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Abstract

Background: We examined the evidence derived from healthcare professionals’interfacing with women with female
genital mutilation (FGM) to comprehend the referral pathways available to these women in Australia.

Main body: Clinicians encountered FGM-related complications that included ruptured bladder and total urinary
incontinence. Midwives and paediatricians indicated a lack of referral pathways for FGM, but used their discretion to
refer such cases to social work departments, obstetric/gynaecological units, child protection service providers, psy-
chological counsellors and surgeons. The continuum of care for women with FGM is characterised by inadequate and
lack of clear referral pathways. This underscores the need to develop and strengthen referral pathways in response to
physical, birthing and psychological complications of women with FGM to improve their care experiences in Australia.

Short conclusion: Capacity building initiatives on FGM-prevention and care for trainees and practising health pro-

Australia

viders and community involvement in high burden areas/populations should be implemented to promote uptake
and utilization of the referral services. Provision of infrastructural support, including clinical management tools, job
aids, posters, referral algorithms and electronic patient records with "drop-down menus" for referral sites for health
complications of FGM to reinforce the providers' efforts are critical.
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Background

Female genital mutilation (FGM) is prevalent in more
than 90 countries worldwide; mainly in communities
across 28 African countries (across the West, East and
Northeast), the Middle East, Latin America and Asia
[1-3] and diaspora communities [4]. The rationales
for practising FGM vary across communities but are
often deeply rooted in culture, traditions and beliefs [3].

*Correspondence: Carolyne.Njue@uts.edu.au

! School of Public Health, University of Technology Sydney, PO Box 123,
Broadway, NSW 2007, Australia

Full list of author information is available at the end of the article

B BMC

According to the World Health Organisation, the prac-
tice of FGM involves procedures that entail the partial
or total removal of the external female genitalia or other
injuries for non-therapeutic reasons [5]. This ranges from
the total or partial removal of: clitoris and/or the pre-
puce (clitoridectomy), clitoris and the labia minora with
or without excision of the labia majora (excision), nar-
rowing of the vaginal orifice with creation of a covering
seal by cutting and appositioning the labia minora and/
or the labia majora with or without excision of the clit-
oris (infibulation). It also comprises other harmful pro-
cedures to the female genitalia for non-medical reasons
such as: pricking, piercing, scraping and cauterization [1,
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5]. Globally, the practice of FGM violates well-established
human rights principles, norms, and standards, including
the violation of girls and women’s right to physical integ-
rity and freedom from violence [6, 7]. The practice of
FGM prevents girls and women from achieving the high-
est attainable health standards and is a form of discrimi-
nation [8, 9]. The prevalence of FGM among Australian
women is not known [10]. However, it is estimated that
53,000 females born elsewhere but living in Australia
have undergone FGM (i.e. rate of 4.3 per 1000 girls and
women in Australia) [11]. Therefore, it is critical to pri-
oritise groups at risk and those who have suffered FGM
induced harm individually or collectively to respond to
their health, psychological and human rights needs.

Globally, UNICEF estimates that more than 200 mil-
lion girls and women have undergone some form of
FGM, with more than 3.6 million girls at risk of being
cut every year [12]. About 44 million FGM survivors are
under 15 years old, with most having been cut younger
than age five. The practice of FGM has vast negative
health impacts. In the short term, girls and women with
FGM may experience bleeding, genito-urinary infections,
pain, shock and other significant psychological trauma
immediately after the procedure [3, 13, 14]. Many expe-
rience long-term consequences, including gynaecologi-
cal, birthing, sexual and psychological complications [3,
15]. These complications lead to women and girls seek-
ing healthcare services, but evidence shows that health
systems face challenges responding to these impacts due
to limited infrastructural or skills capacity necessitating
referrals [16].

As more women with FGM settle in Australia, they
are more likely to have adverse obstetric outcomes than
those without the procedure. As a result, they may
require well-coordinated healthcare, including practical
and responsive referral pathways to health facilities and
clinicians with requisite skills to optimise the health of
women affected by FGM during pregnancy and child-
birth. An understanding of these referral pathways and
the strategies developed to manage referrals in Australia
are crucial. Consequently, the objective of this study is to
synthesise empirical evidence on FGM referral pathways
in Australia.

Obtaining literature for the commentary

Initially, five electronic databases were searched for
original articles: PubMed, Medline, CINAHL, Embase
and Cochrane Library. A strategy for specific search
terms was developed: "FGM/C" OR "FGC" OR "FC" OR
"Female Genital Mutilation" OR "Female Genital Cutting"
OR "Female Circumcision", OR "Referral pathways" OR
"Referral options” OR "Referral processes" and "Australia”.
Only studies published in English were included, with
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no limit on the timeline. Database searches were supple-
mented with hand searching of the reference lists of the
included studies. All identified studies were subjected to
citation searches using all citations produced by Google
Scholar. We further searched institutional websites and
databases of organisations involved in FGM interven-
tions or maternity-pregnancy and birth care to identify
reports and any possible ‘grey literature’

Referral pathways: what is the current situation?

Studies show that women and girls who migrate from
FGM prevalent countries and live in high-income set-
tings may be subjected to the practice while visiting
their home countries [17, 18]. High-income countries of
migration have notably prioritised prevention, protec-
tion and care interventions to address social injustice
and protect those at risk of FGM. Additionally, these set-
tings have implemented community-based activities that
favour health persuasion, promote outreach services,
involve community champions’ and include professional
training and capacity-strengthening programs for health-
care professionals [19]. Some training on FGM may
reflect the Royal Australian and New Zealand College of
Psychiatrists (RANZCP) guidelines, including best prac-
tice guidelines for referral and communication for gen-
eral practitioners and psychiatrists [20].

Importantly, new tools and approaches have been
developed, with countries instituting clinical recommen-
dations, specialised clinics, and training resources for
health care workers to better care for affected women and
girls [21, 22]. For example, the Green Top Guidelines on
FGM by the Royal College of Obstetricians and Gynae-
cologists in Australia advises that all clinicians should be
aware of FGM complications. The guidelines also recom-
mend that midwives, obstetricians and gynaecologists
serving FGM cases/populations should receive compul-
sory training to manage FGM [23]. It is critical that coun-
tries have well-coordinated FGM-related care, including
practical and responsive referral systems, as well as clini-
cians who are equipped with the requisite skills to opti-
mise the health of women affected by FGM across the
lifespan, including during pregnancy and childbirth.

Although well-coordinated FGM-related care is impor-
tant, information about practical access to specialised
care and clear referral pathways for migrant women with
FGM in Australia is limited. Empirical evidence on FGM
in Australia has mainly focused on research into health
professionals’ knowledge, predominantly among mid-
wives working with women with FGM [24, 25] and paedi-
atricians [26, 27]. These studies revealed mixed findings,
highlighting that some midwives have limited knowledge
about FGM [25] while others suggest that few of these
professionals could identify the health issues presented
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by women living with FGM in their care [24]. One study
that examined records of women with FGM in Australia
identified some health complications, namely ruptured
bladder and total urinary incontinence [28]. This high-
lights the need for health professionals to have skills to
address these complications, be conversant and/or access
the referral system to efficiently respond to the clients’
needs.

Moreover, evidence shows that a greater proportion of
healthcare professionals did not know the referral path-
ways for women with FGM [25]. In one study, nearly
half of the surveyed midwives (46%; n="76/165) did not
know the referral path for a pregnant woman with FGM
[25]. The healthcare professionals who had some level of
knowledge about referrals for women with FGM stated
that women with FGM were mainly referred to obstetric
and gynaecological units [27]. Based on the healthcare
providers’ discretion, referral paths were to the social
work department, child protection services and allied
health professionals including counsellors and clinicians
such as an obstetricians, specialists, general practition-
ers (GPs), surgeons or other clinics and hospitals [25, 27,
28]. Therefore, clear protocols for a referral system are
urgently needed to resonate with specific needs of clients
with FGM-related complications.

The aforementioned findings into healthcare provid-
ers’ knowledge of and encounters with FGM demon-
strate the need to have a clear and well-defined referral
pathway for FGM and associated complications, as well
as build capacity for healthcare workers within the Aus-
tralian health community. It is urgent and critical that
midwives be facilitated through capacity building using
evidence-based information on well-defined referral
pathways for managing pregnant women with FGM [24—
26]. Most women in Australia with FGM are migrants,
usually of African descent [29, 30], and some may have
accessed the country as survivors through asylum seek-
ing [31]. As refugees and asylum seekers, many may
already deal with psychological challenges, including
FGM-related events and other issues affecting health
literacy [32, 33]. A package to manage this should focus
on referrals and comprise specific FGM-related inter-
ventions, prevention, psychosocial support and informa-
tion about available services. Several state-specific tools
including guidelines [34, 35] and national recommenda-
tions [36] for managing FGM need effective implementa-
tion to translate them into practical solutions for those in
need.

An overview of health systems worldwide indicates
that Australia’s healthcare system is one of the most
comprehensive globally [37] and includes an elaborate
in-built referral system. This provides an array of ser-
vices ranging from general and preventative health to
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complex conditions that may require treatment from
specialists. The health system has a public and private
component, with funding mainly from the government,
private health insurers and patients’ out-of-pocket
expenses [37]. The federal government’s healthcare
funding—Medicare—has been Australia’s univer-
sal healthcare scheme since 1984 and has three main
aspects, being medicines, medical services and pub-
lic hospitals [37]. Challenges to the Australian health
system include increasing prevalence of chronic dis-
ease, cost of medical research and innovation, and the
need to better apply health data [37]. Although the
Australian healthcare system is exemplar, it is encoun-
tering challenges such as FGM, linked to global move-
ments associated with asylum-seeking, migration,
and forced population shifts [10, 32, 38]. This is com-
pounded by limited referral systems for the clients with
FGM-related complications [39].

The management of FGM-related complications
should involve a clear and efficient referral system. A
consistent and well-coordinated referral pathway for
FGM-related services in Australia should focus on pre-
vention, protection and care services for women/girls
at risk of FGM. These interventions are offered through
critical sectors of health, psychosocial support (such
as spiritual care and counselling), public education and
effective legal/justice services. While the health sector
is executing a response to FGM, intra-system referrals
are critical considering how diverse the level of com-
plexity of care, specialities and professionals is along
the continuum. For instance, whilst a client may require
gynaecological services, another may need surgical
and psychological care, while someone else may need
all three combined services—interventions that would
require different specialities, thus the need for referral.
Moreover, the health system may identify women/girls
who may require protection/access to justice, therefore
invoking inter-system referrals through the justice/
legal system to assist the client. For referral systems to
be efficient, effective and seamless, community engage-
ment and capacity building of health care provid-
ers is required. Additionally, a database with detailed
information of all possible institutions and profession-
als to refer to - including names, addresses, telephone
numbers and specialisation details is critical. This data-
base should be shared with all health facilities to easily
trigger referral mechanisms to avoid delays or barri-
ers as well as to enable clients to call for information
and to book appointments for FGM-related services.
Finally, an effective monitoring and evaluation mecha-
nism should be anchored in the referral protocol to
help clarify the realities and trends within and across
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institutions by assessing referral system utility, effi-
ciency, and prospects for improvement.

Conclusions

There are various opportunities to enhance and improve
on FGM safeguarding and early intervention services
for girls and women with FGM. Health professionals
would be more proficient with FGM-related referrals if
a streamlined pathway is defined and promoted among
those caring for women with FGM. A well-articulated
referral pathway can enhance health professionals’ com-
petencies in easily identifying and managing post-FGM
complications. Extensive consultations and teamwork
may be required to develop a tailored and responsive
referral pathway. This may include a collaborative
approach on FGM interventions between the Ministry
of Health, other state government offices and local health
promotion agencies. Furthermore, FGM-affected com-
munities should be involved in developing an effective
and receptive referral and reporting system for Australia
to promote uptake, utility and value for money. Improved
resources and an effective dissemination plan are vital to
ensure the referral pathway’s implementation and adher-
ence. By doing so, service providers who previously had
no or limited knowledge about FGM may improve their
understanding and skills in how they identify, manage,
counsel and refer women with FGM complications when
they are encountered.

Additionally, a capacity-building plan should incor-
porate FGM-related care into pre-service and in-service
training programs for general practice to augment health
care providers’ knowledge [26] to ensure accurate infor-
mation and the ability to address ethical and legal aspects
of FGM including cultural sensitivity in discussions with
families of those with FGM. Engaging all cadres and lev-
els of practitioners will ensure they are better positioned
to offer streamlined, comprehensive and appropriate
woman-centred maternity care and referrals. This will
ensure holistic care, with well-defined efficient referral
pathways that integrate intra-sector referral and inter-
sector care services. This will ultimately promote preven-
tion, protection and care services for women with FGM
to achieve the best possible outcome.

Abbreviations

FGM: Female genital mutilation; UNICEF: United Nations International Chil-
dren’s Emergency Fund; RANZCP: Royal Australian and New Zealand College
of Psychiatrists.

Acknowledgements
Not applicable.

Page 4 of 5

Authors’ contributions

CN conceptualised the study. EKA and BOA contributed to the review, AS and
CN counterchecked the studies. CN, EKA and SK drafted the commentary. All
authors read and approved the final manuscript.

Funding
The authors report no special funding.

Availability of data and materials
Not applicable.

Declarations

Ethics approval and consent to participate
Ethical approval or informed consent is not applicable, as this is a review
commentary.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

'School of Public Health, University of Technology Sydney, PO Box 123, Broad-
way, NSW 2007, Australia. >College of Public Health, Medical and Veterinary
Sciences, James Cook University, Townsville, QLD, Australia. *University of Nai-
robi and Africa Coordinating Centre for Abandonment of FGM/C (ACCAF), PO
Box 19676-00202, Nairobi, Kenya.

Received: 6 August 2021 Accepted: 25 October 2021
Published online: 07 November 2021

References

1. PRB.Ending female genital mutilation/cutting: lessons from a decade
of progress. Washington DC, USA: Population Reference Bureau; 2013.

2. Yoder PS,Wang S, Johansen E. Estimates of female genital mutila-
tion/cutting in 27 African countries and Yemen. Stud Fam Plann.
2013;44(2):189-204.

3. WHO. Female genital mutilation: WHO; 2020. https://www.who.int/
news-room/fact-sheets/detail/female-genital-mutilation.

4. Orchid. Working together to end female genital cutting UK: Orchid
Project; 2020. https://www.orchidproject.org/about-fgc/where-does-
fgc-happen/. Accessed 16 Oct 2021.

5. Abdulcadir J, Catania L, Hindin MJ, Say L, Petignat P, Abdulcadir O.
Female genital mutilation. Obstet Gynecol. 2016;128(5):958-63.

6. Khosla R, Banerjee J, Chou D, Say L, Fried ST. Gender equality and
human rights approaches to female genital mutilation: a review of
international human rights norms and standards. Reprod Health.
2017;14(1):1-9.

7. CRC. General Comment. No 14: On the right of the child to have his or
her best interests taken as a primary consideration (art. 3, para. 1). Swit-
zerland: United Nations; 2013. Contract No.: 14.

8. UN agencies. Eliminating female genital mutilation. An interagency state-
ment. Geneva: World Health Organization; 2008.

9. CEDAW & CRC Committees. General recommendation No, J. (31). of the
Committee on the Elimination of Discrimination against Women/general
comment No. 18 of the Committee on the Rights of the Child on Harmful
Practices Switzerland: United Nations; 2014. https://www.ohchr.org/EN/
HRBodies/CEDAW/Pages/Recommendations.aspx. Accessed 16 Oct 2021.

10. Varol N, Hall JJ, Black K, Turkmani S, Dawson A. Evidence-based policy
responses to strengthen health, community and legislative systems that
care for women in Australia with female genital mutilation / cutting.
Reprod Health. 2017;14(1):63.

11. Australian Institute of Health Welfare. Towards estimating the prevalence
of female genital mutilation/cutting in Australia. 2019.

12. UNICEF. Female Genital Mutilation/cutting: what might the future hold?.
United Nations Children’s Fund 2014.


https://www.who.int/news-room/fact-sheets/detail/female-genital-mutilation
https://www.who.int/news-room/fact-sheets/detail/female-genital-mutilation
https://www.orchidproject.org/about-fgc/where-does-fgc-happen/
https://www.orchidproject.org/about-fgc/where-does-fgc-happen/
https://www.ohchr.org/EN/HRBodies/CEDAW/Pages/Recommendations.aspx
https://www.ohchr.org/EN/HRBodies/CEDAW/Pages/Recommendations.aspx

Njue et al. Reprod Health (2021) 18:223

20.

21

22.

23.

24.

25.

26.

27.

Her Majesty’s Government UK. Multi-agency practice guidelines: female
genital mutilation UK: London: The Home Office; 2014.

Denholm N. Female genital mutilation in New Zealand: understanding
and Responding: a guide for health and child protection professionals:
Refugee Health Education Programme; 2004.

UNICEF. Female genital mutilation/cutting: a statistical overview and
exploration of the dynamics of change 2013. https://www.unicef.org/
publications/index_69875.html. Accessed 15 Nov 2020.

Jordal M, Wahlberg A. Challenges in providing quality care for women
with female genital cutting in Sweden—a literature review. Sex Reprod
Healthc. 2018;17:91-6.

Barrett HR, Bedri N, Krishnapalan N. The female genital mutilation
(FGM)—migration matrix: the case of the Arab League Region. Health
Care Women Int. 2020. https://doi.org/10.1080/07399332.2020.1789642.
UN Women. Sources of international human rights law on female genital
mutilation. 2017.

Njue C, Karumbi J, Esho T, Varol N, Dawson A. Preventing female genital
mutilation in high income countries: a systematic review of the evidence.
Reprod Health. 2019;16(1):1-20.

RANZCP. Guidelines and resources for practice Melbourne VIC The Royal
Australian & New Zealand College of Psychiatrists; 2021. https://www.
ranzcp.org/practice-education/guidelines-and-resources-for-practice.
Accessed 16 Oct 2021.

Balfour J, Abdulcadir J, Say L, Hindin MJ. Interventions for healthcare pro-
viders to improve treatment and prevention of female genital mutilation:
a systematic review. BMC Health Serv Res. 2016. https://doi.org/10.1186/
512913-016-1674-1.

NHS. Health Education England. FGM. E-learning to improve awareness
and understanding of FGM 2020. http://www.e-Ifh.org.uk/programmes/
female-genital-mutilation/.

RCOG. Female genital mutilation and its management (Green-top
Guideline No. 53) UK: Royal College of Obstetricians and Gynaecologists;
2015. https//www.rcog.org.uk/globalassets/documents/guidelines/gtg-
53-fgm.pdf. Accessed 15 Nov 2020.

Ogunsiji O. Australian midwives' perspectives on managing obstetric care
of women living with female genital circumcision/mutilation. Health Care
Women Int. 2016;37(10):1156-69.

Turkmani S, Homer C, Varol N, Dawson A. A survey of Australian midwives’
knowledge, experience, and training needs in relation to female genital
mutilation. Women Birth. 2018;31(1):25-30.

Sureshkumar P, Zurynski Y, Moloney S, Raman S, Varol N, Elliott EJ. Female
genital mutilation: survey of paediatricians’knowledge, attitudes and
practice. Child Abuse Negl. 2016;55:1-9.

ZurynskiY, Phu A, Sureshkumar P, Cherian S, Deverell M, Elliott EJ. Female
genital mutilation in children presenting to Australian paediatricians.
Arch Dis Child. 2017;102(6):509-15.

Page 5 of 5

28. Shukralla HK, McGurgan P. Maternity care of women affected by female
genital mutilation/cutting: an audit of two Australian hospitals. Women
Birth. 2020;33(4):e326-31.

29. Hassanen S, Woldu DO, Mkuu R. The effects of migration on the practice
and perception female genital cutting (FGC) among the horn of Africa’s
immigrants in Melbourne Australia. AIMS Public Health. 2019;6(1):67.

30. Elliott E, Zurynski Y. Female genital mutilation is hurting Australian girls
and we must work together to stamp it out. The Conversation. 2017,
February 9. Retrieved from https://theconversation.com/female-genit
al-mutilation-is-hurting-australian-girls-and-we-must-work-toget
her-to-stamp-it-out-71885.

31. Varol N, Dawson A, Turkmani S, Hall JJ, Nanayakkara S, Jenkins G, et al.
Obstetric outcomes for women with female genital mutilation at an
Australian hospital, 2006-2012: a descriptive study. BMC Pregnancy
Childbirth. 2016;16(1):1-10.

32. AuM, Anandakumar AD, Preston R, Ray RA, Davis M. A model explain-
ing refugee experiences of the Australian healthcare system: a
systematic review of refugee perceptions. BMC Int Health Hum Rights.
2019;19(1):1-23.

33, Migrant and Refugee Women's Health Partnership. Enhancing health
literacy strategies in the settlement of migrant and refugee women.
Migrant and Refugee Women's Health Partnership; 2018.

34, NSW Health. Maternity-pregnancy and birthing care for women affected
by female genital mutilation/cutting. North Sydney: NSW Kids and Fami-
lies; 2014.

35. Family Planning Victoria. Improving the health care of women and girls
affected by female genital mutilation/cutting: a national approach to
service coordination. Melbourne: Family Planning Victoria; 2013.

36. The Royal Australian and New Zealand College of Obstetricians and
Gynecologists (RANZCOG). Female genital mutilation’ Information for
Health Professionals.; 1997.

37. Australian Government Department of Health. The Australian health
system 2019. https://www.health.gov.au/about-us/the-australian-health-
systemi#health-system-challenges. Accessed 4 Aug 2021.

38. Murray SB, Skull SA. Hurdles to health: immigrant and refugee health care
in Australia. Aust Health Rev. 2005;29(1):25-9.

39. Stainkey LA, Seidl IA, Johnson AJ, Tulloch GE, Pain T. The challenge of long
waiting lists: how we implemented a GP referral system for non-urgent
specialist’appointments at an Australian public hospital. BMC Health Serv
Res. 2010;10(1):1-5.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions . BMC



https://www.unicef.org/publications/index_69875.html
https://www.unicef.org/publications/index_69875.html
https://doi.org/10.1080/07399332.2020.1789642
https://www.ranzcp.org/practice-education/guidelines-and-resources-for-practice
https://www.ranzcp.org/practice-education/guidelines-and-resources-for-practice
https://doi.org/10.1186/s12913-016-1674-1
https://doi.org/10.1186/s12913-016-1674-1
http://www.e-lfh.org.uk/programmes/female-genital-mutilation/
http://www.e-lfh.org.uk/programmes/female-genital-mutilation/
https://www.rcog.org.uk/globalassets/documents/guidelines/gtg-53-fgm.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/gtg-53-fgm.pdf
https://theconversation.com/female-genital-mutilation-is-hurting-australian-girls-and-we-must-work-together-to-stamp-it-out-71885
https://theconversation.com/female-genital-mutilation-is-hurting-australian-girls-and-we-must-work-together-to-stamp-it-out-71885
https://theconversation.com/female-genital-mutilation-is-hurting-australian-girls-and-we-must-work-together-to-stamp-it-out-71885
https://www.health.gov.au/about-us/the-australian-health-system#health-system-challenges
https://www.health.gov.au/about-us/the-australian-health-system#health-system-challenges

	Commentary: What should referral pathways have to improve healthcare experiences of women with female genital mutilation in Australia?
	Abstract 
	Background: 
	Main body: 
	Short conclusion: 

	Background
	Obtaining literature for the commentary
	Referral pathways: what is the current situation?

	Conclusions
	Acknowledgements
	References


