographic and Health Survey 

(DHS) and the Multiple Indicator Cluster Survey (MICS). The United Nations Children’s 

Fund estimates that in over 30 countries at least 200 million girls and women alive today 

have undergone FGM/C [8] and, according to the United Nations Population Fund about 

68 million girls are at risk of being cut between 2015 – 2030 [9].

As a consequence of migration from countries where FGM/C is concentrated, the practice 

has become a global issue and a rising concern in Western countries. In order to develop 

effective interventions to prevent FGM/C from being practiced in Western countries and 

to provide appropriate health care to girls and women who have undergone FGM/C, it 

is important to have insight into the prevalence of FGM/C in countries of destination. 

Therefore, the European parliament has called for better data and methods to estimate the 

number of girls and women who have undergone FGM/C and girls at risk for the practice 

in Europe [10,11].

A population-based survey in countries of destination to determine the prevalence of 

FGM/C in migrant communities, similar to DHS and MICS, is challenging due to, among 

others, financial constraints and methodological issues. Therefore, most estimates of 

FGM/C among female migrants in Western countries are based on extrapolation from DHS 

and MICS prevalence data on FGM/C from countries of origin to the resident migrant 

populations [12]. Using this model for indirect estimation, it was estimated in 2012 that 

about 29,000 girls and women in the Netherlands were already subjected to FGM/C, and 

that between 600 and 3,800 girls were at risk of FGM/C in the next 15 years in the Nether-

lands [13].
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Studies on the prevalence- and risk of FGM/C among migrant women and girls in European 

countries have been challenged, due to, among others, several methodological constraints 

in the field, including, for example, the use of national FGM/C prevalence [12]. One 

limitation of using national FGM/C prevalence is that it does not account for variation in 

FGM/C prevalence across regions and different ethnicities [12–14]. Despite some of these 

methodological issues, recent studies in the field of indirect estimation have improved 

their estimates by taking into account, for example, differences between first- and second-

generation migrants, ages at the time of arrival, places of birth, and the selection process of 

migrants [13,15–18]. Other improvements could be adopted, for instance, to adjust FGM/C 

estimates for time-dependent patterns of the practice in country of origin, age distributions 

before and after migration, impact of migration and acculturation, and enforcement of 

preventive measures to target girls potentially at risk in country of destination, which will 

affect first- and second-generation female migrants differently.

The introduction of actively enforced preventive measures to target girls potentially at risk 

in country of destination is of particular interest. In 1993, an official statement in the Neth-

erlands was made declaring that FGM/C was prohibited under criminal law. However, an 

active prevention and prosecution policy with nationwide coverage was not implemented 

until 2006 [19–21]. The rationale behind the Dutch approach against FGM/C is to prevent 

FGM/C by accomplishing a behavioural change towards the practice. The prevention 

policies in the Netherlands consist of, among others, awareness raising on FGM/C among 

communities concerned and the empowerment of women, as well as training of health pro-

fessionals and health care workers to support women affected by FGM/C and to identify and 

prevent girls from being cut [22]. To our knowledge, no prevalence study has assessed the 

influence of preventive measures to target girls potentially at risk in country of destination 

on FGM/C estimates. The aim of present study was (I) to estimate the prevalence of FGM/C 

and distribution of types of FGM/C among female migrants in the Netherlands, and (II) 

to estimate the number of girls at risk of being cut in the immediate future, with age-and 

region-specific estimates for periods before- and after migration. These estimates were 

adjusted to account for the effect of ‘migration and acculturation’ and ‘preventive measures’ 

to target girls potentially at risk in country of destination.
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METHODS

Study population

The study population consisted of first- (n = 60,297) and second-generation female mi-

grants (n = 35,291) residing in the Netherlands at January 1st, 2018 (reference year/date), 

originating from the 29 countries with available nationally representative data on FGM/C 

(see Table 1). First-generation migrants refer to girls and women who migrated from these 

countries, whereas second-generation migrants refer to girls born in the Netherlands to at 

least one parent who has migrated from one of these countries.

The Netherlands has a large number of migrants from Indonesia. Although FGM/C is prac-

tised in Indonesia, we did not include female migrants from Indonesia in the present study. 

Nationally representative data on FGM/C in Indonesia is available only for girls under the 

age of 11 years. This data shows that nearly half of girls (49%) under the age of 11 have 

undergone some form of FGM/C [23]. We deemed it not reasonable to assume a similar 

prevalence among girls and women above 12 years.

For this study, Statistics Netherlands (CBS) provided microdata on first- and second-

generation female migrants at January 1st, 2018 by country of origin, birth place, date of 

arrival in the Netherlands, and current age. Under the General Data Protection regulation 

these indirectly identifiable data are available for scientific research under strict conditions 

of confidentially and ethical requirements [24]. Using Microsoft office Excel (2016) and 

IBM SPSS Statistics (version 25.0), the dataset had to be processed by regrouping the female 

migrants according to regions within their countries of origin and calculating their age 

upon arrival in the Netherlands. We also received access to data from Central Agency for 

the Reception of Asylum Seekers (COA) about female asylum seekers in the reception 

centres by current age and country of origin.

FGM/C practice in countries of origin

The most recent DHS and MICS were provided by ICF International and UNICEF on 

September 12, 2017 and September 7, 2017 respectively (see Table 1). DHS and MICS are 

nationally representative household surveys, covering a range of demographic and health 

issues in developing countries including FGM/C. Since DHS and MICS surveys are limited 

to women of reproductive age (15 to 49), assumptions were made on FGM/C prevalence 

for age groups under 15 and above 49. Data on the prevalence of FGM/C among daughters 

aged 0 to 14 as reported by their mothers are available. Since many of these girls may not 

have reached the customary age at the time of the survey, prevalence data for girls under 15 

reflect their current, however not their final FGM/C status [14]. We therefore used data on 

age at which FGM/C is performed, derived from respondents between 15 and 49 years in 
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Table 1. DHS and MICS data: country of origin, source- and year of publication, overall prevalence (%) and 

the prevalence of Type III and other types of FGM/C (%); Statistics Netherlands dataset on first- and second-

generation female migrants.

Country of  

origin

DHS and MICS data  Statistics Netherlands

Source
Year of 

publication

Overall 

FGM/C 

prevalence 

(%)

Type of FGM/C 

(%)
First-

generation

Second- 

generation
Total

Type 

III

Other 

types or 

unknown

Benin MICS 2014 9.2 10.1 89.9 102 83 185

Burkina Faso DHS 2010 75.8 1.2 98.8 135 145 280

Cameroon DHS 2004 1.5 5.0 95.0 924 697 1621

Central African 

Republic
MICS 2010 24.3 7.0 93.0 30 10 40

Chad DHS 2014-15 38.4 9.4 90.6 27 39 66

Côte d’Ivoire DHS 2011-12 38.2 8.7 91.3 530 351 881

Djibouti MICS 2006 93.2 67.2 32.8 79 63 142

Egypt DHS 2015 87.2 0.7 99.3 4716 5214 9930

Eritrea PHS 2010 83.0 38.6 61.4 6271 784 7055

Ethiopia DHS 2016 65.2 6.5 93.5 7266 2920 10186

Gambia DHS 2013 74.9 0.0 100.0 347 286 633

Ghana MICS 2011 3.8 7.9 92.1 7255 4864 12119

Guinea DHS 2012 96.9 7.5 92.5 1118 979 2097

Guinea-Bissau MICS 2014 44.9 6.0 94.0 106 78 184

Iraq MICS 2011 8.1 0.0 100.0 7004 3038 10042

Kenya DHS 2014 21.0 9.3 90.7 1546 944 2490

Liberia DHS 2013 49.8 0.0 99.9 593 692 1285

Mali DHS 2012-13 91.4 10.6 89.4 82 95 177

Mauritania MICS 2015 66.6 4.5 95.5 32 62 94

Niger DHS 2012 2.0 6.3 93.7 54 74 128

Nigeria DHS 2013 24.8 5.3 94.7 3038 3025 6063

Senegal DHS 2016 22.7 7.1 92.9 385 419 804

Sierra Leone DHS 2013 89.6 9.0 91.0 1349 973 2322

Somalia MICS 2006 97.9 79.3 20.7 12924 6824 19748

Sudan MICS 2014 86.6 77.0 23.0 1909 1101 3010

United Republic of 

Tanzania
DHS 2015-16 10.0 6.6 93.4 565 606 1171

Togo DHS 2013-14 4.7 15.4 84.6 446 377 823

Uganda DHS 2016 0.3 0.0 100.0 1104 411 1515

Yemen DHS 2013 18.5 0.0 100.0 360 137 497

Total 60297 35291 95588
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DHS and MICS surveys. These data were first adjusted for women with missing informa-

tion on age at cutting, and subsequently age-specific proportions were multiplied with the 

national FGM/C prevalence for age group 15 to 19 years. This procedure provided for each 

country of interest an age-specific prevalence of FGM/C for the 5 years age groups 0–4, 5–9, 

and 10–14.

For women older than 49 years of age, we assumed that they would have the same FGM/C 

prevalence as women aged 45 to 49, the oldest age group for which information was avail-

able in the DHS and MICS surveys. The age-specific prevalence across age groups captures 

the increase in new cases of FGM/C in each older age group. This procedure will present 

FGM/C estimates with much higher precision than using a dichotomous estimate based 

on median age of cutting or relying on the FGM/C prevalence in the age group 15-19 only.

For countries with substantial regional variation in FGM/C, the age-specific prevalence per 

region was calculated, based on regional distribution of FGM/C in the most recent survey. 

For 8 countries with a national FGM/C prevalence well above 80% and small regional dif-

ferences (see Table 1), this adjustment was not applied. A similar approach was considered 

for ethnicity, but since information on ethnicity of migrants in the Netherlands was not 

available no further stratification on FGM/C prevalence was used.

Estimation of FGM/C occurrence among female migrants in the Netherlands

Migration and acculturation and preventive measures in country of destination

Similar to the present study, previous studies have taken into consideration factors in the 

extrapolation model on the number of girls at risk, that capture important differences 

between country of destination and country of origin [25]. The first impact factor relates 

to migration and acculturation. Through migration it is expected that some acculturation 

will take place, referring to “the dual process of cultural and psychological change that 

takes places as a result of contact between two or more cultural groups and their individual 

members” [26]. There is no empirical evidence available, but it is a reasonable assump-

tion that FGM/C practice will be less common among migrants with permanent residence 

in the Netherlands, than in their country of origin. Hence, the impact of “migration and 

acculturation” can be introduced as a reduction factor on FGM/C estimates with a value 

between 0 (perfect adoption of Dutch culture with respect to FGM/C) and 1 (no influence 

whatsoever on FGM/C practice).

The second impact factor relates to ‘preventive measures’ in the country of destination.  In 

the Netherlands, an active prevention policy with nationwide coverage was implemented in 

2006 [19–21]. In the Netherlands, at set ages from birth onwards, health and development 
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of children between 0 and 19 years of age are monitored by Youth Health Care centres. 

These centres play an important role in providing health promotions and disease prevention, 

among which FGM/C [27]. Youth health care professionals are required to inform parents 

from countries where FGM/C is practiced that FGM/C is prohibited and prosecution could 

follow if FGM/C is established. These professionals are also required to identify and assess 

the risk of FGM/C [21]. In this study, a reduction factor was introduced to adjust the risk 

estimation from the year 2006 onward, in order to account for the influence of preventive 

measures. The challenge would be to assess the relative change in attitude towards discon-

tinuation of FGM/C among migrants, and to assess the extent to which preventive measures 

may have been effective. This challenge arises from the lack of empirical data that capture 

change in the practice of FGM/C after migration. Therefore, in the absence of such data, we 

performed a sensitivity analysis in which we varied the impact factors, including a scenario 

in which no reduction was applied, that is, no corrections were made to take into account 

the influence of migration and acculturation and preventive measures on risk estimation. 

The sensitivity analysis was conducted with arbitrary reduction factors ranging from 0% 

to 100%. The procedure provided lower- and upper boundaries for the reported estimates 

on FGM/C prevalence- and risk, but these boundaries cannot be regarded as confidence 

intervals. However, the no reduction scenario, that is maximum estimate of the number 

of girls at risk of being cut, would imply that migrants have not been acculturated towards 

discontinuation of FGM/C, while there is increasing evidence on attitude change toward 

discontinuation of the practice in destination countries that indicate FGM/C is practiced at 

lower rates than in countries of origin [28–32]. This scenario would also imply that preven-

tive measures in the Netherlands have not been effective at all. There is no indication of 

FGM/C being performed in the Netherlands and no suspected FGM/C case has, as yet, been 

convicted by a court [33]. It is therefore safe to attribute this to the preventive measures in 

the Netherlands which target girls potentially at risk of FGM/C. The 50:50% reduction was 

considered the neutral scenario. We acknowledge that this scenario is speculative, but in 

the absence of data it rather indicates an equal balance between the preventive measures 

being effective and not being effective, and an equal balance between migrants acculturating 

towards discontinuation of the practice and not acculturating towards discontinuation of 

the practice.

FGM/C prevalence- and risk estimation

In compliance with earlier studies (e.g., ref. [15]) girls and women were categorized in those 

hypothesized to have been cut before their migration to the Netherlands, those hypoth-

esized to have been cut after their migration, and those hypothesized to have not been cut, 

but potentially still are at risk of the practice.
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Since FGM/C has a strong positive social and cultural value, the practice may continue after 

migration. While many re-evaluate and abandon FGM/C in exile [28–32], there are some 

indications that FGM/C is practised in Europe (e.g., France, Italy, Switzerland and United 

Kingdom) by traditional practitioners or by medical personnel [17,34,35]. In addition, there 

is emerging evidence indicating that girls undergo FGM/C during their holiday in countries 

of origin [36,37]. We therefore assumed that at a certain point in time, some girls born in 

the Netherlands, and some girls who at the time of arrival in the Netherlands were younger 

than 19, have undergone FGM/C after their migration to the Netherlands.

In order to avoid underestimation, in the present study, we assumed a maximum age of cut-

ting of 20 years, as in some countries girls may still be at risk of undergoing cutting after the 

age of 15 [11,38]. The estimation method accounted for time-varying patterns of FGM/C 

practice during different periods of calendar time and ageing of individuals in country of 

origin and in the Netherlands.

As shown in Fig 1, female migrants were further divided into first- and second-generation. 

The first-generation girls and women consisted of three groups (groups 1a, 1b, and 1c), 

based on age at arrival and age at January 1st, 2018. The second-generation girls and women 

consisted of only two groups (groups 2a, and 2b), based on age at January 1st, 2018. Those 

who had reached the age of 20 at the reference date (groups 1a, 1b, and 2a) were included 

in the estimation of FGM/C prevalence and regarded as no longer at risk for FGM/C. The 

younger female migrants (groups 1c, 2b) comprised girls below age of 20, who may have 

been cut before the reference date or who may be still at risk for FGM/C after the reference 

date. Hence, these latter groups contributed to both the FGM/C prevalence as well as the 

FGM/C risk.

Fig 1. Distinction within female 

migrants in the Netherlands. 

Groups that only contribute to the 

prevalence of FGM/C at January 1st, 

2018 (solid boxes) and groups that 

contribute both to the prevalence of 

FGM/C and to potential new cases 

thereafter (dashed boxes).
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Group 1a comprised girls and women who may have been subjected to FGM/C before 

their migration to the Netherlands at age 20 or older. After arrival in the Netherlands, new 

cases of FGM/C were considered not possible. The prevalence of FGM/C in this group was 

obtained by applying the age-specific FGM/C prevalence in the country of origin, adjusted 

for regional differences in FGM/C prevalence when necessary, to the age composition of 

female migrants in the Netherlands.

Group 1b consisted of girls and women who at the time of arrival in the Netherlands were 

19 years or younger, and who were 20 years or older at January 1st, 2018. The prevalence of 

FGM/C in this group was calculated in two steps. First, we applied the age-specific FGM/C 

prevalence of region in country of origin to all girls until their age of arrival in the Nether-

lands. In the second step, from that age until their 20th birthday they were considered to be 

exposed to FGM/C practice among female migrants in the Netherlands.

In our model, we introduced a ‘preventive impact factor’ of 50% on FGM/C practice in the 

Netherlands after January 1st 2006, due to nationwide preventive measures to target girls 

potentially at risk as described below. Girls who reached the age of 20 years before 2006 

were assigned the age-specific FGM/C prevalence according to their country- and region 

of origin. Girls still below this age at start of 2006 were assigned a 50% reduction factor on 

FGM/C for their remaining years from age at 2006 until age 20.

Group 1c comprised girls who at the time of arrival in the Netherlands were 19 years or 

younger and who were still 19 years or younger at January 1st, 2018. In line with Group 1b, 

we first applied the age-specific FGM/C prevalence of region and country of origin to all 

girls until their age of arrival in the Netherlands. After arrival in the Netherlands, for age 

years before 2006 the prevalence of FGM/C was determined by the same procedure as in the 

first step. For age years from 2006 onwards until 2018 we again assigned a 50% reduction 

factor to the estimation of the prevalence of FGM/C. At January 1st, 2018, we first estimated 

the population-at-risk, i.e. the number of girls still younger than 19 years minus those girls 

who had underwent FGM/C in the years before. Subsequently, for this population-at-risk 

the estimation of the number of girls potentially at risk for FGM/C after the reference date 

was based on 50% reduction factor on the age-specific FGM/C prevalence in country of 

origin. Second-generation migrants were distinguished into two groups (groups 2a and 2b), 

depending on whether girls were still at risk for FGM/C after the reference date. We as-

sumed that second-generation women aged 20 years or older at January 1st 2018 (Group 2a) 

had a lower risk for FGM/C due to migration and acculturation on attitudes and behaviour 

towards cutting. For years lived before January 1st 2006, the ‘migration and acculturation’ 

impact factor was set at 50% for age-specific FGM/C prevalence from birth onwards. For 

years lived thereafter, the nationwide preventive measures to target girls potentially at risk 
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in the Netherlands would also introduce a 50% reduction, and, thus, the combined effect of 

‘migration and acculturation’ and ‘preventive measures’ to target girls potentially at risk was 

set at 75% reduction. Hence, age-specific FGM/C prevalence of regions within countries 

of origin with reduction factors of 50% and 75% were applied in this group, depending on 

years spent before and after the reference date in 2006, as described below.

The second-generation girls in Group 2b contributed to both the FGM/C prevalence at 

January 1st, 2018, as well as the risk for FGM/C in the near future. A similar procedure was 

followed as in Group 2a, with reduction factors on age-specific FGM/C prevalence of 50% 

or 75%, depending on years lived before and after January 1st 2006. Since these girls were 

younger than 20 years of age at January 1st, 2018, this group also contributed to the FGM/C 

risk in the near future. A similar procedure was adopted as for Group 1c, albeit with a 

reduction factor of 75%.

Type of FGM/C occurrence among female migrants in the Netherlands

We estimated the proportion of those who have undergone infibulation, the most severe 

form of FGM/C (Type III), by extrapolating the distribution across different types of 

FGM/C in country of origin to our study population of female migrants in the Netherlands. 

Other types of FGM/C were merged into a single category called ‘Other types of FGM/C’.
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RESULTS

As of January 1st 2018, there were about 95,000 female migrants residing in the Netherlands 

whose country of origin is one of the 29 countries with available nationally representa-

tive data on FGM/C, of which 37% were second-generation girls and women (see Fig 2, 

and 3). In the last decade, at the time of arrival in the Netherlands, approximately 60% 

of these women were aged 20 and over. The largest groups of female migrants were from 

Somalia, Ethiopia, and Egypt with high FGM/C prevalence and from Ghana and Iraq with 

low FGM/C prevalence.

It was estimated that about 41,000 female migrants originating from countries where 

FGM/C is practiced have undergone FGM/C, resulting in a prevalence of 43% (see Table 2). 

About 15,000 of these 41,000 female migrants have most probably undergone infibulation, 

most prevalent in the Somalian population. It was also estimated that 4,190 girls are at risk 

of FGM/C in the near future. Of the girls at risk, approximately 41% were at risk of infibula-

tion. The number of first-generation girls at risk of FGM/C was only 394 (9%), reflecting 

low immigration of young girls in recent years. Second-generation girls at risk of FGM/C 

are predominantly from 5 countries, with in descending order Somalia (45%), Egypt (15%), 

Ethiopia (8%), Sierra Leone (8%), and Guinea (6%). It is predicted that in the next 5 years 

1,677 girls are at risk of FGM/C (355 per year), and in the 15 years thereafter another 2,514 

girls are at risk of FGM/C (168 per year).

The sensitivity analysis showed that changes of 25% in the reduction factors resulted in a 7% 

downwards to 9% upwards estimation of the FGM/C prevalence among female migrants in 

the Netherlands. The respective results for girls at risk of FGM/C were a 15% downwards 

and 17% upwards estimation (see Table 3). The scenario with no impact of prevention 

activities (0%) or acculturation (0%) had the highest estimates for FGM/C prevalence (24% 

increase) and girls at risk (35% increase).
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Fig 2. Number of first-generation girls and women by year of arrival and ages at the time of arrival in the 

Netherlands.

Fig 3. Number of second-generation girls and women by year of birth and current age.
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Table 2. Estimated numbers of girls and women already undergone FGM/C by Type III, and estimated number 

of girls at risk of FGM/C.

Country of 

origin

Undergone FGM/C Number of girls at risk of FGM/C

Prevalence 

of FGM/C 

(%)

Total number of girls 

and women with 

FGM/C

Type III
First 

generation

Second 

generation

Girls at 

risk of 

Type III

Total

Benin 6.7 12.42 1.25 0.27 1.41 0.17 1.68

Burkina Faso 56.6 158.50 1.90 0.98 10.70 0.14 11.67

Cameroon 0.8 13.36 0.67 0.30 10.16 0.52 10.46

Central 

African Rep.
16.6 6.62 0.46 0.13 0.70 0.06 0.83

Chad 24.0 15.82 1.49 0.20 2.89 0.29 3.09

Côte d’Ivoire 26.9 237.22 20.64 2.12 22.21 2.12 24.34

Djibouti 71.6 101.61 68.28 0.56 7.59 5.47 8.14

Egypt 62.1 6168.26 43.18 121.25 555.39 4.74 676.64

Eritrea 57.1 4025.79 1553.96 105.67 67.19 66.72 172.86

Ethiopia 57.9 5899.94 383.50 27.83 305.85 21.69 333.68

Gambia 57.4 363.22 0.00 1.49 10.63 0.00 12.11

Ghana 2.0 243.31 19.22 0.48 15.70 1.28 16.17

Guinea 66.2 1387.48 104.06 3.96 214.46 16.38 218.41

Guinea-Bissau 34.5 63.39 3.80 0.08 6.77 0.41 6.85

Iraq 16.5 1659.91 0.00 14.79 73.55 0.00 88.33

Kenya 33.1 824.87 76.71 28.60 52.82 7.57 81.42

Liberia 34.5 443.79 0.00 1.43 76.54 0.00 77.97

Mali 72.6 128.44 13.61 0.12 1.93 0.22 2.05

Mauritania 44.5 41.86 1.88 0.01 1.69 0.08 1.70

Niger 1.9 2.40 0.15 0.02 0.34 0.02 0.36

Nigeria 24.6 1491.48 79.05 10.08 125.15 7.17 135.23

Senegal 16.4 131.87 9.36 0.74 6.58 0.52 7.31

Sierra Leone 60.8 1410.95 126.99 14.66 295.02 27.87 309.68

Somalia 71.0 14012.37 11111.81 24.21 1722.30 1384.98 1746.51

Sudan 65.1 1959.98 1509.18 32.83 191.95 173.08 224.78

United Rep. of 

Tanzania
8.1 95.16 6.28 0.86 13.23 0.93 14.10

Togo 3.8 31.28 4.82 0.11 2.58 0.42 2.70

Uganda 0.3 4.05 0.00 0.27 0.55 0.00 0.82

Yemen 11.8 58.66 0.00 0.15 0.30 0.00 0.45

Total 42.9 40994.01 15142.26 394.18 3796.17 1722.84 4190.35
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Table 3. Results of the sensitivity analysis.

Reduction factors

FGM/C 

prevalence

FGM/C-risk

‘Prevention’ 

impact factor 

(%)

‘Migration and 

acculturation’ impact 

factor (%)

‘Prevention’ and ‘Migration 

and acculturation’ impact 

factors combined (%)

First-

generation

Second-

generation

50 50 75 40994 394 3796

0 0 0 48026 533 4711

25 50 62.5 38213 229 3255

50 25 62.5 39075 394 3273

50 75 87.5 42913 394 4276

75 50 87.5 43775 495 4301

75 75 87.5 44510 495 4276

Shaded boxes indicate base scenario.
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DISCUSSION

In the Netherlands it is estimated that about 41,000 first- and second-generation girls and 

women on a total of approximately 95,000 girls and women, originating from countries 

where FGM/C is practiced, have undergone FGM/C. The prevalence of FGM/C in the 

Netherlands is mainly concentrated among girls and women from six FGM/C practicing 

countries (i.e., Somalia, Egypt, Ethiopia, Eritrea, Sudan and Iraq). A substantial propor-

tion has suffered from infibulation. About 4,000 girls were estimated at risk of undergoing 

FGM/C in the next 20 years. Of the girls at risk, about 41% were at risk of infibulation.

These figures have significant implications for targeting girls and women in prevention pro-

grams and for identifying medical needs and subsequent provision of health care resources 

in the Netherlands. Our estimation method showed the importance for validity of these 

estimates of adjustments for regional variation in FGM/C in countries of origin, and for 

‘migration and acculturation’ and ‘preventive measures’ to target girls potentially at risk in 

country of destination. Further, several methodological choices and particular assumptions 

have influenced the presented estimation of FGM/C prevalence and girls at risk. Crucial 

methodological choices pertain to the use of age-specific FGM/C prevalence in 5-year age 

groups in countries of origin, and adjustments for regional differences in the prevalence of 

FGM/C in countries of origin.

The customary age for cutting in countries of origin (also referred as the median age for 

cutting) is often used to distinguish between girls at risk and cut girls. To avoid overesti-

mation, girls whose age is above the customary age for cutting are usually excluded from 

FGM/C risk calculation (e.g., refs.[11,15]). However, we believe that the use of age-specific 

FGM/C prevalence- and risk estimation have particular advantages compared to the use of 

customary age for cutting in our model. The DHS and MICS data on age at which FGM/C is 

performed, show that in some countries FGM/C is not limited to a narrow age interval. In 

several countries (i.e., Central African Republic, Guinea-Bissau, Kenya, Liberia, Sierra Le-

one and the United Republic of Tanzania) between 11 per cent (Central African Republic) 

and 28 per cent (the United Republic of Tanzania) of cut girls and women underwent the 

procedure after the age of 15, while the median age for FGM/C is usually lower than 15. Our 

preference for age-specific figures is in line with existing evidence that in some communi-

ties, girls and women are at risk of being cut until they are married or due to other social 

pressures [11,38]. In addition, the customary age for cutting appears to be less relevant in 

the migration context, where the ‘opportunity to cut’ might be a more prominent factor 

determining the practice of FGM/C than the customary age at cutting [11]. Our improved 

method also avoids the scepticism expressed by Ziyada and colleagues [15] concerning the 

exclusion of first- and second-generation girls who have been younger than the customary 
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age for FGM/C in their countries of origin (at the time of arrival), but older than that age at 

time of data collection.

The adjustment for regional variation of FGM/C was conducted in 21 out of 29 countries, 

illustrating the potential importance of this improvement. However, the influence on the 

estimated FGM/C prevalence among female migrants in the Netherlands could be limited, 

since the estimation is largely driven by the countries of origin with FGM/C prevalence 

well above 80%. In these countries FGM/C is almost universal, with almost no variation in 

FGM/C prevalence among regions.

Crucial assumptions in the estimation method relate to the magnitude of impact factors 

for ‘preventive measures’ and ‘migration and acculturation’ and the introduction of the year 

2006 as turning point in FGM/C policy in the Netherlands. To our knowledge, this study 

is the first to consider the influence of preventive measures to target girls potentially at 

risk in country of destination while estimating FGM/C. In the Netherlands, no suspected 

FGM/C case has, as yet, been convicted by a court [33] and there are some studies report-

ing cultural change in relation to cutting girls [28–32]. However, although these studies 

have informed our understanding of FGM/C in a new social context, they are restricted 

to particular FGM/C practising communities. Moreover, the majority of these studies are 

qualitative in nature, therefore, the findings need to be interpreted with caution. Further, 

no study has been conducted into the effectiveness of the preventive measures to target 

girls potentially at risk in the Netherlands. Therefore, in view of the absence of quantitative 

data to derive empirical reduction factors that capture change in FGM/C practice due to 

attitude change towards discontinuation of the practice and due to the introduction of the 

nationwide action plan in the Netherlands, the ‘migration and acculturation impact factor’ 

and ‘preventive impact factor’ was set at 50%. This represents a balanced scenario (50:50), 

indicating that 50% of female migrants may have been reached with preventive measures 

in Netherlands from 2006 onwards, and 50% reduction in FGM/C due to cultural change 

in views and behaviour concerning cutting of girls after migration. Our sensitivity analysis 

with different impact factors showed that our estimates are to some degree robust, even if 

no reduction in FGM/C estimates is applied.

Although our extrapolation model estimated the number of girls and women who have 

undergone FGM/C and those at risk of being cut, it is difficult to directly compare our 

findings on the number of girls and women with FGM/C or still at risk for the practice 

with other Member States in the European Union (EU). This is mainly due to assumptions 

considered in the model and the availability- and variation in data on female migrants in 

the EU countries concerned. In order to have comparable figures across Member States, the 

European Institute for Gender Equality (EIGE) recommended a common methodological 
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framework to estimate the number of girls and women who have undergone FGM/C and 

those at risk of being cut in the Member States [11]. Two scenarios of FGM/C risk were 

defined in the corresponding model in order to determine a risk interval estimation. The 

high- and the low risk scenarios delimit the boundaries of this interval that take into con-

sideration the influence of migration and acculturation on attitudes and behavior towards 

cutting girls through ‘migration and acculturation impact factor’. In the EIGE model the 

national FGM/C prevalence rate of the age cohort 15 to 19 is applied to the total number 

of first- and second-generation girls who are younger than the customary age for cutting. 

In 2014, this methodology was used in a pilot study in three Member States [11] leading 

to further refinements in 2017 and applied to an additional six Member States, Belgium, 

Greece, France, Italy, Cyprus and Malta [25]. Considering the low- and high-risk scenarios, 

the number of girls at risk of FGM/C varied between 453 and 748 in Greece and between 

24,660 and 44,106 in France. Initially we have adopted this approach to estimate the number 

of girls at risk of FGM/C in the Netherlands. The number of girls at risk of FGM/C varied 

between 4970 and 8996. We then refined our model by considering the legal and policy 

context in terms of preventive measures to target girls potentially at risk in the Netherlands, 

using age-specific FGM/C prevalence in 5-year age groups in countries of origin and adjust-

ing for regional differences in the prevalence of FGM/C in countries of origin. After these 

refinements we estimated that in total 4,190 girls were at risk of FGM/C of whom 394 were 

first-generation girls. Due to these refinements, our estimates are considerably lower than 

the estimates derived from the methodological framework recommended by EIGE. Despite 

these refinements, estimating the number of girls and women who have undergone FGM/C 

and those at risk of FGM/C remain affected by several uncertainties. Hence, these estima-

tions need to be interpreted with some degree of caution, to avoid misuse or misinterpreta-

tion of data and stigmatisation of communities affected.

Our estimates underline the importance of prevention strategies to protect girls at risk and 

to provide appropriate healthcare for those who have undergone FGM/C. It is important 

to ensure that women with FGM/C are identified and offered appropriate healthcare when 

necessary. Therefore, capacity building for healthcare professionals, supporting the special-

ised FGM/C units in the Netherlands [39] and the implementation of guidelines on the 

management of FGM/C, which are currently being developed by the Dutch Society of Ob-

stetrics and Gynaecology (NVOG), should be priorities in the Netherlands. Furthermore, 

community engagement is increasingly recognized as crucial both for prevention as well as 

for raising awareness of, and trust in service [40]. They could also play an important role in 

awareness raising particularly in recently resettled migrants. Therefore, the strong partner-

ships in the Netherlands with communities concerned should be supported and maintained. 

Concern has been expressed in the Netherlands about the cultural competence, training 

and record keeping of the Youth health care professionals who are explicitly required to 
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identify, assess and record the risk of FGM/C [41]. Good quality record keeping is required 

and essential in order to evaluate the prevention policies in the Netherlands. Youth health 

care professionals could also benefit from training on FGM/C to enhance their knowledge, 

skills, cultural competence- and confidence to appropriately identify and prevent girls from 

being cut. We suggest further that policy makers and other stakeholders to incorporate 

systems for monitoring and evaluation into their plans of action in order to evaluate reach 

and effectiveness.

Limitations

The current study offers the most comprehensive approach to estimate the number of girls 

and women who have undergone FGM/C, and the number of girls at risk of FGM/C in the 

Netherlands. Although the current study is more comprehensive than the previous 2013 

study [13], some limitations apply. In the first place, migrants from Eritrea were until 1993 

registered in the Netherlands as originating from Ethiopia. As a consequence, the number 

of migrants from Eritrea are underreported in the current study. Secondly, unfortunately, 

we were unable to include undocumented female migrants in our estimations. Currently, 

data on undocumented migrants are not available and data from unofficial sources provide 

only proxies. Thirdly, we only included the 29 countries with available nationally represen-

tative data on FGM/C. However, there is anecdotal evidence that FGM/C is also practiced in 

other countries in Asia (e.g., India and Malaysia), Africa (e.g., Congo and Malawi), Eastern 

Europe (e.g., Dagestan), the Middle East (e.g., Iran and Oman) and South America (e.g. 

Colombia)[42]. In the absence of (representative survey) data, we were unable to estimate 

the prevalence and risk of FGM/C among female migrants originating from these countries. 

Fourth, our extrapolation model fails to consider the process of selection of migrants. In 

their study on the improvement of FGM/C estimates among migrants in western countries, 

Ortensi and colleagues [18] stated that on average migrants are usually younger, wealthier 

and more educated than those in their country of origin. Since lower age and higher levels 

of wealth- and education or urban residence are usually associated with lower occurrence 

of FGM/C, the application of the prevalence in the country of origin to female migrants 

in the country of destination is likely to bias the indirect estimates of FGM/C prevalence. 

Although we were able to adjust for variation in the FGM/C prevalence among regions in 

countries of origin and age, unfortunately, due to limited time, we were unable to adjust our 

figures according to other components of the selection hypothesis. Nevertheless, while there 

is association between FGM/C and factors such as education, economic status and urban or 

rural residence, they need to be interpreted cautiously, since these associations may be due 

to the confounding effects of ethnicity or other factors [14]. In addition, the influence of 

education and economic status on the estimated FGM/C prevalence among female migrants 

in the Netherlands could be limited, since the estimation is driven by countries where the 

practice is almost universal among the wealthiest and poorest, and among high educated 
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and low educated. In Somalia, for instance, there is no difference in FGM/C prevalence 

among the poorest (98.4%) and richest (96.2%) wealth quintiles [14] or between women 

with no education (98%) and secondary education (96.3%) [14].

Conclusion

In the present study, we aimed to estimate the number of girls and women who have under-

gone FGM/C before January 1st, 2018 and the number of girls at risk of subsequent FGM/C 

in the next 20 years. Our findings suggest that an estimated 41,000 of the 95,000 women 

have undergone FGM/C of which 37% had type III, the most severe type. In total 4,190 girls 

are estimated to be at risk of FGM/C in the next 20 years, of whom 394 are first-generation 

girls. Those who have undergone the practice may need health care assistance, and those at 

risk of FGM/C in the near future should be targeted with preventive and protective mea-

sures to target girls potentially at risk.
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APPENDIX

Information about the data sources used

Female genital mutilation/cutting (FGM/C) typology

Data on FGM/C typologies are from Demographic and Health Surveys (DHS) and Multiple 

Indicator Cluster Surveys (MICS). These data were either extracted from the corresponding 

country reports (www.dhsprogram.com / www.mics.unicef.org) or UNICEF’s statistical 

overview- and profile on FGM/C.

Data on FGM/C typologies are not available for Iraq, Liberia and Uganda. We assumed a 

zero prevalence of Type III in these three countries. Data on FGM/C typologies for Egypt 

are from DHS 1995 and data for Eritrea are from DHS 2002 since more recent typologies 

data are unavailable.

Age at cutting

Using data on age at cutting, we aimed to compute FGM/C prevalence for the age group 

under 15. We therefore used data on age at which FGM/C is performed, derived from 

respondents between 15 and 49 years in DHS and MICS surveys. These data were first ad-

justed for women with missing information on age at cutting, and subsequently age-specific 

proportions were multiplied with the national FGM/C prevalence for age group 15 to 19 

years. However, data on age at cutting for girls and women aged 15 to 49 are unavailable 

for Benin (MICS 2014), Central African Republic (MICS 2010), Ghana (MICS 2010) and 

Guinea-Bissau (MICS 2014). For these countries we instead used (adjusted) data on age at 

cutting for daughters (0 to 14) from most recent reports available.

Data on age at cutting are unavailable for Cameroon (DHS 2004), Djibouti (MICS 2006), 

Sudan (2014) and Iraq (MICS 2011). For these countries we instead extracted data from 

country profile UNICEF in combination with most recently available DHS and MICS 

FGM/C prevalence rate for the age cohort 15 to 19.

Data on migrant population in the Netherlands

Number of second-generation girls and women from (the Kurdish Autonomous Region of) 

Iraq were estimated as Statistics Netherlands (CBS) does not provide information regarding 

the second-generation girls and women from (the Kurdish Autonomous Region of) Iraq.
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ABSTRACT

Background: Owing to migration, female genital mutilation or cutting (FGM/C) has be-

come a growing concern in host countries in which FGM/C is not familiar. There is a need 

for reliable estimates of FGM/C prevalence to inform medical and public health policy. 

We aimed to advance methodology for estimating the prevalence of FGM/C in diaspora 

by determining the prevalence of FGM/C among women giving birth in the Netherlands.

Methods: Two methods were applied to estimate the prevalence of FGM/C in women giving 

birth: (I) direct estimation of FGM/C was performed through a nationwide survey of all 

midwifery practices in the Netherlands and (II) the extrapolation model was adopted for 

indirect estimation of FGM/C, by applying population-based-survey data on FGM/C in 

country of origin to migrant women who gave birth in 2018 in the Netherlands.

Results: A nationwide survey among primary care midwifery practices that provided care 

for 57.5% of all deliveries in 2018 in the Netherlands, reported 523 cases of FGM/C, consti-

tuting FGM/C prevalence of 0.54%. The indirect estimation of FGM/C in an extrapolation-

model resulted in an estimated prevalence of 1.55%. Possible reasons for the difference in 

FGM/C prevalence between direct- and indirect estimation include that the midwives were 

not being able to recognize, record or classify FGM/C, referral to an obstetrician before 

assessing FGM/C status of women and selective responding to the survey. Also, migrants 

might differ from people in their country of origin in terms of acculturation toward discon-

tinuation of the practice. This may have contributed to the higher indirect-estimation of 

FGM/C compared to direct estimation of FGM/C.

Conclusions: The current study has provided insight into direct estimation of FGM/C 

through a survey of midwifery practices in the Netherlands. Evidence based on midwifery 

practices data can be regarded as a minimum benchmark for actual prevalence among the 

subpopulation of women who gave birth in a given year.

Keywords: Female genital mutilation/cutting, Female circumcision, Prevalence, Direct 

estimation, Indirect estimation, Midwifery practices, Delivery
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BACKGROUND

Female Genital Mutilation or Cutting (FGM/C) refers to ‘all procedures involving the 

partial or total removal of the external female genitalia, or other injury to the female genital 

organs for non-medical reasons’ [1]. Four types of FGM/C are classified, ranging from 

clitoridectomy (the excision of the prepuce, with or without excision of part or all of the 

clitoris) to infibulation (the excision of part- or all of the external genitalia and stitching 

or narrowing of the vaginal opening)[1]. FGM/C has harmful health consequences [2–7], 

especially for women during pregnancy and childbirth [8, 9]. Evidence shows a significant 

higher prevalence of ‘prolonged labor, obstetric lacerations, instrumental delivery, obstetric 

haemorrhage and difficulty delivery’ among women with FGM/C compared to women 

without FGM/C [9]. Other obstetric consequences of FGM/C include fear of childbirth, 

difficulty in intrapartum monitoring, difficulty in catheterization during labor, wound 

infection and retention of lochia [8]. In addition to obstetric complications, infants born 

from women with FGM/C are at increased risk of stillbirth and early neonatal death [8].

FGM/C is predominantly practiced in countries in Africa, the Middle East and Asia, where 

it is estimated that over 200 million girls and women have undergone FGM/C [10]. With an 

increase in migration, FGM/C is now encountered in high-resource countries such as the 

Netherlands. It is estimated that about 41,000 girls and women are living in the Netherlands 

with effects of FGM/C, of whom 71% were of reproductive age [11]. The migration from 

countries where FGM/C is concentrated to non-practicing countries will even further 

increase [12, 13]. Consequently, in the near future, more and more health care providers are 

expected to provide care for women with FGM/C. Therefore, it is necessary to have insight 

into the prevalence of FGM/C, especially in the obstetric care setting.

Currently, the extrapolation-model has been widely used in high-resource countries to 

estimate the number of women with FGM/C [14]. The extrapolation-method, also known as 

‘indirect estimation’, extrapolates information on FGM/C prevalence in countries of origin 

and applies country-prevalence (eventually with corrections) to female migrants in coun-

tries of destination. Although the extrapolation-model has certain advantages such as not 

being complex and having low costs, the model may not provide an accurate picture of the 

practice in diaspora [15], especially regarding mechanisms of migration flows selection that 

could lead to underestimation- or overestimation of the prevalence based on the country of 

origin data and changes in FGM/C practice after taking residence in country of destination 

that primarily affect young girls. Therefore, it is crucial to validate the robustness of indirect 

estimates of FGM/C through direct estimation of FGM/C.
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In the Netherlands, primary-care midwives are responsible for care provision to women 

with low-risk of pregnancy complications. Women are referred to an obstetrician in case of 

complications during pregnancy or childbirth [16, 17]. Since 89% of  pregnant women in 

the Netherlands visit a primary care midwifery practice at least once during their pregnancy 

[18], we choose to directly estimate the prevalence of FGM/C through a survey of midwifery 

practices. Pregnancy presents the midwives with a natural opportunity to examine female 

genitalia. The aims of this study were (I) to estimate the prevalence of FGM/C through a 

nationwide survey among midwifery practices in the Netherlands, and (II) to compare this 

estimation with indirect estimation of FGM/C based on an extrapolation-model.
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METHODS

Direct estimation

Study population and design

A nationwide survey was conducted to determine the prevalence of FGM/C in primary-

care midwifery practices in the Netherlands. In March 2019, a letter was sent to all these 

midwifery practices explaining the purpose of the study, including a questionnaire and a 

prepaid return envelope. The questionnaire was previewed and screened by the Royal Dutch 

Organization of Midwives (KNOV) and then improved before sent out. A reminder e-mail 

was sent 3 weeks later to practices that had not yet completed the paper questionnaire. They 

were given the option to complete a Web-based version of this questionnaire. Two weeks 

later, they were reminded by phone in case the questionnaire was not returned. In total, 

503 midwifery practices were invited to participate in the survey; of these, 336 (66.8%) 

returned the questionnaires. Practices who did not return the questionnaire were mainly 

located in the largest cities (i.e., Amsterdam, Rotterdam, Den Haag). Respondents were 

eliminated if they did not fully answer the questionnaires, resulting in a working sample of 

319 midwifery practices.

Measures

The questionnaire asked about (I) the number of women who received care in 2018 during 

pregnancy, birth giving and postpartum, (II) the number of women with FGM/C who re-

ceived midwifery care in 2018, and (III) the number of women with infibulation (Type III). 

We did not include a question about the country of origin, because the country of origin 

is not routinely documented in medical records. Further, in order to reduce the possibil-

ity of recall error, respondents were asked to retrieve FGM/C cases from medical records. 

Since health care providers may experience difficulties in identifying and recording FGM/C 

[19–21], respondents were also asked to indicate if they were certain about the number of 

circumcised women reported. Finally, a free-text field was included at the end of the survey 

to allow participants to comment on their answers if necessary.

Data analysis

Prevalence of FGM/C and its confidence intervals (CIs) were calculated as described by 

Snedecor and Cochran [22]. Using the free-text field, some participants indicated not 

being able to record or retrieve FGM/C cases from medical records. Therefore, using the 

same procedure as described above, we analyzed whether the level of uncertainty about 

their assessment and data retrieval from medical records influenced the reported FGM/C 

prevalence per midwifery practice.
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Indirect estimation

Methodological approach and study population

We regarded the indirect estimation of FGM/C as a theoretical estimation of the expected 

FGM/C prevalence among women giving birth. For indirect estimation of FGM/C, we 

adopted the extrapolation-model and its underlying procedure, as described in detail in 

previous work [11]. In this study, we combined age-specific FGM/C prevalence in the 

country of origin with the age composition of first-generation migrant women who gave 

birth in the Netherlands. When necessary, the prevalence estimates were adjusted for 

variations in FGM/C prevalence across regions within the country of origin. In this study, 

first-generation migrants are considered girls and women who migrated from one of the 29 

countries with available nationally representative information on FGM/C, whereas second-

generation migrants are considered girls born in the Netherlands to at least one parent who 

has migrated from one of these countries [11, 23].

Data sources and data analysis

Statistics Netherlands (CBS) provided microdata on first- and second-generation women 

who gave birth in 2018 in the Netherlands (n = 4,598) by age, country of origin, birth place 

and date of arrival in the Netherlands. We excluded data from 546 first-generation women 

who missed information primarily regarding age and/or birth place. Unfortunately, data 

on ‘migration background’ of second-generation women (n = 236) were also missing, con-

sequently they were excluded from the analysis. The final analysis was performed on 3,816 

first-generation women who gave birth in 2018 in the Netherlands.

There is a wide variation in the prevalence of FGM/C with both within and across countries 

where the practice  is concentrated [24]. Therefore, adjustments were made to prevalence 

data to account for variation in FGM/C prevalence across regions in the country of origin. 

Therefore, we processed the dataset by regrouping migrant girls and women according to 

region within their countries of origin, using Microsoft Office Excel (2016) and IBM SPSS 

Statistics (version 25.0. Finally, data on the prevalence of FGM/C for countries of origin 

were extracted from the Demographic and Health Survey (DHS; www.dhsprogram.com) 

and the Multiple Indicator Cluster Survey (MICS; www.mics.unicef.org/surveys) country 

reports, which are publicly-accessible. DHS and MICS are nationally representative house-

hold surveys in low- and middle-income countries that collect information on a variety of 

indicators related to health, including FGM/C [24].
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RESULTS

Direct estimation

The total study population comprised 96,932 pregnant women, including women from non-

FGM/C practicing countries, who had received care in 2018 from 319 midwifery practices 

in the Netherlands, comprising 57.5% of all deliveries in the Netherlands in 2018. A total of 

168 out of 319 (53%) midwifery practices reported providing care to women with FGM/C. 

In these practices a total of 523 FGM/C cases were reported, resulting in a prevalence of 

0.54% (95% Confidence Interval 0.536 – 0.543) in about 97,000 women receiving care during 

pregnancy, delivery and postpartum (see Table 1). About 32% of the 523 FGM/C cases were 

reported as infibulation (Type III). Using the free-text field, some participants indicated not 

being able to record or retrieve FGM/C cases from medical records. As shown in Table 1, 

FGM/C prevalence among midwifery practices who were sure of their assessment and who 

were able to retrieve FGM/C cases from records was 0.76% in contrast to 1.22% of practices 

who were uncertain and were not able to retrieve the numbers from medical records.

Indirect estimation

Results from indirect estimation of FGM/C show that in 2018, 168,525 women gave birth, of 

whom 3,816 were first-generation women whose country of origin is one of the 29 countries 

where FGM/C is concentrated (see Additional file 1). Of these women, about 2,614 have 

most probably undergone FGM/C. Also, about 40% of these women are estimated to have 

been infibulated. Based on these figures, the expected FGM/C prevalence in women giving 

birth was thus estimated at 1.55%.

Table 1. Estimated FGM/C prevalence in midwifery practices, according to certainty of recognition and re-

trieval medical records.

Number of 

midwifery 

practices

Number of 

women in 

care

Number of 

cut women in 

care

Prevalence 

(%)

95% 

Confidence 

Interval

All midwifery practices 319 96932 523 0.54 0.536 - 0.543

Midwifery practices with cut 

women in care
167 60651 522* 0.86 0.854 - 0.867

Certain. retrieved 25 26040 198 0.76 0.751 - 0.770

Certain. unretrieved 74 6555 38 0.58 0.566 - 0.594

Uncertain. retrieved 21 9104 55 0.60 0.592 - 0.617

Uncertain. unretrieved 47 18952 231 1.22 1.202 - 1.236

* Note. Data on ‘certainty’ and ‘retrieval from medical records’ were missing from one midwifery practice.
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DISCUSSION

In this nationwide survey of primary-care midwifery practices on the prevalence of FGM/C, 

336 of all eligible 503 practices participated, resulting in a 66.8% response, comprising 

57.5% of all deliveries in 2018 in the Netherlands. Midwives reported 523 cases of FGM/C, 

constituting a prevalence of 0.54%. This indicates that 5 in 1,000 women were reported 

as having undergone some form of FGM/C. This estimate was influenced by the extent to 

which midwives were certain about their assessment and their ability to retrieve FGM/C 

cases from medical records. The indirect estimation of FGM/C in an extrapolation-model 

resulted in an estimated prevalence of 1.55%.

Several reasons could explain the lower prevalence of FGM/C in midwifery practices as 

compared to indirect estimates of FGM/C. First, midwives reported on only 57.5% of the 

pregnant population in the Netherlands. Nonresponding midwives were mainly practicing 

in the larger urban areas (i.e., Amsterdam, Den Haag, Rotterdam). In the sensitivity analysis, 

we found no effect of urbanisation on the prevalence of FGM/C. Hence, the lower response 

in the larger cities in the Netherlands will most likely not have influenced our estimate 

of FGM/C prevalence. Given the lack of information regarding the countries of origin of 

women whose FGM/C status was provided by the midwifery practices, it was not possible 

to control for differences between the compositional differences between the population 

covered in the direct estimation exercise and data provided by the Statistics Netherlands. 

Second, recent studies show that health care providers experience difficulties recognizing, 

classifying and recording FGM/C due to, among others, demanding work schedules and 

insufficient awareness of FGM/C [19–21]. This corresponds to our findings of midwives not 

being able to record or retrieve FGM/C cases from medical records. Consequently, as we 

have demonstrated, not being able to retrieve FGM/C cases from records and uncertainty 

about FGM/C cases reported is associated with overestimating FGM/C cases. Therefore, 

in order to obtain accurate information about the occurrence of FGM/C, data regarding 

FGM/C should be systemically recorded in the national registration system. Finally, in the 

Netherlands, about 37.2% of pregnant women are referred to obstetricians during their 

pregnancy [18]. Hence, it is possible that FGM/C status of these women was not assessed 

by the midwives, who are the first point of contact in the Netherlands, before referral to an 

obstetrician, resulting in underreporting of FGM/C cases; this could be the case especially 

for cut women who may experience complications.

Using the extrapolation-model, it is also possible that we have overestimated the (expected) 

prevalence of FGM/C in women giving birth. Evidence shows that migrants represent a 

selected sample of people compared to stayers at the country of origin, that may originate 

from upper and middle-class families supporting the discontinuation of the practice [25]. 
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There is evidence indicating that migration is a selective process [26]. Previous studies have 

documented that migrants are usually younger, wealthier and more educated than their 

counterparts in the country of origin. In many countries where FGM/C is practiced, lower 

age and higher levels of wealth and education or urban residence are often associated with 

lower occurrence of FGM/C. As a consequence, combining data on FGM/C prevalence 

in country of origin with data on female migrants in country of destination is likely to 

overestimate most country related indirect estimates of FGM/C prevalence. Although we 

were able to adjust for variation in the FGM/C prevalence among regions in countries of 

origin and age, a future study would need to adjust FGM/C prevalence according to other 

components of the selection hypothesis (i.e., educational level and wealth).

To our best knowledge, only the study by Korfker et al. [26] is the closest to ours. In their 

study on the prevalence of FGM/C among women delivering in the Netherlands, they 

reported direct- and indirect estimates of 0.32% and 0.7%, respectively. For indirect es-

timation of FGM/C, the authors have combined the number of women delivering from 

15 countries where FGM/C is practiced with the national prevalence of FGM/C in their 

countries of origin. However, the authors were not able to correct indirect estimation on 

the basis of women’s birth places and ages upon arrival in the Netherlands, which may 

have resulted in under- or overestimation of FGM/C. In contrast, adjustments were made 

in the current study to account for variation in FGM/C prevalence among regions in the 

country of origin and age upon arrival in the Netherlands, possibly providing a more ac-

curate prevalence estimate. Nonetheless, indirect estimation of FGM/C has methodological 

limitations, including possible inaccuracy of estimation, for instance, related to the process 

of social, geographical and selection of migrants [15]. Furthermore, in our survey about 

32% of FGM/C cases were classified as infibulation, while in the study by Korfker et al.[26] 

slightly higher prevalence of infibulation was found (40%). No other studies were found in 

the literature, it is therefore difficult to compare our findings with studies in other settings 

or other population groups.

Direct estimation of FGM/C is regarded as the preferred approach to estimate the prevalence 

of FGM/C in diaspora [15]. The current study has provided insight into direct estimation 

of FGM/C through a survey of midwifery practices in the Netherlands. Evidence based on 

midwifery practices data can be regarded as a minimum benchmark for the actual preva-

lence among the subpopulation of women who gave birth in a given year. The shortcomings 

of our direct estimation are inherent to its retrospective design, and the possible inaccura-

cies of FGM/C cases reported due to recall error. Despite these limitations, the present study 

still provides robust evidence of the presence of women with FGM/C in the Netherlands.
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Conclusions

In the present study, we aimed to estimate the prevalence of FGM/C through a survey of 

midwifery practices in the Netherlands. Midwives reported 523 cases of FGM/C, constitut-

ing a prevalence of 0.54%. This suggests that 5 in 1,000 women were reported as having un-

dergone some form of FGM/C. Evidence based on midwifery practices data can be regarded 

as a minimum benchmark for actual prevalence among the subpopulation of women who 

gave birth in a given year. Our findings underline the importance of appropriate health-

care for those who have undergone FGM/C. Therefore, capacity building for healthcare 

professionals such as midwives and the implementation of guidelines on the management 

of FGM/C, which are currently being developed by the Dutch Society of Obstetrics and 

Gynaecology (NVOG), should be priorities in the Netherlands
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APPENDIX

Estimated numbers of cut women giving birth by Type III

Country of origin

DHS and MICS-data
 Statistics 

Netherlands
Undergone FGM/C

Source
Year of 

publication

Overall 

FGM/C 

prevalence 

(%)

Prevalence 

of Type III 

(%)

Number 

of women 

delivering

Estimated 

number of 

cut women 

delivering

Type III

Benin MICS 2014 9.2 10.1 7 0.96 0.10

Burkina Faso DHS 2010 75.8 1.2 5 4.15 0.05

Cameroon DHS 2004 1.5 5.0 41 0.77 0.04

Central African 

Republic
MICS 2010 24.3 7.0 0 - -

Chad DHS 2014-15 38.4 9.4 2 0.86 0.08

Côte d’Ivoire DHS 2011-12 38.2 8.7 18 6.44 0.56

Djibouti MICS 2006 93.2 67.2 7 6.58 4.42

Egypt DHS 2015 87.2 0.7 139 128.12 0.90

Eritrea PHS 2010 83.0 38.6 569 459.39 177.33

Ethiopia DHS 2016 65.2 6.5 852 607.96 39.52

Gambia DHS 2013 74.9 0.0 23 17.61 0.00

Ghana MICS 2011 3.8 7.9 238 5.74 0.45

Guinea DHS 2012 96.9 7.5 122 119.04 8.93

Guinea-Bissau MICS 2014 44.9 6.0 8 3.77 0.23

Iraq MICS 2011 8.1 0.0 322 71.36 0.00

Kenya DHS 2014 21.0 9.3 45 16.96 1.58

Liberia DHS 2013 55.5 0.0 17 8.60 0.00

Mali DHS 2012-13 91.4 10.6 4 3.67 0.39

Mauritania MICS 2015 66.6 4.5 2 1.16 0.05

Niger DHS 2012 2.0 6.3 2 0.12 0.01

Nigeria DHS 2013 24.8 5.3 143 50.37 2.67

Senegal DHS 2016 22.7 7.1 15 3.74 0.27

Sierra Leone DHS 2013 89.6 9.0 69 65.26 5.87

Somalia MICS 2006 97.9 79.3 889 874.84 693.75

Sudan MICS 2014 86.6 77.0 173 151.50 116.66

United Republic of 

Tanzania
DHS 2015-16 10.0 6.6 10 0.85 0.06

Togo DHS 2013-14 4.7 15.4 17 0.16 0.03

Uganda DHS 2016 0.3 0.0 59 0.99 0.00

Yemen DHS 2013 18.5 0.0 18 2.70 0.00

Total 3816 2613.69 1053.91

Demographic Health Survey (DHS) and Multiple Indicator Cluster Survey (MICS) data: country of origin, source and year of 

publication, overall prevalence and the prevalence of Type III; and Statistics Netherlands dataset on first-generation women 

giving birth; and estimated numbers of cut women giving birth by Type III.
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ABSTRACT

Background: As a consequence of migration, the practice Female Genital Mutilation/Cut-

ting (FGM/C) has been introduced to high-resource countries such as the Netherlands. 

The attitudes of migrant populations in the Netherlands towards FGM/C remain largely 

unexplored, which may be leveraged to promote its elimination. This is the first study to 

explore attitude and intention of migrant populations in the Netherlands regarding FGM/C.

Methods: A qualitative study consisting of seven focus-group discussions (FGDs) were held. 

Subsequently, five individual interviews were conducted to allow in-depth discussion and to 

ensure thematic saturation. The topic list was inspired by the Theory of Planned Behaviour 

(TPB). The FGDs and individual interviews were audio-recorded and transcribed verbatim. 

The data analysis was mainly deductive using a coding framework based on TPB.

Results: A total of 55 participants, 15 men and 40 women (9 born in the Netherlands) 

participated in the study. The findings showed that as a result of migration and regardless 

of country of origin and gender, many participants have changed their attitudes towards 

the abandonment of FGM/C. None of the participants intended to have FGM/C performed 

on their daughter. Generally, the social pressure to perform FGM/C seems to be lower in 

the Netherlands when compared to the country of origin. Most participants felt confident 

in their ability to resist social pressure. However, some participants feared that they might 

succumb to social pressure or feared that their daughter would undergo FGM/C without 

their consent.

Conclusion: Our findings showed that migrants’ intention to practice FGM/C seems to 

wane following migration. Nonetheless, some pressure to perform FGM/C still exists after 

migration. Newly arrived migrants and those more vulnerable to social pressure, may ben-

efit from educational interventions that increases knowledge and awareness about various 

aspects of the practice, with an emphasis on empowering those individuals in facing social 

pressure.

Keywords: Attitude, Female Genital Mutilation/Cutting, Intention, Migrants, Social pres-

sure
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BACKGROUND

Female genital mutilation or cutting (FGM/C) refers to a cultural practice which involves 

‘partial or total removal of the external female genitalia, or other injury to the female genital 

organs for non-medical reasons’ (World Health Organization, 2008). The World Health Or-

ganization has classified FGM/C into four major types (World Health Organization, 2008) 

(see Table 1).

FGM/C is traditionally practiced in several countries in Africa, Asia, and the Middle East. 

As a result of international migration, the practice has been introduced in high-resource 

countries such as the Netherlands (END FGM et al., 2020). The reasons for practicing 

FGM/C, the extent of the practice, and type of cutting vary across ethnic groups and 

by geographic region. It predates the founding of both Christianity and Islam (Magoha 

& Magoha, 2000). Globally, it is estimated that more than 200 million girls and women 

have undergone FGM/C (UNICEF, 2016) and nearly 68 million girls are estimated at risk 

between 2015–2030 (United Nations Population Fund, 2018).

The practice has been associated with negative health outcomes, and those with FGM/C 

can suffer significant, long term, and irreversible physical, psychological, and psychosexual 

complications (Applebaum et al., 2008; Berg et al., 2014; Elnashar & Abdelhady, 2007; Vloe-

berghs et al., 2012; World Health Organization, 2016, 2018). Because of the harmful con-

sequences to women’s health and wellbeing, and the fact that FGM/C reflects deep-rooted 

inequality between the sexes and constitutes an extreme form of discrimination against 

women, the practice is internationally recognized as a human rights violation (World Health 

Organization, 2008). Globally, many countries have increasingly undertaken law reform to 

prohibit the practice (Williams-Breault, 2018).

Table 1. World Health Organization classification of female genital mutilation/cutting (World Health Organiza-

tion, 2008).

Type Definition

I partial or total removal of the clitoral glans and/or the prepuce/clitoral hood

II
partial or total removal of the clitoral glans and the labia minora, with or without removal of the labia 

majora

III

narrowing of the vaginal opening through the creation of a covering seal by cutting and repositioning 

the labia minora and/or the labia majora, with or without removal of the clitoral prepuce/clitoral hood 

and glans.

IV
all other harmful procedures to the female genitalia for non-medical purposes, e.g., pricking, piercing, 

incising, scraping and cauterizing the genital area.
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It is estimated that about 41,000 girls and women with FGM/C are living in the Netherlands 

and over 4,200 girls are at risk of being cut between 2018–2036 (Kawous et al., 2020). Per-

forming any form of FGM/C is forbidden by law in the Netherlands and punishable by a 

prison sentence. The Dutch approach against the practice of FGM/C focuses on preventing 

the practice through engagement of communities and training of (healthcare)professionals 

(Pharos, 2021). In the Netherlands, all children under 19 years are invited regularly for pre-

ventive consultations with Youth Healthcare professionals, who are also required to identify 

and assess the risk of FGM/C among migrant populations. These professionals inform par-

ents of the health consequences of FGM/C and explain that the practice is prohibited by 

law. Additionally, parents are provided with a document about this law (‘statement opposing 

female circumcision’), signed by official authorities, to support parents in resisting pressure 

to have FGM/C performed when traveling abroad (The State Secretary of Health, Welfare 

and Sport, 2019).

As a result of increasing migration, FGM/C has become a growing concern among policy 

makers and (health)professionals in high-resource countries such as the Netherlands (Am-

sterdam University Press, 2014; Kawous et al., 2020; UNICEF, 2014). While the attitudes of 

practicing populations may be leveraged to promote its elimination by developing effective 

policies and intervention programs, there remains a lack of knowledge regarding the at-

titude and intention of migrant populations in the Netherlands towards FGM/C. Moreover, 

professionals need to know about the practice of FGM/C in general, and understand the 

social dynamics that perpetuate FGM/C after migration, in order to be able to identify girls 

at risk and to provide culturally sensitive care to women with FGM/C. Therefore, the aim of 

the present study was to explore attitude and intention of migrant populations from FGM/C 

practicing countries in the Netherlands regarding FGM/C.
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METHODS

Study design

A qualitative study using seven semi-structured focus group discussions (FGDs) with 

migrant populations from FGM/C practicing countries was carried out in the Netherlands. 

Focus groups were considered an appropriate method for in-depth exploration of perspec-

tives of participants on FGM/C, as it encouraged them to share their perspectives openly 

and stimulated interactions between them. Focus groups have been previously successfully 

used to collect data on FGM/C (Gele, Kumar, et al., 2012; Johnson-Agbakwu et al., 2014; 

Upvall et al., 2009; Vaughan et al., 2015) and other sensitive (health) issues (e.g., (Elmir 

et al., 2010)). In addition to the FGDs, five individual interviews were conducted to allow 

in-depth exploration and to ensure thematic saturation. These interviews confirmed that 

data saturation had been reached. This paper reports the results of this study in line with 

the COREQ criteria. The study protocol was approved by the Medical Ethical Committee of 

Erasmus Medical Centre, Rotterdam, the Netherlands (MEC-2018-2216).

Participants and recruitment

Using purposive sampling, fifty-five male and female participants both first and second 

generation from countries where FGM/C practiced were recruited through trusted inter-

mediaries and the researcher’s own network. The Netherlands has a significant number of 

migrants from very high FGM/C prevalence countries such as Somalia and Eritrea. There-

fore, more people were recruited from one of these countries. The recruitment was stopped 

when data saturation was reached.

Data collection and setting

The interview guide was inspired by the framework of the Theory of Planned Behavior 

(TPB). In this study, we were particularly interested in exploring factors that may contribute 

to participants’ intentions towards FGM/C. TPB is a widely applied behavioral decision-

making model, used to understand, and predict social- and health behaviors. It is important 

to note that in this study, our aim was to explore the constructs of the TPB, rather than to 

examine the predictive value of these constructs in relation to migrants’ intentions to have 

FGM/C performed on their daughters. Previously, most theoretical frameworks have been 

used to understand FGM/C at the community level (e.g., society and communities), such 

as Social Convention Theory (Mackie & Lejeune, 2009), the Community Readiness Model 

(Edwards et al., 2000), and the Diffusion of Innovation Model (Oldenburg & Glanz, 2008). 

However, similar to Mackie and LeJeune (Mackie & Lejeune, 2009), we are of the opinion 

that beliefs and norms are better understood not only at the community levels but also at 

the individual level. The TPB combines elements from theories of individual behavioral 

change and of theories that regard FGM/C as a social convention (Johansen, 2020). The TPB 
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proposes that behavior is predicted mostly by intentions to engage in behavior, and inten-

tions are in turn predicted by three main variables: attitudes toward the behavior, perceived 

behavioral control, and subjective norms. Attitudes refer to individuals’ positive or negative 

evaluation of the behavior; perceived behavioral control refers to perceptions of whether the 

behavior is within our control; and subjective norms (social pressure) refer to perceptions 

of whether the ‘entourage’ (friends and family), important others, or the reference group 

approve of and themselves engage in the behavior.

For the purpose of this study, the topics included: 1) participants’ attitudes towards FGM/C, 

2) perceived social pressure from others to perform FGM/C (subjective norms), 3) par-

ticipants’ confidence in their ability to prevent their daughter from undergoing FGM/C 

(perceived behavior control), and (4) their intention to have their daughters undergo the 

practice. The topic list was continuously fine-tuned and tailored throughout the data col-

lection process, according to insights gained during the FGDs and interviews. The FGDs 

and individual interviews were conducted in Dutch, with the exception of one FGD- and 

two individual interviews with participants from Eritrea which were conducted in Tigrinya 

with the help of professional interpreters, as the researchers did not speak Tigrinya. As 

socio-cultural factors may inhibit speaking out in the presence of persons of the other sex, 

the FGDs were conducted among men and women separately, using same-sex moderators. 

During the interviews, the term ‘female circumcision’ was often used because it is the most 

acceptable term within the participants’ communities. FGDs were led by four moderators 

(RK, EA, AvdK, MB). The moderators were either researchers or service providers with 

experience in FGM/C. They were accompanied by an assistant who was also an expert in 

the field of FGM/C. The assistants were responsible for taking notes and audio recording. 

The individual interviews were conducted by RK, MB, and DG. The interviews and FGDs 

were held in settings that ensured privacy, most often at conference centers near the main 

train stations in the Netherlands. Participants were provided with lunch and refreshments 

before the FGDs to make them feel at ease and to create a safe space. We also offered travel 

reimbursement and a €35 gift card to acknowledge their contributions. All interviews and 

FGDs were audio-recorded and transcribed verbatim in Dutch.

Data analysis

All anonymized transcripts were encrypted and stored securely. The analysis was mainly 

deductive, using a coding framework inspired- and based on the TPB; this framework was 

revised iteratively, and additional codes were added if necessary. Data was processed using 

ATLAS.ti (www.atlasti.com, version 8).
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Trustworthiness and rigor

To ensure the trustworthiness of the data, approximately 30% of the transcriptions coded 

by RK were also coded by EA. Multiple coding can be a valuable strategy to assess inter-

rater reliability and enhance interpretations or coding frameworks (Barbour, 2001). Initial 

differences were discussed until agreement was reached. Participants were also asked for 

any additional comments and/or clarifications if something was unclear. In addition, im-

mediately after the FGDs and interviews, the moderator and assistant moderator debriefed 

and compared notes.
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RESULTS

After seven focus group discussions (FGDs) no new themes emerged. Thematic saturation 

was confirmed after conducting an additional five individual interviews. The study partici-

pants seemed to feel at ease talking about their experiences. The discussions lasted between 

74–120 minutes. The 55 participants in this study included 15 men and 40 women from 

countries where FGM/C is practiced, including 9 young women born in the Netherlands to 

parents from an FGM/C-practicing country (so called ‘second generation’, in comparison to 

the ‘first generation’ participants born in their country of origin’). Ages of the participants 

ranged from 18 to 70, with a median age of 42 years (see Table 2). In order for the partici-

pants to feel comfortable, we deliberately did not ask about their FGM/C-status; however, 

during the FGDs and interviews some women mentioned being cut. The average number 

of children in each family was 3, with one woman having 8 children. The median age of 

their children was 15 years. The average length of stay in the Netherlands was 12 years. The 

majority spoke Dutch well and were either in education or employed. Most participants 

frequently kept in touch with their families in their country of origin, mostly by phone or 

social media, and they had visited their country of origin at least once since arrival to the 

Netherlands. Some participants were accompanied by their children during their visit to 

their country of origin.

Attitudes

Participants’ attitudes towards the (dis)continuation of Female Genital Mutilation/

Cutting

The participants were asked about their views on FGM/C and to describe the importance of 

FGM/C. Regardless of country of origin and gender, most participants do not support the 

continuation of FGM/C. Different reasons were given by the participants for not supporting 

the practice. They mentioned, for example that FGM/C causes severe health problems, the 

practice has no benefits, FGM/C is not in the best interest of the child and that it is not 

a religious requirement. Particularly, young female participants born in the Netherlands, 

described FGM/C as child abuse, and further contended that the practice was a violation 

of children’s rights since it is performed without their consent. For example, a 24-year-old 

female FGD participant born in the Netherlands (to Egyptian parents) said:

“I feel that it is an injustice to subject girls to FGM/C.”

Study participants noted that the significance of FGM/C has been changing, both in the 

Netherlands and in their country of origin, from being seen as a necessity to a practice that 
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is being questioned and abandoned. Both men and women talked about the practice in 

terms of how FGM/C ‘used to be’ or how FGM/C was ‘in the country of origin’.

“Upon arrival in the Netherlands, it felt obvious that I would circumcise my daughter 

in the future, but when I learned more about the practice and about the consequences 

attached to it, I knew for sure that I wouldn’t subject my daughter to FGM/C, it just didn’t 

feel normal…”

— A 19-year-old female FGD participant from Somalia.

In one of the FGDs, female participants from Eritrea mentioned that they had experienced 

campaigns against FGM/C in the country of origin focusing on the harm of FGM/C and 

that these campaigns encourage people to question the practice.

In general, due to the sensitive and taboo nature of the practice, FGM/C is not talked about 

between individuals, including partners (in marriage) and their children. However, some 

participants noticed a change in behavior and in the discourse on FGM/C: from barely be-

ing topic of a conversation in their country of origin, they had started discussing the subject 

after their migration to the Netherlands. The female participants born in the Netherlands 

mentioned that FGM/C can be discussed between young people, but they found it difficult 

to discuss it with older generations.

“I have met recent migrants [in the Netherlands], I felt that it was very difficult to talk 

about female circumcision with them. They had young girls, circumcised, and they consid-

ered it part of culture.” 

— A 23-year-old female FGD-participant born in the Netherlands (to Somali parents).

In general, there was a lack of knowledge and awareness among female participants born 

in the Netherlands regarding FGM/C. Some of them indicated that they did not know 

much about FGM/C before they participated in this study—they either searched online 

or asked their mothers about the practice. Concerns were shared across participants about 

newly arrived migrants from countries where FGM/C is practiced having positive attitudes 

regarding FGM/C. They added that new groups need time to change their views towards the 

discontinuation of the practice.

Role of adverse health consequences in the discontinuation of FGM/C

The health risks associated with FGM/C were mentioned as an important reason for sup-

porting the discontinuation of the practice both in the country of origin as well as after the 

migration. According to most participants, regardless of country of origin and gender, the 

consequences for a girl or woman undergoing FGM/C were understood as predominantly 
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negative. The extent of knowledge about the health consequences of FGM/C varied among 

participants—some had either experienced, witnessed, or were familiar with the related 

health consequences. Psychological, sexual, and physical complications were mentioned. 

The impact of FGM/C on a woman’s capacity to enjoy sexual intercourse, pregnancy, and 

childbirth was a substantial issue for some participants. For example, a 50-year-old female 

interview participant from Iraq stated that the fact that she had been subjected to FGM/C at 

a younger age was quite troubling for her:

“…it [FGM/C] had a long-term effect on my psychological wellbeing, it was painful being 

forced to undergo the procedure… I had psychological problems and I went to a psycholo-

gist a couple of times. I dreamt about it [FGM/C], probably because I thought about it a lot. 

I find it terrible for girls to undergo circumcision...and I became aware of its complications 

during my second delivery. A caesarean section was performed with the delivery of my 

daughter… I stayed 5 days at the hospital, but she was not coming out. This happened 

again during the delivery of my son.”

Reevaluating the role of religion

Religion was mentioned as an important reason for practicing FGM/C in the country of 

origin, particularly in Somalia where the religion of Islam is almost universal. Female par-

ticipants from Eritrea expressed that FGM/C is nowadays mainly practiced in Muslim com-

munities in Eritrea, whereas in the past the practice of FGM/C was also dominant among 

Christian communities. Most participants from Somalia expressed that it is incorrect to 

assert that FGM/C is ‘Sunna’ in Islam; they stated that only male circumcision is ‘Sunna’ in 

Islam. Across the FGDs, male circumcision was often brought up when participants were 

asked about FGM/C. They did so to make the comparison between the two practices. One 

female FGD participant from Eritrea (55-year-old), who had circumcised her three sons, 

even questioned male circumcision, and pointed out the right to bodily autonomy:

“Who was I to decide to circumcise my boys, I could have left the choice up to them until 

they were capable of deciding for themselves…If I think about it now, if God intended men 

to be cut, he would have made it like that.”

Subjective norms

The role of social pressure on the continuation of Female Genital Mutilation/Cutting

In the context of this study, subjective norms refer to perceived social pressure from people 

in the Netherlands or in the country of origin to perform FGM/C. Across the FGDs and 

interviews, it was underlined that the social pressure and cultural significance of FGM/C in 

the country of origin is different compared to the Netherlands: social pressure for subject-
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ing girls to FGM/C seems to be overall lower in the Netherlands when compared to the 

country of origin. After their migration to the Netherlands, they did not risk the social 

acceptance of their daughters nor were they concerned about the marriageability of their 

daughters. Moreover, with legislation outlawing the practice in the Netherlands, they felt 

more supported to resist social pressure to perform it. Nonetheless, the pressure to continue 

the practice of FGM/C emerged in some of the FGDs. Some participants were afraid that 

their daughters would undergo FGM/C without their consent, for example during a holiday 

in the country of origin. Several participants, mainly from Somalia, Eritrea and Sudan, ex-

pressed that at some point after migration to the Netherlands they had experienced pressure 

from mothers, grandmothers, aunts, or mothers-in-law to have FGM/C performed on their 

daughter. A 42-year-old male FGD participant from Sudan said:

“One of my relatives, she is actually my aunt, talked with me about this [FGM/C] [by 

phone]. She said that they were circumcising their youngest son next week and asked me 

‘what about your daughter, [name]? ’I replied, ‘What about her?’ I said, ‘No, I will not do 

this to her, it is a very bad thing.”.

Marriageability, relationships, and FGM/C

In the countries where FGM/C is practiced, marriageability is mentioned as one of the im-

portant reasons for supporting the continuation of the practice. Our participants described 

how cultural and societal norms place pressure on their communities in country of origin 

to perform FGM/C, to prepare their daughters for adulthood and marriage. According to 

participants, the practice is often considered a traditional rite of passage to womanhood, 

decreasing girls’ sexual desire, and thus protecting virginity, which is seen as prerequisite for 

marriage in the country of origin. However, while on average uncut girls may be considered 

ineligible for marriage in countries where FGM/C is practiced, our participants mentioned 

that men from FGM/C practicing-countries in the Netherlands prefer uncut girls (from 

own origin group) as their brides, especially girls who are not infibulated.

“…in my social network, most Somali boys say that they do not want to marry a cir-

cumcised girl, because of its negative [health] consequences…when I wanted to marry my 

husband [fiancée in the Netherlands], he said that he was not planning to marry me if I 

was infibulated…it felt intense [painful], everything felt gone, love, everything…”

— A 39-year-old female FGD participant from Somalia.

Some female study participants also mentioned that although people often prefer to marry 

those with a similar background, they noticed that people are starting to establish relation-

ships with those from other countries than the country of origin.
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Decisions and intentions to perform FGM/C

The participants were asked about cases of FGM/C being performed in the Netherlands and 

if the people living in the Netherlands intended to have their daughters cut if there was, for 

example no law that criminalized the practice of FGM/C. Regardless of country of origin 

and gender, none of the participants had the intention to have FGM/C performed on their 

daughters and participants were not aware of actual FGM/C cases performed in the Nether-

lands. However, anecdotal examples about cases of FGM/C performed elsewhere in Europe, 

or girls that were taken to their country of origin to undergo the practice, were provided in 

some FGDs; there were rumors about “cutters” that were flown into the Netherlands. Across 

the FGDs, some participants mentioned that if parents really wanted to practice FGM/C, 

they would travel during the holidays to their country of origin due to fear of prosecution in 

the Netherlands and possibly perform less severe forms of cutting, believing that the less se-

vere forms will be undetectable by medical- or legal authorities in the Netherlands. Roughly 

half of the participants said that they would expect that more people would practice FGM/C 

in the Netherlands if there was no legislation prohibiting the practice. At the same time, 

some other participants said that they expected that women who had experienced FGM/C 

themselves, and who truly understood the consequences of the practice, would know that 

the practice is wrong and would not let their daughters undergo FGM/C, whether it was 

prohibited by law or not. Across the FGDs, some participants mentioned, as an unintended 

side-effect of the law, that some parents leave their daughters behind in the country of origin 

after they have been cut, while they themselves travel back to the Netherlands. Overall, the 

participants believed that legislation is important as it has a deterrent effect, but the mere 

existence of legislation is not enough to stop the practice.

Perceived behavioral control

Participants were asked whether they could prevent their daughters from being cut 

(perceived behavioral control). Several participants from Somalia and Eritrea were very 

determined in refusing to perform FGM/C and indicated that they would easily resist social 

pressure from people by explaining their decisions. Social pressure made some participants 

recall their own experiences, and made them think about this as unjust, which triggered 

a change in views about the practice, creating a sense of apprehension accompanied by a 

sense of obligation to protect their daughters.

“When my daughter was born, my mother called me and told me to circumcise my daughter. 

I thought, maybe she is right. After a while, I completely changed my mind and said ‘How 

could you [think such a thing]?’ I said, ‘…my daughter is born here [in the Netherlands], I 

don’t want to hurt her, because I have been through this myself and I still have nightmares 

about cutting.” 

— A 40-year-old female FGD participant from Somalia.
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Some participants expressed fear about their daughter undergoing FGM/C without their 

consent during a visit to their country of origin. In fact, some said that they would take 

measures to prevent FGM/C, for instance, their children would not accompany them when 

visiting their country of origin, and if they were accompanied by children, they would lie 

about the FGM/C status of their daughters.

“If we are on vacation in our country of origin, I will lock the doors [to protect her daugh-

ters] …If people go there, just to visit [the country of origin], and when you say that you 

would not cut your daughter, they will then question your way of thinking. They may lie to 

you and cut your daughter without your consent.”

— A 39-year-old female FGD participant from Somalia.

Across the FGDs, several participants pointed at the ‘statement opposing female circumci-

sion - document’ (signed by official authorities in the Netherlands) and said that this helped 

them explain to family in the country of origin that FGM/C is prohibited in the Netherlands 

and enabled them to resist the social pressure.
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DISCUSSION

This is the first study on attitudes and intentions of migrant populations in the Netherlands 

regarding Female Genital Mutilation/Cutting (FGM/C). We explored their perceived social 

pressure to perform FGM/C (subjective norms) and perceived confidence in being able to 

prevent FGM/C (perceived behavioral control). These factors may be closely interrelated 

and dependent on each other and are likely to affect individuals’ decisions to engage in the 

practice of FGM/C.

Our findings showed that as a result of migration, regardless of country of origin and gen-

der, many participants have changed their attitudes towards the abandonment of FGM/C 

in the Netherlands. None of the participants intended to have FGM/C performed on their 

daughter. The adverse health consequences of FGM/C, legislation outlawing FGM/C, that 

the practice is not necessarily required by religion, and that the practice is as a violation of 

children’s rights were among the most cited reasons by our participants to not support the 

practice of FGM/C. The social pressure to perform FGM/C is experienced as to be overall 

lower in the Netherlands when compared to their country of origin. Most participants felt 

confident in their ability to resist social pressure; however, at the same time some partici-

pants feared that they might succumb to social pressure or feared that their daughters would 

undergo FGM/C without their consent, for example during a holiday in the country of 

origin.

The study findings echo the results of several other studies, which demonstrated that inter-

est in the practice of FGM/C wanes following migration and that support for the continu-

ation of FGM/C for girls born in the host country is low (Exterkate, 2013; Gele et al., 2015; 

Gele, Johansen, et al., 2012; Isman et al., 2013; Johnsdotter, 2002; Johnsdotter et al., 2009; 

Morison et al., 2004; Newton & Glover, 2021; Vogt et al., 2017). In a study, Morison and 

colleagues (Morison et al., 2004) investigated experiences and attitudes towards FGM/C 

among migrants from Somalia in the UK. They found that older generations, migrants with 

few signs of assimilation, and new arrivals are more likely to hold traditional views towards 

FGM/C. Intentions to have their daughters undergo FGM/C varied significantly with the 

time spent in the UK—the more integrated people were, the less likely they were to uphold 

traditional views towards FGM/C.

Support for the abandonment of the practice in the diaspora can be a result of acculturation. 

Acculturation is a process by which cultural and psychological changes occur through the 

contact between two or more cultural groups and their individual members (Berry, 2005). 

Although migrants carry their cultural heritage with them when they migrate, at some 

point during their residence the process of acculturation occurs, and they adapt to their 
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host country’s culture. It is important to note that acculturation effects may need time to 

consolidate. There is evidence to show that the amount of time spent in the host country 

is associated with increasingly negative attitudes towards FGM/C, and that newly arrived 

migrants may have more positive attitudes towards the practice (Brown et al., 2016; Gele et 

al., 2015; Gele, Kumar, et al., 2012; Vogt et al., 2017). This is not surprising since the more 

newly arrived migrants come from an environment where FGM/C still is a social norm, and 

not conforming to the norm could result in social exclusion, stigma, and the inability to find 

a suitable marriage partner (UNICEF, 2013).

In Netherlands, as in many other host societies, the practice is uncommon and criminalized 

by law. According to our participants legislation against FGM/C is critical as it decreases 

support for the continuation of FGM/C among migrant populations. Indeed, to date, no 

one suspected of FGM/C has been convicted by a court in the Netherlands (Johnsdotter & 

Mestre i Mestre, 2015). The enactment and enforcement of a law criminalizing FGM/C can 

challenge existing social norms by providing legitimacy to new sets of behaviors (UNICEF, 

2013). There is evidence to suggest that people may abandon FGM/C in an environment 

with legislation outlawing the practice, even if they favor the continuation of FGM/C (Gele 

et al., 2015; Gele, Johansen, et al., 2012; Isman et al., 2013; Johnsdotter et al., 2009; Morison 

et al., 2004; Vogt et al., 2017). Conversely, we believe that individuals from migrant popula-

tions with a more favorable attitude towards FGM/C, those with less or no confidence in 

their ability to prevent their daughter to undergo FGM/C, and/or those who perceive more 

social pressure from others, may be more likely to perform FGM/C on their daughters, re-

gardless of the legislation outlawing the practice. As an unintended side-effect of the law in 

the host country, according to our participants, parents with more traditional views towards 

FGM/C could even leave their daughters behind in the country of origin, suggesting the fear 

of not conforming to the social norm may be stronger for some individuals than the fear of 

prosecution in the host country. It is thus important that legislation is accompanied by other 

preventive measures to protect girls at risk.

Further, marriageability, indirectly linked to preserving virginity, is to date among the more 

common or even the primary reason in some communities to perform FGM/C (UNICEF, 

2013). However, our study participants were not concerned over marriage prospects as a 

justification for FGM/C. They noticed that men from FGM/C practicing countries in the 

Netherlands prefer uncut girls (e.g., from own origin group), and that people are starting 

to establish relationships with those from other countries. This finding could be regarded 

as a sign of acculturation and in line with previous studies suggesting that migrants from 

FGM/C practicing countries are often relatively positive about uncut girls (Gele et al., 2015; 

Gele, Kumar, et al., 2012; Vogt et al., 2017). In general, as part of acculturation process, 

more interactions with members of other social groups in the host country who do not 
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share expectations regarding FGM/C, may contribute to a broader shift in perceptions of 

societal norms among migrant populations from FGMC practicing countries. For instance, 

male circumcision is common in several countries where FGM/C is concentrated (40,41); 

our participants often talked about male circumcision when asked about FGM/C and one of 

our participants even questioned the practice of male circumcision and pointed out a child’s 

right to bodily autonomy. While this one single case is not sufficient to make a generalized 

conclusion, it is reasonable to assume that due to acculturation, shifting opinions among 

some migrants could go beyond the practice of FGM/C.

Social norms or subjective norms surrounding FGM/C and perceived behavioral control are 

important determinants of decisions to engage in the practice of FGM/C. While social pres-

sure to perform FGM/C still occurs after migration, similar to previous studies (European 

Union., 2018; Johnsdotter, 2002; Johnsdotter et al., 2009; Koukoui et al., 2017), we found 

that the pressure seems to be overall lower in the host countries such as the Netherlands 

when compared to the country of origin, and that most migrants report being confident 

in resisting social pressure. Migrant populations might differ from their counterparts in 

the country of origin in terms of social pressure. Their counterparts might succumb to 

social pressure and conform to what they believe others expect of them, however, migrant 

populations experience overall less social pressure in the host country, hence they may 

experience less fear of social exclusion for not performing FGM/C. Perceived behavioral 

control is strongly related to social norms or subjective norms. The more support and the 

lower pressure to perform FGM/C, the greater individuals’ perceived behavioral control 

and the stronger their intention to not engage in the practice of FGM/C. A large share of 

our participants were determined to refuse to have FGM/C performed on their daughters 

and they were not afraid to protect their daughters. The ‘statement opposing female cir-

cumcision’ was highlighted as an important source of support by several participants. This 

document is signed by official authorities in the Netherlands to support parents in resisting 

pressure to have FGM/C performed when traveling abroad. Also, participants’ knowledge 

and awareness about various aspects of FGM/C and especially their negative experiences 

with FGM/C could be regarded as helpful to resist pressure and to protect their daughters.

Recommendations

It is important to bear in mind that migrants might not share the same attitudes as the 

professional, and neither do they necessarily share the attitudes of those in their country of 

origin. It is imperative for healthcare professionals involved in the care and/or prevention 

of FGM/C to develop cultural competence and cultural sensitivity in the face of an increas-

ingly diverse migrant population. Professionals should not only address the medical needs 

of women with FGM/C, but also broaden their scope to include their psycho-sexual and 

social needs. Specifically, professionals should pay more attention to family dynamics, as 
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social pressure to perform FGM/C could be an important stressor for migrants. As their 

daughters grow, some parents may succumb to social pressure; therefore, they may require 

support in facing this pressure while attempting to safeguard their family bonds.

More research is needed to better understand how attitudes towards FGM/C wane following 

migration, and factors influencing the decline in the practice. Much could be gained from 

educational interventions, with an emphasis on empowering vulnerable groups such as 

newly arrived migrants in facing social pressure while attempting to safeguard their family 

bonds. Individuals are more likely to resist social pressure and deviate from a particular 

social norm if they perceive more behavioral control and when their personal agency is 

strong (Petit & Tamar Naomi Zalk, 2019). Evidence shows that educational interventions 

are important, as they help increase awareness of various aspects of the practice of FGM/C 

and knowledge of groups that do not practice FGM/C. Particularly, educational interven-

tions foster questioning and discussion of FGM/C [33].

Limitations

As with many field studies, this study has limitations. First, despite our efforts to establish a 

rich and varied sample, our recruitment strategy may have resulted in over-representation 

of migrants with less favorable attitudes towards FGM/C. Specifically, the fact that some 

participants were recruited through a trusted intermediary with a clear position against 

FGM/C may have created a sample bias. However, given the difficulties inherent in research 

on the topic of FGM/C, the current study does provide much needed information on 

FGM/C among little studied migrant groups in the Netherlands. Second, due to sensitiv-

ity of the topic and the illegal status of the practice in the Netherlands, participants may 

have provided socially desirable answers during the FGDs and interviews. Nonetheless, 

although migrants may be unwilling to disclose their intention to perform FGM/C, data on 

attitudes regarding FGM/C may be more reliable than intention (Johansen, 2020). Third, 

actual behavior is influenced by more factors than included in the TPB, so the application 

of this theoretical framework, however useful and commonly used in previous studies on 

this subject (Pashaei et al., 2016), may have limited our views. Nonetheless, our aim was to 

explore the constructs of the TPB rather than to examine the predictive value its constructs 

have in relation to migrants’ intentions to have FGM/C performed on their daughters.

Conclusions

These findings indicate that migrants’ intention to practice FGM/C seems to wane follow-

ing migration. This could be explained by acculturation-related factors. Nonetheless, some 

pressure to perform FGM/C still exists after migration. Newly arrived migrants and those 

more vulnerable to social pressure, may benefit from educational interventions that in-

creases knowledge and awareness about various aspects of the practice, with an emphasis on 
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empowering vulnerable individuals in facing social pressure while attempting to safeguard 

their family bonds.
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ABSTRACT

Background: Women with Female genital mutilation or cutting (FGM/C) often suffer 

from physical and psychosexual problems related to FGM/C. As gatekeeper to the medical 

system, General Practitioners (GPs) would be the first to be consulted for these problems. It 

is as yet unknown if and to what extent Dutch GPs identify women with FGM/C or related 

health problems.

Aim: To investigate how often Dutch GPs register FGM/C and related health problems.

Design and setting: A case-control study of anonymised patient records.

Methods: Medical records were checked for information on country of origin. Records of 

women, aged 15 years and older, from FGM/C practicing countries were compared with 

those of a case-control.

Results: Although many migrants were registered within the participating GPs, informa-

tion on country of origin was seldom recorded. Only 68 out of 16,700 patients were to be 

identified as women from FGM/C practicing countries; 12 out of these 68 records contained 

information about the FGM/C status, but none on type of FGM/C. There were no significant 

differences in health problems related to FGM/C between patients with FGM/C and the 

controls.

Conclusions: FGM/C may be a blind spot for GP’s and registration of information on 

migration background could be improved. A larger sample in a future study is needed to 

confirm this finding. Given the growing global migration, awareness and knowledge on 

FGM/C and other migration related health issues should be part of GP training.

Keywords: female genital mutilation/cutting; general practice; migrant women; primary 

health care

HOW THIS FITS IN:

The majority of previous research has focused on FGM/C in maternity settings. There is a 

need for more research on FGM/C in primary care such as general practice 1. This is the first 

study to investigate the provision of health care to women with FGM/C in Dutch general 

practice.
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INTRODUCTION

Female Genital Mutilation or Cutting (FGM/C) consists of ‘all procedures that involve 

partial or total removal of the external female genitalia or other injury to the female genital 

organs for non-medical reasons’ 2. The WHO has classified four main types of FGM/C: Type 

I, or clitoridectomy, refers to excision of the prepuce, with or without excision of part or all 

of the clitoris; Type II, or excision, which consists of the clitoris with partial or total removal 

of the labia minora; Type III, the most severe form of FGM/C, which is known as infibula-

tion, refers to excision of part or all of the external genitalia and stitching or narrowing of 

the vaginal opening. Type IV is unclassified. It includes all other harmful procedures to the 

female genitalia for nonmedical purposes, e.g., pricking, piercing, incising, scraping and 

cauterizing the genital area 3.

FGM/C is predominantly practiced in countries in Africa, the Middle East and Asia. Glob-

ally, it is estimated that more than 200 million girls and women have undergone FGM/

C4 and that an estimated 68 million girls are at risk of being cut between 2015 and 20305. 

As a result of increasing migration of women from countries where FGM/C is concen-

trated, FGM/C has become common in high-resource countries such as the Netherlands. 

It is estimated that approximately 41,000 girls and women with FGM/C are living in the 

Netherlands. About 37% of these girls and women are estimated to have been infibulated 6.

FGM/C is recognized as a human rights violation 2 and many countries have increasingly 

undertaken law reform to prohibit FGM/C 7. In the Netherlands, performing any form of 

FGM/C is forbidden and punishable by law, with an incarceration term of up to 12 years. 

The law also prohibits any Dutch nationals or permanent Dutch residents from perform-

ing FGM/C abroad 8–10. However, there is no indication of FGM/C being performed in the 

Netherlands and no suspected FGM/C case has, as yet, been convicted by a court 11. The 

Dutch action plan against the practice of FGM/C was established in 2006. The rationale 

behind the Dutch approach against FGM/C is to prevent FGM/C by accomplishing a be-

havioural change towards the practice. The prevention policies in the Netherlands consist 

of, among others, awareness raising on FGM/C among communities concerned and the 

empowerment of women, as well as training of health professionals and health care workers 

to support women affected by FGM/C and to identify and prevent girls from being cut 12. 

Healthcare providers, social care professionals and teachers who are concerned that a girl 

may be at risk of FGM/C have legal obligation to report this. Recently, the Dutch Society 

of Obstetrics and Gynaecology (NVOG) has developed guidelines on the management 

of FGM/C 13. Healthcare providers in primary and secondary health care are also able to 

record FGM/C and they have been urged to practise good record keeping. Unfortunately, 
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to date, no reliable data are available in the Netherlands regarding FGM/C in primary and 

secondary care.

FGM/C has been associated with adverse short- and long-term health consequences, in-

cluding, severe pain, excessive bleeding, urinary tract infections, bacterial vaginosis, painful 

sexual intercourse and adverse perinatal outcomes 14–16 as well as negative effects on mental 

health 17–19. The migration from FGM/C practicing countries to high-resource countries 

will even further increase 20,21. Consequently, in the near future, health care providers are 

expected to provide care for more women with FGM/C. There is increasing evidence that 

women with FGM/C receive lower quality of care, due to ‘lack of knowledge, cultural sen-

sitivities associated with the subject leading to silence, stigma and inaction 1. Since most of 

these studies have been conducted in obstetric settings (e.g., 22–25), there is a need for more 

research on FGM/C in primary care, such as in general practice. In the Netherlands, the 

general practitioner (GP) is often the first to encounter health problems of women with 

FGM/C. GPs function as a ‘gatekeeper’ to the healthcare system in the Netherlands and all 

residents are obliged by their (mandatory) health insurance to be registered with a general 

practice. However, it is as yet unknown if and to what extent GPs identify women with 

FGM/C, nor what care they provide to them.  Insight into these aspects are vital in order to 

evaluate whether any inequities exist in primary healthcare for women with FGM/C. The 

aim of this study was to investigate how often in Dutch general practice FGM/C related 

health problems were recorded in women from countries where FGM/C is practiced, com-

pared to women with other migration background of the same age.
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METHODS

Study design

A case-control study of anonymised patient records of women with a migration background, 

including women from countries where FGM/C is practiced, was carried out between No-

vember and December 2017.

Recruitment and study population

The study was executed in five general practices in the Netherlands, known to care for a 

large migrant community and trained to care for women with FGM/C. In the Netherlands, 

it is becoming more difficult to encourage GPs to participate in surveys, owing to their 

demanding work schedules and increasing frequency of being approached for surveys 26. 

Therefore, the practices were recruited through the researcher’s informal network; a pur-

posive sampling method was used, aiming for practices with a high number of patients 

from very high FGM/C prevalence countries, striving for variation among GPs in terms 

of gender, size- and geographical location of the general practice. We included patient 

records of girls and women, aged 15 years and older, from very high FGM/C prevalence 

countries, including Somalia, Egypt, Eritrea, Sierra Leone and Sudan. The Netherlands has 

a large number of migrants from these countries in which more than 80 per cent of girls 

and women of reproductive age have undergone FGM/C. Since country of origin is not 

routinely registered in general practice, we first included all female patients with a foreign 

surname. Identifying migrants by means of their surname has proved to be a reliable, 

second-best method 27. Next, we searched for information on country of origin through the 

first ten contact records, including the first visit records. Then, we searched through notes 

to retrieve information on country of origin, using the key words “origin”, “country of birth” 

or “country of origin”, “Somalia”, “Eritrea”, “Egypt”, “Sudan” or “Sierra Leone”. The data of 

these women were compared with those of a case-control: female migrant patients in the 

same age-group from countries where FGM/C is not practiced. Every next migrant woman 

from a non-practicing country was selected from the same age-group on the list after each 

woman from FGM/C practicing country was selected. It has been well documented that 

migrants, in general, have at some point differing morbidity patterns and receive lower 

quality of care than native populations 28. Hence, within the scope of this study, we found it 

more appropriate to compare our data within migrant subgroups – so data of women from 

FGM/C practicing countries were compared with female migrant patients from countries 

where FGM/C is not practiced.

Data collection

The researcher (NK), a senior medical student, was allowed to access in each participating 

General Practice the complete patient records, after signing the required Confidentiality 
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Agreement, in line with national legislation on data protection. NK selected the records 

based on patients’ surname and then anonymised the data by converting each patient’s per-

sonal details into an alphanumeric code. Records contained information on every contact 

with the GP (in-person or by telephone), medication prescribed by the GP and all letters 

to the GP from other (health) professionals and services. We checked whether country of 

origin, FGM/C status of the patient, type of FGM/C or health problems often associated 

with FGM/C were recorded in medical file. We searched through files for health problems 

including, recurring urinary tract infections (defined as two or more cystitis in six months), 

dysmenorrhea, sub- or infertility, complications during childbirth, painful sexual inter-

course and fear of sexual intercourse. In addition, we checked whether the FGM/C status 

of the patient was recorded according to the International Classification of Primary Care 

(ICPC). The ICPC code-X82 refers to injury to the female genital organs. Finally, women 

with unknown origin were excluded and the data were anonymized prior to analysis.

Data analysis

The data were analysed using SPSS statistical software (Version 22). The chi-square test was 

used to compare the data from different groups and to determine whether the differences 

were statistically significant.
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RESULTS

A total of 16,700 patient records from 5 general practices were included in the analysis. 

Country of origin of patients from FGM/C prevalent countries was mentioned in 68 cases. 

As shown in Table 1, these women were from (in descending order) Somalia (58.8%), Sudan 

(13.2%), Egypt (11.8%), Eritrea (10.3%) and Sierra Leone (5.9%), with an average age of 

36.18 years (SD = 14.76). The majority of women in the control-group were from Morocco 

(63.9%), with an average age of 39.82 years (SD = 13.52).

The FGM/C status of patients was recorded in 12 out of the 68 cases where country of origin 

was documented. Of these patients, 11 had undergone some form of FGM/C. In none of 

these cases was type of FGM/C classified and recorded. Moreover, the FGM/C status of 

one patient was recorded using the International Classification of Primary Care (ICPC) 

code-X82. Other cases were randomly recorded or found in the correspondence. There were 

no significant differences in recorded health problems related to FGM/C such as urinary 

tract infections, dysmenorrhea, sub- or infertility, complications during childbirth, painful 

sexual intercourse or fear of sexual intercourse between patients with FGM/C (n = 12), 

patients whose FGM/C status was not recorded (n = 56) and patients in the control-group 

(n = 61).

Table 1. Number of women in the FGM/C and control groups in five general practices in the Netherlands.

Control-group n = 61 FGM/C group n = 68

Afghanistan 2 Egypt 8

Armenia 3 Eritrea 7

Azerbaijan 1 Sierra Leone 4

China 3 Somalia 40

Morocco 39 Sudan 9

Pakistan 1

Syria 1

Taiwan 2

Turkey 7

Vietnam 2

Average age 39.82 36.13

SD 13.52 14.76

Range 18 – 74 15 – 74

FGM/C = female genital mutilation or cutting; SD = standard deviation
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DISCUSSION

Summary

In this first study on Female genital mutilation or cutting (FGM/C) in five General Practices 

in the Netherlands, known to care for a large migrant community, patient demographics 

such as country of origin was seldom documented in the medical charts. Only 68 out of 

16,700 patients were identified as women from very high FGM/C prevalence countries; 12 

out of these 68 medical files contained information about the FGM/C status of the patient 

and in none of these cases was type of FGM/C classified. Although the participating prac-

tices were known to care for a large migrant community and trained to care for women 

with FGM/C, it is unclear why information on country of origin was seldom recorded and 

only 12 records contained information about FGM/C. We believe that it is highly unlikely 

that only 12 out of 68 women from very high FGM/C prevalence countries actually have 

undergone FGM/C. FGM/C may be a blind spot in General Practice in the Netherlands. 

Future research, preferably qualitative, is needed with larger samples to confirm this and to 

explore the factors that encourage and hinder GPs in recording and discussing FGM/C with 

women who have undergone FGM/C.

Strengths and limitations

We acknowledge the relatively small numbers of general practices included in our study, 

which may explain the non-significant difference in recorded health problems related to 

FGM/C between patients in the FGM/C group and patients in the control-group. While 

healthcare providers are able to systematically record FGM/C, to date, no reliable data 

are available regarding FGM/C in primary and secondary care. Therefore we believe that 

including more practices may not be required to conclude that there is an urgent need for 

improvement of recognition and recording of FGM in general practice; improvement could 

be achieved by discussing FGM/C with patients from FGM/C prevalent countries and by 

correctly classifying and recording FGM/C in the medical charts.

Comparison with existing literature

There is limited evidence on FGM/C in primary care. Most studies have been conducted in 

secondary care and focused on FGM/C in maternity settings 1. Nonetheless, our findings 

would be consistent with results from available studies among other healthcare providers 

caring for women with FGM/C in secondary care 29. Several reasons may explain the few 

recorded cases of FGM/C in general practice. In general, it is known that most women 

rarely proactively discuss FGM/C with their healthcare provider. At the same time, health-

care providers refrain from asking about it 1,17,30–33. The possible explanation could be due to 

cultural taboos around FGM/C in women’s own community or fear of being judged or being 

fearful as FGM/C is forbidden in their new country of residence 34. In a comprehensive 
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systematic review, Evans et al. 1 have explored factors influencing the provision of healthcare 

related to FGM/C from the perspective of health providers. Feeling of embarrassment, 

shock, disgust and horror; uncertainty about how to frame the questions, or ‘anxiety about 

being perceived as culturally insensitive’, language barriers and a lack of knowledge have 

been described in this review as barriers to engage women with FGM/C1,22,37–43,23–25,30,32,33,35,36. 

Because of the sensitive nature of FGM/C, talking about the subject can make health pro-

viders feel uncomfortable. Some healthcare providers reported they avoided discussing 

the topic with their patient, as they did not want to offend, stigmatise or jeopardise their 

relationships, assuming that women would initiate a conversation about FGM/C if there 

was a problem 1. As a result, FGM/C will probably never be discussed at all, hence not 

recorded. Previous studies have also reported expression of strong emotions by healthcare 

providers, including shock, disgust and horror. Cutting of women was perceived as an alien 

and negative practice, with healthcare providers describing and perceiving these women as 

not ‘normal’ – Mutilated. Also, lack of knowledge has been listed repeatedly as a barrier to 

identify and manage women with FGM/C 1,22–24. For instance, Chalmers et al. 22 reported 

dissatisfaction of women with care and a perceived lack of knowledge and ability by health-

care providers to care for women during pregnancy and childbirth. Relph et al.23assessed the 

knowledge, attitude and training on FGM/C among medical and midwifery professionals 

and found that although the majority of these professionals were aware of the practice, their 

ability to identify FGM/C and its associated health complications remain unsatisfactory. 

Similarly, Zaidi et al. 24 observed deficiencies in knowledge and adherence to guidelines on 

the management of health complications of FGM/C among healthcare providers. Zenner 

et al. 25 reported on the quality of obstetric and midwifery care and noted major deficits in 

identification, management and safeguarding.

Implications for research and practice

Our findings, along with those of previous reports support the need for integration of 

FGM/C and culturally sensitive care in training programs for healthcare providers. Cur-

rently, despite the growing number of books on migration health in Primary care 44–47, the 

subject of FGM/C is not included in the curriculum of most medical, midwifery and public 

health training programs 48,49. Also, specific guidelines on the management of health com-

plications related to FGM/C are not well known among healthcare providers 48. As noted 

by Abdulcadir et al. 29, recognition of FGM/C is the first step in formulating a diagnosis, 

before providing information and treating a patient with FGM/C. However, FGM/C may be 

a blind spot in General Practice in the Netherlands. Future research, preferably qualitative, 

is needed with larger samples to confirm this and to explore the factors that encourage 

and hinder GPs in recording and discussing FGM/C with women who have undergone 

FGM/C. Also, registration of information on migration background could be improved and 

as migration is on the rise and the population in GP get more and more diverse, GPs should 
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not only be aware and knowledgeable on FGM/C, but also on other migration related health 

issues.
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ABSTRACT

Objectives. While the general practitioner (GP) in the Netherlands is the first point of entry 

to and gatekeeper of the healthcare system, no study exists to explore the experiences of 

women with female genital mutilation or cutting (FGM/C) in general practice. Therefore, 

the aim of this study is to look into the experiences of women with FGM/C in Dutch general 

practice.

Methods. Semistructured interviews were held with 16 women with FGM/C. Sampling was 

purposeful. The interview guide and thematic analysis were based on the Illness Perception 

Model and Kleinman’s Explanatory model. Interviews were held in English or Dutch. All 

data were anonymized, and recordings were transcribed verbatim. Transcripts were coded 

and thematically analyzed.

Results. The women considered FGM/C to be connected to a range of health problems, for 

which not all of them sought medical care. They had difficulty discussing such a sensitive 

topic with their GP, did not know their problems could be relieved or perceived GPs to have 

insufficient knowledge of FGM/C. Lack of time during consultations and overall dissatisfac-

tion with Dutch GP care hampered trust. They strongly preferred the GP to be proactive 

and ask about FGM/C.

Conclusion. There is room for improvement as most women would like their GP to discuss 

their health problems related to FGM/C. GPs should take a proactive attitude and ask about 

FGM/C. In addition, to develop the trusted relationship needed to discuss sensitive topics 

and provide culturally sensitive person-centered care, sufficient time during consultations 

is needed.
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INTRODUCTION

In the Netherlands, as in many other Western countries, the prevalence of women who have 

undergone female genital mutilation or cutting (FGM/C) is on the rise due to increased 

migration from the countries where FGM/C is traditionally practiced [1,2]. FGM/C is de-

fined as harm to the female genitalia, including those practices whereby the external female 

genitalia are either partially or completely removed for nonmedical reasons [3]. The WHO 

has classified four main types of FGM/C [4] (see Fig 1).

Fig 1. World Health Organization Classification of Female genital mutilation or cutting.
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Type I refers to excision of the prepuce, with or without excision of part or all of the clitoris. 

Type II refers to excision of the clitoris with partial or total removal of the labia minora. 

Type III refers to excision of part or all of the external genitalia and stitching or narrowing 

of the vaginal opening (infibulation). Type IV includes all other harmful procedures to the 

female genitalia for nonmedical purposes, e.g., pricking, piercing, incising, scraping and 

cauterizing the genital area [4,5].

According to estimations, approximately 200 million women and girls worldwide have 

undergone FGM/C [6]. It is performed in countries across Africa, Asia and the Middle East 

and is a tradition with various meanings and local characteristics, often seen as a cultural, 

religious and/or social norm [7]. The Netherlands has had a zero-tolerance policy regarding 

FGM/C since the introduction of a law in 1993, meaning that practicing any form of FGM/C 

is forbidden on a girl who is resident of the Netherlands – performed in the Netherlands 

or abroad [8–11]. Recent research estimated that in 2018, approximately 41,000 women 

living in the Netherlands had undergone FGM/C, and approximately 37% of them had Type 

III FGM/C. The majority of them are migrants or their daughters from Somalia, Egypt, 

Ethiopia, Eritrea, Sudan and northern Iraq [12].

FGM/C can cause physical, mental and psychosocial health problems, including both short-

term complications of the procedure and long-term complications. The latter problems 

range from urinary to sexual issues and problems related to childbirth [5,13–18]. Finding 

adequate care, however, has proven to be difficult for these women due to lack of aware-

ness, expertise and empathy among healthcare practitioners but also because women do 

not attribute their health problems to FGM/C [19–21]. Furthermore, misinterpretation of 

the Dutch law led some women to believe that being circumcised was punishable, which 

prevented them from seeking healthcare [1]. Most previous studies have focused on the 

gynecologic and obstetric healthcare experiences of FGM/C women [18,19,22,23], and very 

little is known about women’s experiences with primary healthcare.

In the Netherlands, the general practitioner (GP) is the first point of entry to and gatekeeper 

of the healthcare system. All people who have obligatory health insurance are enlisted with 

a GP; specialist care is only accessible through referral by the GP. Therefore, the GP is often 

the first to encounter the health problems of women with FGM/C. They could play a vital 

role in informing women with FGM/C. However, no study exists to explore the experiences 

of women with FGM/C in general practices in the Netherlands. The aim of this study is to 

look into the experiences of women with FGM/C in Dutch general practice.
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METHODS

Study Design

A qualitative study design was used to obtain an in-depth understanding of the healthcare 

experiences from the perspective of women who have undergone FGM/C with general 

practitioners (GPs) in the Netherlands. The study was conducted between May and August 

2017. The study was approved by the Maastricht University FHML Research Ethics Com-

mittee (Application nr. 2017/04).

Recruitment and study population

The study population consisted of women older than 18 years living in the Netherlands 

who had undergone FGM/C and had sufficient fluency in Dutch or English. Sampling was 

purposeful, aiming for maximum variation regarding age, country of origin, duration of 

residence in the Netherlands and education level. Recruitment was done using a trusted 

intermediary, who approached eligible women by phone, after which they then received an 

informational letter explaining the purpose of the study. If they agreed to be interviewed, 

the study was again explained orally, after which participants signed the informed consent 

form. Women’s FGM/C type was not known prior to interviewing; the FGM/C types were 

classified by the women themselves using drawings provided in the interview as an aid 

(see Fig 1).  Participants were recruited and interviewed until no new information was 

mentioned in the interviews and data saturation was reached.

Data collection

Data were collected through individual, face-to-face, semistructured interviews. The inter-

view followed a topic list based on the following frameworks: the Illness Perception Model 

(IPM), which explains the process of a person’s illness perception including health- and 

illness- awareness and definition [24], and Arthur Kleinman’s Core Clinical Functions 

and Explanatory Model, which addresses the influence of culture on an individual’s 

understanding of illness and disease [25]. The topic list contained questions on FGM/C, 

health complaints, the possible link between health complaints and FGM/C and women’s 

experiences with their GP. The interview guide was tested by a Somali intermediary fluent in 

both Dutch and English to ensure appropriateness of language and cultural sensitivity. Each 

interview took place with EA or EN. The two (female) interviewers were Master’s students 

in global health who practiced their internship at Pharos, national knowledge center on 

Female Genital Mutilation in the Netherlands. The interview took place in Dutch or English 

depending on participants preference and in a setting of the participants’ choice, most often 

the home setting, which helped ensure a safe environment in which to speak freely. Each 

interview had an average length of 50 minutes and was recorded using a mobile recording 
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device. Participants received a gift voucher, along with contact details of a physician in case 

women had any questions or problems after the interview.

Data Analysis

All data were anonymized, and recordings were transcribed verbatim by one of the research-

ers. To ensure reliability, interviews were coded and analyzed thematically by both research-

ers independently using Nvivo (version 10) as well as manually. An open coding system 

was applied for thematic analysis, developed in line with the theoretical frameworks. The 

coding system, preliminary results and any discrepancies during coding and analysis were 

discussed with the research team to ensure credibility.  Based on this, codes were adapted or 

added. Quotations from Dutch interviews were eventually translated into English.
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RESULTS

In total, 16 women were interviewed, varying in age, country of origin, duration of resi-

dence in the Netherlands and educational level (see Table 1). All women had consulted a GP 

in the Netherlands at least once, not necessarily related to FGM/C. Ten of the women had 

discussed FGM/C with their GP; six of the women had not.

Table 1. Characteristics of study population.

Characteristics n = 16

Age (years)
35 (median)

23 - 56 (range)

Country of origin

Egypt 2

Ethiopia 1

Guinea 2

Nigeria 1

Sierra Leone 2

Sudan 4

Somalia 4

Education

Primary 2

Secondary 6

Tertiary 8

Duration of residence in the Netherlands (years)

< 5 4

6 – 10 2

> 10 10

Number of children

None 2

1 4

2 4

3 5

4 1

FGM/C types

Type I 6

Type II 3

Type III 7

Type IV 0
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FGM/C as a health issue

Women’s views of FGM/C had changed over time, when compared to what FGM/C meant 

to them in their country of origin. Before migrating to the Netherlands, they did not seem 

to consider themselves different, while now they felt that they were being viewed as deviant 

by the Dutch society.

 “[…] Before, you do not feel shy because you are circumcised, but now you feel shy, a little 

bit, because you know the difference. I now know, I am not a complete woman. It is like 

that. But before, we did not know, we thought we are all the same, we did not know the 

difference.” (R9)

Women also seemed to start wondering whether other health issues they were having, which 

they before considered normal, were also abnormal. They mentioned health issues such as 

problems with menstruation, urination, sex, pregnancy and childbirth.

“I never knew that circumcision can cause so many problems, issues that you do not know 

about. Because in Africa or as an African woman, we feel that it is normal to be circum-

cised. Until you come across those people [who have not been circumcised], you do not 

know the difference.” (R9)

and

“Yes, circumcision makes childbirth harder than for a normal woman. Also, with the 

menstruation, everything [is harder]. Everything!” (R4)

Expectations of healthcare related to FGM/C

Some participants did not expect or want FGM/C-related care from their GP at all, either 

because they did not need any care at all or because they believed that their GP was not the 

one who could help them.

“It is a very unpleasant feeling, yes. And you cannot change that, that is the problem here. 

You cannot change it; you just have to deal with it. […] I am thinking about the operation 

with the doctor to make a pretty shape or something [reconstructive surgery], but I do not 

know if it will help or not. […] The things they removed; they will never come back.” (R14)

and

[Question: Have you thought about going to see a doctor with this problem?]
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“No, I have the feeling that they cannot do anything. They can reconstruct it, but I have the 

feeling that it will never be the same again.” (R2)

and

“[...] I think if I talk with my general practitioner about a problem with the circumcision, it 

will not help me. I think talking with a specialist will be more effective for me.” (R6)

Other women, who indicated they would like FGM/C-related care from the GP, appeared 

to be unsure about how to ask for this care. Some of them felt uncomfortable or ashamed 

to discuss FGM/C or related sensitive health issues. Moreover, women indicated that they 

found it difficult to bring up FGM/C themselves with their GP.

“I think that the doctor will think that I have a low level of thinking [intelligence]. I know 

that women are ashamed, maybe that is why. For me too, I am always ashamed.” (R4)

and

“But if you expect a Somali woman, or to be honest, any Islamic woman, to come and tell 

you about her issues, you will not get her to tell you. So then she just keeps on coming and 

then the wrong diagnoses are made, but you will not get to the point. Nothing will happen.” 

(R5)

Most women expressed a strong preference for the GP to be the one to initiate a conversa-

tion on the topic. Many respondents were convinced that care would be improved if the GP 

would ask them about FGM/C.

“Those are the things that I then did not dare to discuss with the general practitioner. 

But I do think that, well, if I would have been giving a key word or the question ‘are you 

circumcised?’ that I would have received better help.’” (R5)

Furthermore, many women considered GPs to have a lack of knowledge about FGM/C and 

therefore to be unable to help them with their health problems. Many women said they had 

to explain things about FGM/C to their GPs. Some women felt they could not be helped by 

someone who did not know and understand them and their culture.

“How did the general practitioner react to the circumcision? He was shocked. And he did 

not know, he didn’t know anything about it. He may have heard of it, but he did not know 

exactly what circumcision was. He did not know what kind of issues women who have been 
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circumcised have. He also did not know that some women have issues and other women 

do not. So, I told him and explained to him that it depends on the type of circumcision, but 

he does not know.” (R1)

Experiences with healthcare related to FGM/C

In some cases, such as those described above, the women thought the GP was shocked when 

(s)he found out a patient had undergone FGM/C. However, they did not seem to experience 

this as negative and understood the GP’s reaction.

“She [GP] asked me, “Are you by any chance circumcised?” I said, “Yes.” For me it was the 

most normal thing in the world. And then she said, “Can I examine you?” So, then I said, 

“Yes, why not.” So, she examined me and she was shocked.” (R7)

None of the women mentioned their GPs having a negative attitude or opinion towards 

FGM/C.

Satisfaction with healthcare related to FGM/C

Women felt pressured by the limited consultation time or felt that the GP was rushed and 

therefore did not give them the attention they needed.

 “What did you think of the visit to the general practitioner? How was the appointment?” 

(Interviewer)

“It was not good! Because it was less than three minutes. I explained to her [GP] what was 

going on and she said that everything was all right. But she did not even do a check-up, 

because she does not have the time, whilst she could not have known that in such a short 

time.” (R2)

A point of dissatisfaction was the actual care provided by some GPs. Some women felt the 

care was not relevant to their health issues. Another point of dissatisfaction was the Dutch 

healthcare system.

“[…] and then I went to the general practitioner. I did not get any medicine. I do not know 

how it works in the Netherlands, but they always recommend you to take paracetamol 

[acetaminophen]. But you just go to the general practitioner to check there is nothing 

wrong, but you never get anything for the pain.” (R3)

and
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“[…] In the Netherlands everything is just a process, everything is really complicated. When 

you get in the medical mill, you get into the process. You go to the general practitioner; they 

send you to there and there. Or if you have to make an appointment, you have to wait for 

months or travel far and you just do not feel like doing that.” (R3)

There were also examples of women who were satisfied with the care they received from 

their GP. Important aspects of satisfaction were when the GP gave them the impression (s)

he understood them and when the GP took enough time to understand their health issues.

 “[…] And I really felt that she was concerned about me and sympathized with me. I think 

she must have imagined: what if I would have been her, what then? […] I was lucky, it is 

really true. It all had to do with the general practitioner. I do not think they are all like 

that.” (R7)

The women most satisfied with their GP were those to whom the GP had provided care for 

nonmedical issues related to FGM/C. For example, one woman received, upon her request, 

a letter from her GP to show her future husband.

“[…] So, I had the reconstruction surgery, and luckily the general practitioner gave me 

papers in case I got married after, to explain why I had the surgery. Because it is not part 

of our culture. And luckily, everything turned out all right. […]” (R5)

Being asked if they preferred a male or a female GP, some respondents indicated a prefer-

ence for a female GP, as they felt it was easier to discuss women’s issues with another woman.

“Depends on the issues that I am having. If they are real urgent issues, then I will go [to any 

doctor]. But you feel more at ease telling your issues to a woman. […] So, from my side, I 

find it better to speak to discuss it with a woman. Because if you would have come today 

and you would have been a man, then I would have not been as open. That is personal, 

you know.” (R3)

Other women did not seem to mind whether their GP was male or female, as long as the 

care they received was satisfactory.

 “No, a doctor is a doctor; for me it does not make a difference.” (R1)
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DISCUSSION

The women in our study experienced a range of medical problems that they associated 

with the Female Genital Mutilation/Cutting (FGM/C) they had undergone, but not all of 

them sought medical care for these problems with their general practitioner (GP). Some 

of them did not think care would resolve their problems, and others did not think Dutch 

GPs would have sufficient knowledge of FGM/C or did not know how to discuss FGM/C. 

All women preferred the GP to proactively ask about FGM/C. In general, women thought 

positively about their GP, but overall, they were dissatisfied with Dutch healthcare and GP 

care, in particular with the limited time available during consultations. GPs who offered 

care beyond biomedical problems were valued most.

As discussed by Evans et al.[26], due to the sensitive and taboo nature of FGM/C, it is dif-

ficult for both women and healthcare providers to talk about FGM/C. Thus, it is not surpris-

ing that women find it difficult to bring this topic up themselves in discussion with their GP 

or to reveal their intimate parts, which can also lead to reluctance in seeking healthcare, for 

instance during pregnancy [16]. Especially when they have experienced a shocked reaction 

from a doctor examining their mutilated vulva, or a disapproving attitude from their new 

society, women often develop shame about FGM after their migration [16,27].  Most of our 

participants have learned upon arrival and during their resettlement in the Netherlands that 

not all women have undergone FGM/C and that the practice is not the norm globally. Hence, 

they have started to feel ‘abnormal’ and attributed their medical problems to FGM/C. This 

corresponds with other studies, in which women reported discovering through migration 

that not all women have FGM/C and questioned the practice [16,28,29]. A study in the 

Netherlands examining the psychosocial consequences of FGM/C concluded many women 

to be chronically suffering from mental and psychosocial problems and showed that women 

had become more aware of the negative consequences of FGM/C after migrating to the 

Netherlands, showing a shift in their perceptions [16]. Lack of expertise among doctors, 

alongside inadequate assessment of the patients’ problems, was found to be a main barrier 

to good quality of healthcare in other studies [21,30,31]. In specialized FGM/C care set-

tings, such as the FGM/C clinic in London [32] or the specialized consultation facilities in 

the Netherlands [21], women seem to have better experiences with the care provided, thus 

emphasizing the importance of appropriate healthcare, information and support [21,27,32]. 

The need for proper assessment, and thus the active asking about FGM/C by the GP, was 

also expressed by the women in our study. Such a proactive approach to sensitive topics is 

well-known to be effective in GP care [33], as long as it is done in a respectful, culturally 

sensitive way [34]. The finding that GP care was most valued if it extended beyond the 

biomedical domain is in line with the strong preference of patients for, and positive effects 

of, person-centered care [35].
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Strengths and limitations

To the best of our knowledge, this is the first study on FGM/C experiences in general prac-

tice in the Netherlands. There are some limitations to take into account. While the use of 

a trusted migrant organization as intermediary was necessary for recruitment, this could 

have led to bias, as this organization is known to be opposed to FGM/C. Interviewing a 

different group of women could provide alternative views and opinions on FGM/C and 

possibly also on healthcare experiences with GPs. In addition, only women with sufficient 

fluency in Dutch or English were recruited, which excluded migrant women who, due to 

language barriers, might encounter even more difficulties in accessing good quality of care.

Recommendations for future research and for practice

In general, GPs may benefit from training on diversity, cross-cultural competence and com-

munication skills related to FGM/C prevention and management. A FGM/C Conversation 

Guide and the guidelines on the management of FGM/C [36], which is developed by the 

Dutch Society of Obstetrics and Gynecology (NVOG) [36] could also provide a useful sup-

port to healthcare providers. Insights into GPs’ knowledge of and experiences with FGM/C 

related care could help to develop effective educational curricula for medical students and 

GPs (i.e., trainees) on FGM/C. Following the suggestions of the women in our study, GPs 

(and other healthcare professionals) should address the topic of FGM proactively.  For 

instance, the GP could ask about FGM/C during their first consultation with women from 

FGM/C-practicing countries. This could help to ‘normalize’ the topic and convince women 

they can freely discuss this with their GP. To develop the trusted relationship needed to 

discuss sensitive topics and provide culturally sensitive person-centered-care, sufficient 

time during consultations, generally more than the usual 10-minute slot, is needed.

Conclusion

The women with FGM/C experienced a range of health problems; however, not all of them 

sought medical care for these problems. On one hand, they had difficulty discussing such a 

sensitive topic with the GP, and on the other hand, they perceived GPs to have insufficient 

knowledge of FGM/C to provide them with adequate care. To improve the healthcare expe-

rience of women with FGM/C in general practice in the Netherlands, it is advisable that GPs 

take a proactive attitude in discussing such sensitive topics with their patients.  In addition, 

to develop the trusted relationship needed to discuss sensitive topics and provide culturally 

sensitive person-centered care, sufficient time during consultations is needed.
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The main objectives of this thesis were (I) to estimate the prevalence and risk of Female 

Genital Mutilation/Cutting (FGM/C) among migrant girls and women in the Netherlands, 

(II) to explore the attitude and intention of migrant populations in the Netherlands re-

garding FGM/C and (III) to investigate the registration of FGM/C and recognition and 

treatment of related health problems in Dutch general practice and to explore experiences 

with general practitioners of women who have undergone FGM/C. The purpose of this final 

chapter is to present the main findings in light of these objectives, discuss methodological 

challenges and discuss the social impact of the current thesis. The chapter concludes with a 

set of recommendations for policymaking, practice and future directions in research.

MAIN FINDINGS OF THIS THESIS

Objective 1: To estimate the prevalence and risk of Female Genital 

Mutilation/Cutting (FGM/C) among migrant girls and women in the 

Netherlands.

Chapter 2 estimated the numbers of two main groups affected by FGM/C: (I) girls and 

women who have undergone FGM/C and therefore potentially in need for healthcare and 

(II) girls at risk of the practice consequently the target of preventive measures. Findings 

indicate that as of January 1st 2018, there were about 95,000 female migrants residing in the 

Netherlands whose country of origin is one of the 29 countries with available nationally 

representative data on FGM/C. It was estimated that about 41,000 girls and women have 

undergone FGM/C, resulting in a prevalence of 43%. About 15,000 of these 41,000 female 

migrants have most probably undergone infibulation, most prevalent in the Somalian 

population. It was also estimated that 4,190 girls are at risk of FGM/C in the near future. 

Specifically, in the next 5 years 1,677 girls are at risk of FGM/C (355 per year), and in the 15 

years thereafter another 2,514 girls are at risk of FGM/C (168 per year).

Chapter 3 aimed to advance methodology for estimating the prevalence of FGM/C by 

determining the prevalence of FGM/C among women giving birth in the Netherlands; 

both direct- and indirect methodologies were used to estimate FGM/C prevalence among 

women delivering. A nationwide survey among primary care midwifery practices that 

provided care for 57.5% of all deliveries in 2018, reported 523 cases of FGM/C, constituting 

FGM/C prevalence of 0.54%. The indirect estimation of FGM/C in an extrapolation-model 

resulted in an estimated prevalence of 1.55%. Midwives’ lack of knowledge and experiences 

of FGM/C, selective responding to the survey, and women from practicing countries pos-

sibly being a special subsample of the population in countries of origin may be among the 

reasons to explain the discrepancy between the direct- and indirect estimation of FGM/C 

among women delivering.
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Objective 2: To explore the attitude and intention of migrant populations in 

the Netherlands regarding FGM/C.

Using a qualitative exploratory design, consisting of focus-group discussions and individual 

interviews, Chapter 4 explored attitude and intention of migrant populations in the Neth-

erlands regarding FGM/C. The findings showed that as a result of migration and regardless 

of country of origin and gender, many participants have changed their attitudes towards the 

abandonment of FGM/C. None of the participants intended to have FGM/C performed on 

their daughter. Generally, the social pressure to perform FGM/C seems to be lower in the 

Netherlands when compared to the country of origin. Most participants felt confident in 

their ability to resist social pressure. However, some participants feared that they might suc-

cumb to social pressure or feared that their daughter would undergo FGM/C without their 

consent. This chapter concluded that newly arrived migrants and those more vulnerable to 

social pressure, may benefit from educational interventions that increases knowledge and 

awareness about various aspects of the practice, with an emphasis on empowering those 

individuals in facing social pressure.

Objective 3: To investigate the registration of FGM/C and recognition 

and treatment of related health problems in Dutch general practice and 

to explore experiences with general practitioners of women who have 

undergone FGM/C.

Chapter 5 presented the findings of a case-control study of anonymised patient records 

on the registration of FGM/C and recognition and treatment of related health problems 

in Dutch general practice. The findings showed that while many migrants were registered 

within the participating GPs, information on country of origin was seldom recorded. Only 

68 out of 16,700 patients were to be identified as women from FGM/C practicing countries; 

12 out of these 68 records contained information about the FGM/C status, but none on type 

of FGM/C. This chapter concluded that FGM/C may be a blind spot for GP’s and registra-

tion of information on migration background could be improved.

Chapter 6 explored experiences of women who have undergone FGM/C with general prac-

titioners. The women considered FGM/C to be connected to a range of health problems, for 

which not all of them sought medical care. They had difficulty discussing FGM/C with their 

GP due to the sensitive and taboo nature of FGM/C, did not know their problems could be 

relieved or perceived GPs to have insufficient knowledge of FGM/C. Lack of time during 

consultations and overall dissatisfaction with Dutch GP care hampered trust. They strongly 

preferred the GP to be proactive and ask about FGM/C. This chapter concluded that the GPs 

should take a proactive attitude and ask about FGM/C and provide culturally sensitive care 

to women with FGM/C.
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METHODOLOGICAL CONSIDERATIONS

Several methodological approaches were used to answer the objectives of this thesis. These 

approaches vary in complexity and applicability and should be taken into account when 

interpreting the findings. In this chapter we will focus on three important topics.

Migration is a selective process

Over the last three decades, the most accurate information on the prevalence of FGM/C 

and girls at risk of being cut came from large-scale population-based surveys such as De-

mographic and Health Survey (DHS) and the Multiple Indicator Cluster Survey (MICS). 

To conduct survey research, similar to DHS and MICS, to determine the prevalence- and 

risk of FGM/C in diaspora would be methodologically, ethically and financially difficult. 

Therefore, for several destination countries, estimates of FGM/C prevalence and risk of 

FGM/C in diaspora have been generated by combining data on the number of migrant 

girls and women and the national prevalence in their country of origin. We adopted this 

approach in Chapter 2 to determine the prevalence and risk of FGM/C in migrant com-

munities in the Netherlands. However, it is widely recognized that migration is a selective 

process. People who leave their country of origin rarely represent a cross-section of the 

population in the country of origin [1], but differ in important characteristics such as age, 

educational attainment, and wealth from those who remain in their home country [2,3]. 

So, the proportion of girls and women who have undergone FGM/C is most likely to be 

different from the estimated national prevalence [4]. Data from practicing countries show 

that FGM/C prevalence, as well as support for the continuation of practice is usually lower 

among urban residents, younger, educated individuals, and wealthier households [13]. 

Because FGM/C prevalence varies significantly along ethnic lines and to some degree ac-

cording to other socio-demographic characteristics, not adjusting for these factors would 

under- or overestimate the prevalence- and risk of FGM/C in diaspora. For example, Ortensi 

et al. [4] proposes the ‘Migrants’ Selection Hypothesis’ approach to adjust national preva-

lence to obtain an improved estimation of prevalence among migrant communities. Such 

an approach requires detailed insight into socio-demographic determinants of FGM/C in 

country of origin, and also availability of this information in country of destination. Both 

required sources of information are seldom available.

Sampling strategies in qualitative studies

We performed two qualitative studies to explore attitudes and practices among migrant 

communities in the Netherlands towards FGM/C (Chapter 4) and to explore experiences of 

women who have undergone FGM/C with general practitioners in the Netherlands (Chap-

ter 6). Given the difficulties inherent in research on the topic of FGM/C, recruitment in 

qualitative studies on FGM/C can be challenging. Participants are mainly recruited through 
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a trusted intermediary or using snowball sampling (i.e., [5–9]). For the purpose of our qual-

itative studies, we employed a similar recruitment strategy. However, these strategies may 

result in over-representation of migrants with less favourable attitudes towards FGM/C. A 

cross-sectional survey based on Respondent driven sampling (RDS) may be useful to collect 

quantitative data on FGM/C. RDS has been proven to be effective technique to overcome 

problems with recruitment and to sample hard-to-reach-populations. RDS is a variant of 

snowball sampling with the risk that participants are selected from the same social network 

which may hamper the representativeness of the sample [10].

Other sources of information on FGM/C

As of today, indirect estimation of FGM/C is the most systematic, least complex and most 

cost-efficient way of estimating the number of women with FGM/C and girls at risk. 

However, the model does not provide an accurate picture of FGM/C in diaspora as it fails 

to account for the process of social, geographical and age selection of migrants. In the 

Netherlands, professionals involved in the prevention of FGM/C are explicitly required to 

identify, assess and record the risk of FGM/C. Also, health providers are increasingly being 

called upon to practice good record keeping. In theory, these direct sources of informa-

tion on FGM/C are more reliable than the indirect estimations. However, a register-based 

estimation depends strongly on health care professionals being able to identify FGM/C and 

also on willingness to systematically register presence and absence of FGM/C. The study in 

this thesis illustrates that registration is far from complete. Nevertheless, the comparison 

of direct and indirect estimation procedures will be important for evidence-based policy 

making and service planning.

Creating societal impact

Overall, the findings of this thesis underline the importance of appropriate medical care to 

women with FGM/C and social services to prevent FGM/C from being performed on their 

daughters. Unfortunately, there is a general lack of knowledge among professionals with 

respect to FGM/C. Therefore, a conference was organized following our publications. The 

goals of the conference were to present our findings and to discuss the implications of our 

findings with policymakers, researchers, healthcare providers and professionals involved in 

the prevention of FGM/C. The implications of our findings were discussed more extensively 

in four targeted seminars on Prevention and Child Protection, Legislation, Healthcare and 

Future research. In addition, we created an explanatory animation-video to illustrate and 

explain our findings for the general public (www.pharos.nl/thema/meisjesbesnijdenis-vgv). 

The video starts out by explaining the background, methods, numbers on the prevalence- 

and risk of FGM/C in the Netherlands and ends with emphasizing the importance of good 

quality health care and prevention; the final slide presents unrounded numbers to empha-
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size that although rounded numbers are easy to communicate, ‘every single girl counts’ to 

protect against FGM/C.

In 2020, the Ministry of Health Welfare and Sport of the Netherlands has largely adopted 

the recommendations of our studies. Findings of this thesis have led to three different activi-

ties to be conducted between 2021 – 2023 to (I) improve (health)professionals’ knowledge 

and confidence in talking about FGM/C, (II) implement and disseminate FGM/C- related 

guidelines and protocols and (III) improve policies and systems of (mandatory)recording 

FGM/C.

RECOMMENDATIONS FOR POLICY

1. Implement mandatory registration of FGM/C in patient registers in 

health care and mandatory recording of completed risk assessment by youth 

health care professionals

Effective record-keeping and documentation of FGM/C is of paramount importance to 

support the prevention of FGM/C and the provision of safe, high-quality care for girls and 

women with FGM/C. Information derived from medical- and prevention records will sup-

port policymakers to adjust the allocation of scarce resources to ensure timely and tailored 

care, as well as to evaluate preventive measures to target girls at risk of FGM/C.

2. Facilitate availability and access to professional interpreters in all health- 

and child protection centres

A large body of research has shown that the use of professional interpreters increases patient 

satisfaction and delivery of care, as well as decrease errors in interpretation. Although the 

costs of language services can be high, the cost may be small relative to the total medical 

expenditures. Comprehensive interpreter services for women who have undergone FGM/C 

represents an important service that all health- and child protection centres should be able 

to provide in order to deliver equitable, high-quality healthcare for a vulnerable population.

3. Embed information on FGM/C within medical (pre- or post) training 

programs and invest in specialist centres for the management of FGM/C

Despite the growing number of books on migration health in primary care, the subject of 

FGM/C is not included in the curriculum of most medical, midwifery and public health 

training programs. Specific guidelines on the management of health complications related 

to FGM/C are not well known among healthcare providers. Education is key, from medical 

curriculum for physicians and midwives to continuous education for health care profes-
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sionals. It is important to embed (basic)information on the clinical management of FGM/C 

within the curriculum of medical and midwifery (pre- or post) training programs.

While education and training of all healthcare providers and professionals involved in the 

prevention of FGM/C may not be feasible, it may be more fruitful to invest in specialist cen-

tres for the management of FGM/C, where expertise, advice and training could be accessed.

RECOMMENDATIONS FOR HEALTH PROVIDERS AND 
PROFESSIONALS INVOLVED IN PREVENTION- AND CHILD 
PROTECTION

1. Discuss FGM/C related issues face to face with women in need of 

healthcare or in prevention-settings in a culturally sensitive way

As migration is on the rise and the population in in high-resource countries such as the 

Netherlands get more and more diverse, health providers should not only be aware and 

knowledgeable on FGM/C, but also on other migration related health issues. Discussing 

FGM/C is essential both for prevention as well as for the provision of healthcare related 

to FGM/C. In the Netherlands, professionals involved in the prevention of FGM/C are 

explicitly required to identify and assess the risk of FGM/C. Unfortunately, prevention 

discussion often does not take place and there is a general lack of good record keeping. Due 

to the sensitive and taboo nature of FGM/C, it is difficult for both women and healthcare 

providers to talk about FGM/C. Discussion of FGM/C is often avoided as (health)profes-

sionals do not want to offend, stigmatise or jeopardise their relationships with parents or 

women with FGM/C, assuming that they would initiate a conversation about FGM/C if 

necessary. Nonetheless, this could lead to FGM/C never being discussed at all, hence op-

portunities to identify women with FGM/C and for timely interventions could be missed. 

In the Netherlands, as gatekeeper to the medical system, General Practitioners would be 

the first to be consulted for medical problems. It is important that they proactively discuss 

FGM/C. For instance, in order to be able to provide culturally sensitive care, GPs could use 

a protocol designed for new clients with a migration background upon their registration at 

a general practice. During the first contact, GP could should make an effort to develop a 

trusting relationship with the client, record information on migration and relevant medical 

information; and describe the Dutch healthcare. During the subsequent consultation it is 

important that they discuss FGM/C.

2.  Invest in communication about FGM/C

Communication around FGM/C could be improved by, for example, using guidelines on 

the management of FGM/C, using (professional) interpreters, planning double consults 
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(for patients with multiple health problems) instead of the common 10 min consults (the 

standard option in the Netherlands) and training initiatives to improve health provider’s 

confidence in discussing FGM/C.

RECOMMENDATION FOR FUTURE RESEARCH

1. Plan the next FGM/C-prevalence and risk estimation

In order to follow up on trends and on the impact of FGM/C related policies, and due to 

change in the composition of first-generation migrants, estimations on the prevalence and 

risk of FGM/C need to be repeated on five-year interval basis.

2. Better insight into consequences of FGM/C for health and quality of life

FGM/C is associated with an increased risk of immediate and long-term negative physical, 

psychological and sexual health consequences. However, to the best of our knowledge, no 

study in the Netherlands has examined the quality of life or the quality of healthcare for 

women with FGM/C, especially in obstetric and midwifery care. Future research should 

explore factors impacting the quality of life and the quality of healthcare for women with 

FGM/C.
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SUMMARY

Female Genital Mutilation/Cutting (FGM/C) refers to a partial or total removal of the ex-

ternal female genitalia, or other injury to the female genital organs for non-medical reasons. 

The practice is internationally recognized as a harmful practice with an increased risk of 

immediate and long-term negative physical, psychological and sexual health consequences, 

as well as a violation of girls’ and women’s human rights. As a result of increasing migration 

of girls and women from countries where FGM/C is concentrated, FGM/C has become 

a growing concern in high-resource countries such as the Netherlands. Better insight is 

needed in the risk of FGM/C in migrant groups. Since many girls and women have un-

dergone FGM/C in their country of origin, they may need appropriate care to alleviate the 

adverse health consequences.

This thesis aimed to (I) estimate the prevalence and risk of FGM/C among migrant girls and 

women in the Netherland (chapters 2 and 3), (II) explore the attitudes and practice among 

migrant groups towards FGM/C in the Netherlands (chapter 4) and (III) to investigate the 

registration of FGM/C and recognition and treatment of related health problems in Dutch 

general practice (chapter 5) and to explore experiences with general practitioners of women 

who have undergone FGM/C (chapter 6).

Chapter 2 estimated the numbers of two main groups affected by FGM/C: (I) girls and 

women who have undergone FGM/C and therefore potentially in need for healthcare and 

(II) girls at risk of the practice who are consequently the target of preventive measures. 

Findings indicate that as of January 1st 2018, there were about 95,000 female migrants 

residing in the Netherlands whose country of origin is one of the 29 countries with avail-

able nationally representative data on FGM/C. It was estimated that about 41,000 girls and 

women have undergone FGM/C, resulting in a prevalence of 43%. About 15,000 of these 

41,000 female migrants have most probably undergone infibulation, most prevalent in the 

Somalian population. It was also estimated that 4,190 girls are at risk of FGM/C in the near 

future. Specifically, in the next 5 years 1,677 girls are at risk of FGM/C (355 per year), and in 

the 15 years thereafter another 2,514 girls are at risk of FGM/C (168 per year).

Chapter 3 aimed to determine the prevalence of FGM/C among women giving birth in 

the Netherlands; both direct and indirect methodologies were used to estimate FGM/C 

prevalence among women delivering. A nationwide survey among primary care mid-

wifery practices that provided care for 57.5% of all deliveries in 2018, reported 523 cases 

of FGM/C, constituting FGM/C prevalence of 0.54%. The indirect estimation of FGM/C 

in an extrapolation-model resulted in an estimated prevalence of 1.55%. Midwives’ lack of 

knowledge and experiences of FGM/C, selective responding to the survey, and women from 
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practicing countries possibly being a special subsample of the population in countries of 

origin may be among the reasons to explain the discrepancy between the direct and indirect 

estimation of FGM/C among women delivering.

Using a qualitative exploratory approach consisting of focus-group discussions and in-

dividual interviews, Chapter 4 explored attitude and intention of migrant populations in 

the Netherlands regarding FGM/C. The findings showed that as a result of migration and 

regardless of country of origin and gender, many participants have changed their attitudes 

towards the abandonment of FGM/C. None of the participants intended to have FGM/C 

performed on their daughter. Generally, the social pressure to perform FGM/C seems to 

be lower in the Netherlands when compared to the country of origin. Most participants 

felt confident in their ability to resist social pressure. However, some participants feared 

that they might succumb to social pressure or feared that their daughter would undergo 

FGM/C without their consent. This chapter concluded that newly arrived migrants and 

those more vulnerable to social pressure, may benefit from educational interventions that 

increases knowledge and awareness about various aspects of the practice, with an emphasis 

on empowering those individuals in facing social pressure.

Chapter 5 presented the findings of a case-control study of anonymised patient records on 

the classification and registration of FGM/C and related health problems in Dutch general 

practice. The findings showed that while many migrants were registered within the partici-

pating GPs, information on country of origin was seldom recorded. Only 68 out of 16,700 

patients were to be identified as women from FGM/C practicing countries; 12 out of these 

68 records contained information about the FGM/C status, but none on type of FGM/C. 

This chapter concluded that FGM/C may be a blind spot for GPs and that registration of 

information on migration background could be improved.

Chapter 6 explored experiences of women who have undergone FGM/C with general prac-

titioners. The women considered FGM/C to be connected to a range of health problems, for 

which not all of them sought medical care. They had difficulty discussing FGM/C with their 

GP due to the sensitive and taboo nature of FGM/C, did not know their problems could be 

relieved or perceived GPs to have insufficient knowledge of FGM/C. Lack of time during 

consultations and overall dissatisfaction with Dutch GP care hampered trust. They strongly 

preferred the GP to be proactive and ask about FGM/C. This chapter concluded that the GPs 

should take a proactive attitude and ask about FGM/C and provide culturally sensitive care 

to women with FGM/C.

Results from the present thesis shed light on the magnitude of FGM/C in the Netherlands. 

These findings show the urgency to develop appropriate strategies and policies to prevent 
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FGM/C and to provide adequate services and support for those affected by FGM/C. As 

migration is on the rise and the population in the Netherlands gets more and more diverse, 

health providers such as GPs and midwives should not only be aware and knowledgeable on 

FGM/C, but also on other migration related health issues.
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SAMENVATTING

Vrouwelijke Genitale Verminking (VGV) is een ingreep aan de uitwendige vrouwelijke 

geslachtsorganen zonder medische noodzaak. VGV wordt internationaal erkend als een 

schending van de mensenrechten en is een vorm van geweld tegen vrouwen en meisjes. 

VGV kan korte en lange termijn complicaties hebben voor de fysieke, psychische en sek-

suele gezondheid. Met de migratie van vrouwen uit landen waar VGV voorkomt, heeft de 

praktijk ook in Nederland haar intrede gedaan. Het is belangrijk dat meisjes en vrouwen uit 

landen waar VGV voorkomt toegang hebben tot de juiste zorg en preventie.

Dit proefschrift heeft als doel (I) het schatten van de prevalentie en risico’s op VGV in 

Nederland, (II) het onderzoeken van de attitude en intentie van de migrantengroepen in 

Nederland ten aanzien van VGV, (III) het onderzoeken van de registratie, herkenning en 

behandeling van VGV-gerelateerde klachten in de Nederlandse huisartsenpraktijken; en 

(IV) het onderzoeken van de ervaringen van besneden vrouwen met de huisarts in Neder-

land.

In hoofdstuk 2 is de omvang van twee belangrijke groepen geschat: (I) de groep meisjes en 

vrouwen die VGV hebben ondergaan en mogelijk zorg nodig hebben en (II) de groep meis-

jes die risico lopen om te worden besneden als doelgroep voor de preventie. Naar schatting 

woonden er op 1 januari 2018 ongeveer 41.000 besneden vrouwen in Nederland, afkomstig 

uit landen van herkomst waar VGV op grote schaal wordt toegepast. Dit resulteert in een 

prevalentie van 43%. Ongeveer 15.000 van deze 41.000 vrouwelijke migranten hebben 

hoogstwaarschijnlijk een infibulatie (Type III) ondergaan. Dit is het meest voorkomende 

type VGV onder vrouwen met een Somalische migratieachtergrond in Nederland. In Ne-

derland wonen 38.000 meisjes in de leeftijd van 0-19 met tenminste 1 ouder uit een land 

waar VGV voorkomt. Ongeveer 4.200 van deze 38.000 meisjes lopen naar schatting het 

risico om in de komende 20 jaar besneden te worden. Voorspeld wordt dat in de komende 

vijf jaar 1.677 meisjes (335 per jaar) een risico op VGV lopen, en in de 15 jaar daarna nog 

eens 2.514 (168 per jaar).

In hoofdstuk 3 is zowel een directe als indirecte methodologie gebruikt om de prevalentie 

van VGV bij vrouwen die voor zwangerschap, bevalling, en/of kraambed contact hadden 

met een verloskundige te kunnen bepalen. In dit landelijke onderzoek onder alle (eerstelijns) 

verloskundigenpraktijk die zorg hebben verleend aan 57,5% van alle bevallingen in 2018, 

zijn 503 vrouwen met VGV gerapporteerd.  Dit resulteert in een prevalentie van 0,54%. De 

indirecte-methodologie - ofwel de extrapolatie methode - heeft geleid tot een prevalentie 

van 1,55%. Dit ligt een stuk hoger dan de prevalentie van 0,54%. Deze discrepantie is moge-

lijk te verklaren door het gebrek aan kennis en ervaring van verloskundigen met VGV, het 
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selectief reageren op de survey, en het feit dat de migrantenpopulatie uit landen waar VGV 

voorkomt op een aantal demografische kenmerken van de bevolkingspopulatie in de landen 

van herkomst afwijken.

In een kwalitatief onderzoek onder 55 participanten uit landen waar VGV voorkomt, is ge-

keken naar hun attitude en intentie ten aanzien van VGV (hoofdstuk 4). Uit het onderzoek 

bleek dat als gevolg van migratie en ongeacht de afkomst en het geslacht, veel participanten 

hun attitude ten aanzien van VGV hebben veranderd. Ze hadden niet de intentie om VGV 

bij hun dochters uit te voeren en over het algemeen lijkt de sociale druk in Nederland 

lager dan in het land van herkomst. De meeste participanten hadden het vertrouwen om 

sociale druk te kunnen weerstaan, maar sommigen waren bang dat hun dochter VGV zou 

ondergaan zonder hun toestemming, bijvoorbeeld bij een eventueel bezoek aan het land 

van herkomst. Deze bevindingen tonen aan dat de intentie van migranten om VGV na 

de migratie uit te voeren lijkt af te nemen. Desalniettemin ervaren sommigen nog steeds 

sociale druk. Nieuw aangekomen migranten en mensen die kwetsbaar zijn voor sociale 

druk, kunnen baat hebben bij de educatieve interventies die kennis en het bewustzijn over 

VGV vergroten.

In een case-control-onderzoek (hoofdstuk 5) is de registratie, herkenning- en behandeling 

van VGV-gerelateerde klachten in de huisartspraktijk onderzocht. De belangrijkste conclu-

sie van dit onderzoek is dat hoewel veel migranten bij de deelnemende huisartspraktijken 

ingeschreven stonden, het land van herkomst nauwelijks in het dossier was geregistreerd. 

Slechts 68 van de 16,700 vrouwelijke patiënten werden geïdentificeerd als afkomstig uit een 

VGV-prevalentieland; in 12 van de 68 gevallen is de status na VGV vastgesteld. Informatie 

over de type VGV ontbrak echter. In dit hoofdstuk werd geconcludeerd dat VGV mogelijk 

een blinde vlek is bij de huisartsen en dat registratie over de migratieachtergrond in de 

huisartspraktijk voor verbetering vatbaar is.

In hoofdstuk 6 is de ervaringen van vrouwen die VGV hebben ondergaan met de huisarts 

onderzocht. De participanten waren van mening dat er een verband bestaat tussen VGV 

en een reeks gezondheidsklachten, waarvoor ze geen hulp hebben zocht. Ze vonden het 

moeilijk om VGV met de huisarts te bespreken vanwege het gevoelige karakter van VGV, 

of omdat ze niet wisten dat hun klachten kunnen worden behandeld of dachten dat de 

huisarts onvoldoende kennis heeft over VGV. Gebrek aan tijd van de huisarts en de algehele 

ontevredenheid jegens de huisartsenzorg ondermijnt het vertrouwen in de zorg.

De vrouwen geven er de voorkeur aan dat de huisarts proactief naar VGV vraagt. In dit 

hoofdstuk werd geconcludeerd dat de huisarts proactief naar VGV moet vragen en cultuur-

sensitieve zorg moet aanbieden aan vrouwen die VGV hebben ondergaan.
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De studies in dit proefschrift hebben licht geworpen op de omvang en risico’s van VGV in 

Nederland. De bevindingen tonen aan dat aandacht voor preventie van VGV en zorg voor 

vrouwen die besneden zijn, onverminderd belangrijk blijft in Nederland. Door de toene-

mende migratie, en het feit dat de bevolking in Nederland steeds diverser wordt, is het van 

belang dat zorgverleners zoals de huisarts en verloskundige niet alleen goed geïnformeerd 

zijn over VGV, maar ook over andere migratie- gerelateerde gezondheidskwesties.
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