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Female genital mutilation (FGM) and early and 
forced marriage (EFM) are practices embedded in at-
avistic traditions that are being reproduced in our 
country, and in others throughout Europe, with the 
arrival of migrants from countries in which people 
are attached to such traditions. The adoption of such 
practices violates the human rights of girls and wom-
en	who	suffer	from	them,	which is why the entire in-
ternational community has spoken out on the need 
to prevent them and put an end to their being part 
of the customs and ways of life of today's societies.

The	 first	 steps	 have	 been	 taken	 in	 that	 laws	 have	
been enacted to prohibit these practices and pe-
nalise their perpetrators, but these measures have 
been	shown	to	be	insufficient.	Since	these	practices	
are deeply rooted in community traditions and iden-
tities based on customary rights that prevail over 
civil laws, the elimination of such practices calls for 
a profound transformation in our way of thinking in 
society	as	a	whole	and	in	our	customs	and	religions,	
these being the elements that nurture cultural roots 
and that are seized upon in some unequal gender 
relationships to deny women their most basic rights. 

If we wish to address their prevention and necessary 
eradication, it is essential for us to know the contexts 
and situations in which these practices occur, as well 
as their consequences on the health and lives of the 
girls and women who are subject to them. Both have 
ceased to be "family matters" or "women's issues" 
and have become public issues that must necessar-
ily concern us and that we are obliged to deal with; 
they call for institutional, socio-economic and train-
ing measures that have an impact not just on possi-
ble victims but also on the healthcare professionals 
and professionals in the education or social services 
sector who must address them. It is a matter of en-
suring that the group of professionals who may be 
directly in contact with these populations through 
their public service are given the proper preparation 
to enable them to tackle prevention and deal with 
people who are at risk, or who have already been 
victims of these practices, with the necessary effec-
tiveness and, at the same time, with due respect for 
them, their families and their communities. 

In addition to training in interculturality with a gen-
der perspective, the group of competent profession-
als must be familiar with the various reasons that 
underlie the adoption of these practices and the 
contexts in which they occur. They must have social 
and communications skills that facilitate the trans-
fer of knowledge without imposing an acceptance 
of such knowledge, and must foster an intercultural 
dialogue in equality. They must also try to work in 
coordination with other professional sectors to fa-
cilitate the relationship that they all have with the 
population at risk and to ensure greater detection 
and monitoring of their development.

It is the modest aim of this manual to be a tool that 
might assist people who act in a professional capac-
ity to deal with FGM and FM. The result demonstrat-
ed by us is the product of a broader social initiative, 
based on the implementation of the CHAIN Project, 
which has been funded by the European Union and 
is being simultaneously undertaken by several or-
ganisations based in different European countries: 
TERRE DES FEMMES in Germany, EQUIPOP in France, 
ACTION AID in Italy, END FGM in Belgium and, in 
Spain, SAVE A GIRL SAVE A GENERATION.

The CHAIN project has been on a two-year journey 
and	in	the	first	year,	its	objective	was	to	train	a	group	
of people consisting of African and Asian men and 
women, either natives or members of populations of 
migrant origin based in the aforementioned Euro-
pean countries, as "agents of transformation". Once 
they had been trained, throughout the following year 
they worked directly with the immigrant population, 
raising awareness and providing information in an 
effort to spread the word about the need to prevent 
and eradicate FGM and FM.
For SAVE A GIRL SAVE A GENERATION, participating 
in this project has given us a great opportunity to 
continue with the work that we have been doing for 
several years now, this time with more resources and 
with	the	benefit	of	being	able	to	coordinate	with	the	
aforementioned organisations from other countries, 
bringing together synergies in the pursuit of a com-
mon goal. 

Introduction
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The	World	Health	Organization	(WHO)	defines	FGM	as	"all	
those practices that involve the total or partial removal 
of the external female genitalia or other injuries to the 
genital organs, whether on cultural or religious grounds 
or for any other non-medical reason". And by assigning the 
name FGM to it, the international institutional world has 
consolidated	the	advantage	of	having	a	specific	reference	
to this type of practice.
These three words have the advantage of leaving no room 
for doubt about the established facts and of unifying the 
expression of a concept that facilitates communication 
between a large number and diversity of people and in-
stitutions who are taking action worldwide to denounce 
and	fight	against	these	practices.	But	its	use	also	has	some	
drawbacks that we must take into account when we carry 
out our work of raising awareness, transferring knowledge 
and intervening in a social and professional capacity with 
a view to preventing and eradicating FGM, and we refer to 
these below.
We must start by recalling that, depending on the prevail-
ing ethnic groups and countries, the terminology used to 
refer to this type of practice is different and varied. Some 
examples	 are:	 removal,	 cut,	 sunna,	 excision,	 infibulation,	
female circumcision, not to mention the expressions used 
by each native language. All of them are possible names 
that are used to identify cases of FGM. Although these 
terms are not exempt from conceptual issues, if the peo-
ple we are addressing use of any of them, it would be ad-
visable to use the same expressions when intervening in a 
social capacity to avoid possible pejorative interpretations 
for the women who have been subject to such practic-
es. Given that the primary objective of professionals is to 
achieve the best possible communication with the peo-
ple with whom they must interact, it is essential to use 
understandable language that is devoid of any possible 
interpretation that might undervalue them. The advan-
tage of using a language closer to objective reality will be 
explained later.
For this reason we must take into account the load in 
terms of negativity and rejection that is conveyed by the 
term "mutilation" and not forget that we are addressing 
women who, far from understanding what they do to their 
daughters	 as	 a	brutal	 act,	view	 it	 as	 a	beneficial	 act	 for	

their lives today and in the future. How can we convince 
them to renounce this tradition if we start by telling them 
that their practice is described as an inhumane act?

 In an intervention that seeks to prevent FGM and 
to convince women to get to know their bodies, to 
allow themselves to be examined gynecologically 
and to agree to receive information on sexual and 
reproductive health, and that tries to get them to 
claim their right to a life free of violence, we have 
to ask ourselves how we can talk about all this in 
such a way that a name which is inappropriate to 
their way of thinking does not imply humiliation, 
rejection or shame, and might remove a barrier to 
communication.

We must also take into consideration the fact that, if we 
use a single term to name practices that take very differ-
ent forms, this will lead to something that is diverse, that 
has different consequences and that, therefore, needs to 
be treated differently in a way that is suitable to each case, 
being conveyed as a unique concept. 
In our determination and effort to eradicate this prac-
tice, which is contrary to human rights, throughout the 
world, we should not make a clean slate of all possible 
degrees and types of FGM since, when it comes to legis-
lating against, judging and dealing with aspects relating 
to women's all-round health, it would be unfair and wrong 
to address in the same way and based on the same crite-
rion cases that differ greatly from one another. A symbolic 
puncture or a small cut on the clitoris or prepuce are not 
comparable	 to	 infibulation,	 although	 the	 basic	 reasons	
why the practice is carried out (the family and social role 
assigned to women and their discrimination compared to 
men) is the same in both cases. Therefore, education on 
gender equality and on how to counter violence against 
women should be the same, but the treatment of each 
individual case and of its physical, mental and legal con-
sequences will not have to be the same, since this would 
be inappropriate in some cases and disproportionate from 
a legal point of view in others.

PART ONE
 
1. FGM AND FM.  
 Why do we use this terminology?

1.1 Female genital mutilation
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women should be the same, but the treatment of 
each individual case and of its physical, mental and 
legal consequences will not have to be the same, 
since this would be inappropriate in some cases and 
disproportionate from a legal point of view in others.
Finally, one problem that must be avoided is using 
the expression FGM together with images describing 
the practice and associating it with African or Asian 
people when we wish to raise awareness among the 
general	population	to	secure	their	financial	support	
for the work on preventing this violence against 
women. By doing so, we are identifying this terrible 
practice with the entire African or Asian population, 

something	that	does	not	reflect	reality	and	involves	
feeding into new negative stereotypes about immi-
grants and refugees, who already endure a situation 
of segregation, inequality of rights, racism and the 
risk of exclusion; this does not serve to support the 
African	and	Asian	women	who	are	fighting	 in	their	
communities to eradicate the practice.
Another different aspect is the use of the expression 
female genital mutilation as a general convention 
to	facilitate	the	identification	of	the	concept	in	aca-
demic, social and political settings, or in any super-
structure that addresses the problem of the eradica-
tion of the practice.

There is general agreement about using the expres-
sion forced marriage to refer to that union between 
a man and a woman in which, especially the woman, 
but also the man in some cases, is forced to marry 
against their will, or without the necessary capacity 
to be able to exercise their free will, as is the case 
with minors, many of them girls. Whenever this hap-
pens, they are usually also called early, premature 
or precocious marriages; these are likewise forced 
marriages, since a girl does not have the capacity 
to know what marriage means nor, therefore, the 
judgement or free will to accept or refuse to enter 
the marriage. Therefore, the expression forced mar-
riage per se includes early marriages, even if these 
are seemingly voluntarily accepted by girls or young 
women.
LGTBI marriages are excluded from the term forced 
marriage due to the opposition to such marriages 
and to homosexuality itself in the cultures of refer-
ence.

 

 

 
 Another aspect to take into account in the 

terminology for forced marriages is the fre-
quent confusion that exists between the term 
“forced” and the term “forced by necessity”. 
Sometimes they are used interchangeably 
to refer to this type of marriage, but this is 
a mistake. The term "forced" implies external 
coercion based on violence or threats with a 
view to forcing the person concerned to enter 
into the marriage. But the term "forced by ne-
cessity" has a different meaning, which is the 
need to do something to achieve an objective. 
However in this case, rather than the need to 
achieve the objective implying coercion or vi-
olence, it entails the person concerned making 
their own decision. Therefore, it is advisable 
not to use both expressions interchangea-
bly, and to limit ourselves to using the term 
“forced”, which clearly expresses coercion and 
violence against the will of the person who is 
obliged to marry.

1.2.  Early and forced marriages
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Where, nowadays, we plan any social intervention or 
wish to take any action in a European country that 
might affect a population of foreign origin and, in 
particular, women, the starting point for this must 
be the fact that we live in multicultural societies. 
Therefore, whatever the programme of action, it 
must include three essential approaches: the gender 
perspective,	because there continues to be a differ-
entiation of roles and a situation of discrimination 

based on sex; the	intercultural	perspective,	because 
in seeking to achieve the objective of coexistence, 
we cannot disregard the existence of great cultural 
diversity; and the	human	rights	perspective,	because 
both FGM and FM are practices that violate the fun-
damental rights of girls and women, starting with 
the rights to equality and freedom, and that have se-
rious and negative consequences for their physical 
and moral integrity, and even for their lives.

The gender perspective allows us to identify exist-
ing inequalities between men and women, as well as 
the mechanisms of submission and control that op-
erate in different societies. Each society, at any point 
of its evolution and culture, attributes to each sex 
a certain family and social role, responsibilities, an 
identity, values, the space within which it has to de-
velop,	and	a	defined	behaviour.	All	of	these,	together	
with other elements, are socialised up to the point 
at which they constitute social constructs that de-
termine not only what it is to be a woman and what 
femininity is, what it is to be a man and what mascu-
linity is, but also the interrelationship between the 
two and the different hierarchical and subordinate 
relationships that arise as part of that relationship. 
So, when we talk about the feminine and the mas-
culine, we are not referring to the sex of individuals 
but to the behaviours that are considered to be fem-
inine or masculine in any culture and at any time. 

 Whenever we apply the gender perspective 
when interacting with women, we do not just 
see a woman, but rather the set of relation-
ships that she forms part of in her family and 
social environment, which have placed her in a 
situation of discrimination or certain submis-
sion. It is a question of being aware of this, of 
detecting the main discriminatory obstacles in 
each woman’s path, and of carefully selecting 
the tools and steps to take to achieve more 
egalitarian, equitable and respectful relation-
ships. 

The gender perspective opposes the idea of address-
ing inequality in a generalised and overly-simplistic 
manner, victimising women and blaming men. Hence, 
rather than being limited to social intervention with 
women, it is directed towards the need to include 
the whole of society and all social and institutional 
settings.
How should the gender perspective be applied in 
the	fight	to	prevent	and	eradicate	FGM	and	FM?
When dealing with FGM and FM, the gender ap-
proach makes us see beyond the physical and psy-
chological effects that these practices have on wom-
en. We are interested in identifying the actual causes 
of such practices, and for this we need to know the 
environment in which they have arisen, the women’s 
traditions, how they live their lives, their role in the 
community and how the community views them. 
Only	 by	 doing	 this	 can	 we	 find	 possible	 ways	 to	
change the family, social and cultural contexts that 
lead to the inequality of women and to their passive 
acceptance of that inequality, which makes practices 
that are harmful to them seem good.
A gender perspective requires giving women a voice 
and	tools	to	nurture	their	own	critical	thinking,	which	
might allow them to understand the need to reject 
customs	that	harm	them,	even	if	they	are	endorsed	
by tradition. These must be understood to be public 
issues that must be discussed and for which institu-
tional measures must be adopted, and not thought 
of as "women's issues" that might be resolved in the 
private sphere.

2.  Approaches which should form the    
 starting point for any social  
 intervention with an immigrant   

2.1  Gender perspective
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We live in complex societies in which people who 
are	 identified	 with	 different	 cultural	 groups	 inter-
act in the same spaces, but use different codes of 
conduct and values. To achieve intercultural com-
munication, it is necessary to build bridges between 
the	different	cultural	conceptions	and	find	common	
meanings that allow dialogue and intercultural en-
counters.
The intercultural perspective helps us to understand 
that FGM and FM are the result of the application of 
certain cultural patterns on sexuality and on the role 
of women in society. They are traditions that travel 
with people who migrate. Whenever we come across 
these practices in the societies existing in these 
places of destination, they surprise us and lead to re-
jection	because	they	are	in	conflict	with	the	accept-
ed cultural and social patterns in those societies.
 
The intercultural perspective helps us to understand 
that practices such as FGM or FM are deeply rooted 
in the group identity of some communities and that 
they can only be eradicated if there is a change in 
such communities once they understand that there 
is going to be a gain in terms of health and well-be-
ing and once they become aware of [the need for] 
equality between men and women. From the out-

side in, we can offer knowledge, information, various 
tools that might serve to identify the damage caused 
by and the serious consequences of such practices, 
but we must avoid cultural impositions.

The correct application of the intercultural perspec-
tive calls for certain conditions to be met.
Rather than being occasional, contact between those 
who plan to intervene in a professional or social ca-
pacity and those towards whom such intervention 
is directed must be so continuous that it allows for 
sustained interaction over time. It must be made on 
an equal footing, in a way that is respectful of peo-
ple and constructively critical of attitudes and be-
haviours that discriminate. 
Empathy is essential to such intervention. We need 
to be able to correctly understand cultural expres-
sions if we are to decide which instruments are the 
most appropriate for a more in-depth analysis of the 
intercultural relationship. 

We must create an intercultural dialogue that allows 
us to go beyond the limits imposed by traditions, 
one that is based on that knowledge of the other 
party, on an understanding of the way in which they 
view reality, and also on creating an environment in 

 In this process of transforming ideas and be-
haviours, it must be the women themselves 
who decide to change, on their own, backed 
by the information and caring profession-
al support that we are able to provide them 
with, and not as the result of our imposing 
such ideas and behaviours on them under the 
pretext of knowing what is best for them. This 
is the only guarantee of the fact that practices 
such as FGM and FM will be eradicated. 

2.3 Human Rights Perspective
The mothers, fathers and grandmothers who decide 
to perform FGM on their daughter or granddaughter, 
or who marry her to a husband who suits the family, 
think	that	the	benefits	that	the	minor	will	gain	out-
weigh the risks and harm that she will experience. 
But this assessment cannot justify the violation of 
human rights that this entails for the girls and wom-
en who are subject to such practices.

 The Human Rights perspective starts from the 
assumption that instances of FGM are physical 
and psychological attacks on women perpe-
trated with the use of force and violence. FM 
could be included under this same or a similar 
definition.

2.2  Intercultural perspective
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Gender violence is a type of physical, psychological, 
symbolic and institutional violence practised against 
any person or group of people on the basis of their 
sexual orientation, gender identity, sex or gender, 
which negatively impacts their identity and their so-
cial,	physical,	psychological	or	financial	well-being.
Both FGM and FM are manifestations of this type of 
violence, since they involve physical, psychological, 

symbolic and, on occasions, institutional violence 
practised against women by virtue of the fact that 
they are women. They are the expression of social 
relations based on inequality and sexual discrimina-
tion,	 in	which	power	is	exercised	over	women	with	
the intention of controlling them and ensuring their 
submission,	especially	in	the	area	of	sexuality.	

which it is possible to offer criticism in a respectful 
manner to facilitate the transformation of ideas.
Since the mid-twentieth century there has been a 
broad consensus on the idea that the acceptance of 
cultural practices is limited by the defence of hu-
man rights and the dignity of individuals and peo-
ples. The human rights approach recognises identity 
and	cultural	specificities,	but	it	frames	them	within	
a respect for life, physical integrity and the possi-
bility	of	having	a	dignified	and	healthy	life.	For	this	
reason, the human rights approach, while rejecting 
and condemning traditional practices that are harm-
ful to individuals, continues to respect the societies 
that adopt such practices, calling for there to be the 
means and tools to ensure that their eradication is 
promoted by the communities themselves.
Since these procedures are practised fundamentally 
among	minors,	 the	 first	 rights	 to	 be	 violated	 both	
in the case of FGM and FM are those that relate to 
rights included under the Convention on the Rights 
of the Child, which takes into consideration the best 
interests of the child and the minor. Even in those 
cases in which girls apparently wish to marry or to 

be "cut", their will is the result of their ignorance of 
what this might mean, of social pressure, of fami-
ly expectations and of their wish to be accepted as 
members of the community with full rights. For this 
reason, undergoing both FGM and FM cannot be 
considered to be “free” decisions.

 In order to integrate these three approaches 
in our social intervention, we must address 
FGM and FM on a multidisciplinary basis, i.e., 
from all settings affected by some aspect of 
what goes to make them up: educational, in-
formation, health, social, care, cultural, legal, 
police, etc.

 Therefore, we must consider these practices 
to be a public issue that must be discussed 
and for which institutional measures must be 
adopted, and not think of them as private is-
sues that take place behind the doors of fami-
lies or communities.

Female Genital Mutilation Forced Marriage

This consists of the removal of the female external 
genital organs. There are four types, depending on 

the extent of the removal, of which the most severe is 
infibulation.

It is the union in marriage of a man and a woman, older or young-
er, in which one of them, usually the woman, has not given her 

consent and is forced, mainly by her family, to marry.

The reasons why it is done are varied and depend on 
the traditions of each ethnic group. They can be social, 
in defence of tradition, sexual, related to health, beau-

ty, hygiene or purity, or related to religion.

The reasons for a FM are based on the custom, repeated over 
generations, of achieving greater prestige or economic advantages 
for families, or of ensuring good behaviour in line with the cultural 
norms of the community, or of securing legal status in the case of 

migrants in the diaspora.

FGM is prohibited and penalised almost everywhere  
in the world. 

The Law (art. 149.2 a of the Criminal Code) punishes 
with 6 to 12 years anyone perpetrating or consenting 

to FGM and withdraws parental responsibility from the 
minor’s parents.

FMs are prohibited and penalised internationally, especially if one 
or both of the [intended] spouses are minors. 

Under the law, it is penalised under the Criminal Code (art. 177 a) 
as	a	crime	of	trafficking	in	human	beings	with	a	sentence	of	five	to	
eight years in prison; and as a crime of coercion (art. 172 a) with a 

sentence of six months to three years in prison.
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3.  Gender violence
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The way such control is exercised has consequenc-
es for their health and personal development which 
condition their entire life. These are acts which, in 
many of the countries in which they occur, are con-
sidered to belong to the private sphere and to be 
deeply rooted in ancestral traditions; hence they are 
performed at the margins of, if not contrary to, the 
laws that prohibit them, wherever such laws exist.
Both FGM and FM seriously violate women's right 
to	autonomy,	freedom	and	equality.	Hence,	the	fight	
against these practices is legitimately endorsed as 
constituting an act in defence of the fundamental 
rights of individuals.
However, when it comes to judging and punishing 
FGM and FM, the same parameters should not be 
used to deal with them as in the case of other gen-
der-based violence. The difference lies in who per-
forms these procedures, why they do so and why 
they defend them.
In the case of FGM, the perpetrator, in this case the 
female perpetrator, is a woman, the closest and 
dearest woman (the girl’s mother, grandmother) the 
victim	 (the	 girl)	 has.	 That	 woman	 does	 not	 inflict	
harm on her girl to subdue her, or to demonstrate 
her superiority, or to make her suffer, as happens 
in the majority of cases of gender-based violence 
perpetrated with such intentions by men. She does 
it because she believes it is the best thing for her 
future within the family and society. She does it as 
something "good" for the girl, since she believes that, 
by so doing, she protects her.
In forced and early marriage, the low value assigned 
to a woman as a human being, apart from her value 
as a sexual object and her ability to have children, 
comes to the fore. This low - and sometimes non-ex-
istent - regard is so rooted in certain traditions that 
it	no	longer	requires	any	 justification	for	having	 it,	
nor is it thought of as a problem. 

This is a concept of a social relationship that has 
formed a part of all cultures. In some parts of the 
world, modernity and its defence of individual rights 
has over time brought about such changes in the 
social mentality that the point has been reached at 
which there is an understanding and defence of the 
concept of women being free to decide to marry or 
not, or to have children or not. But in many of the 
countries where immigration originates from, those 
concepts are still not known, accepted, or acceptable 
to women. Marriage is the only honourable way out 
for a woman, or for her survival, which is why parents 
want to secure a marriage from a very young age. 
To be well regarded, it is necessary to have children 
and, to achieve this under the best conditions, there 
are ethnic groups and communities who believe that 
subjecting their daughters to FGM guarantees this.
If	we	are	to	transform	this	reality,	we	need,	among	
other	 measures,	 to	 transfer	 knowledge,	 destroy	
myths and support women to permit them to be 
self-sufficient,	to	develop	their	ability	to	make	deci-
sions and not be rejected by the community. 
That is why it is so important that the professional 
staff of public health and education services, social 
services, the judiciary, law enforcement agencies, 
etc. are trained in interculturality to better under-
stand people who come from other cultures, and are 
trained in the gender perspective to permit them to 
take	 into	 account	 the	 specific	 conditions	 in	 which	
each	woman	finds	herself	and	to	refrain	from	allow-
ing their own ideas to lead them to adopt general 
punitive measures. 

 It is undeniable that both FGM and FM are 
clear and execrable expressions of gender vi-
olence that must be eradicated, but it is also 
true that, to achieve this, we must implement 
education, training and social relations based 
on equal rights for all people and on resourc-
es for the protection of victims. 
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In the world there are about 200 million women who 
have undergone FGM, most of them in 30 countries, 
22 of which are in the African continent, the Middle 
East and some parts of Asia. And as the result of mi-
gration, in Europe, USA, Canada, Australia, New Zea-
land or any other geographical area of destination.

But there is not the same degree of prevalence in 
all countries, nor does the entire population perform 
the procedure in every prevalent country, and if it 
does, it does not do so in the same way. Hence the 
importance of differentiating between countries and 
ethnic groups, as well as the types of FGM, some-
thing of vital importance when establishing contact 
or relationships with people from some of the prev-
alent countries, since they do not necessarily share 
the same traditions.

Types of FGM

Type Name What does it consist of

I Clitoridectomy
Total or partial removal of the clitoris or its 
prepuce.

II Excision

Partial or total removal of the clitoris and the 
labia minora, with or without removal of the 
labia majora.

III Infibulation

This is the most severe form. Excision of the 
clitoris and of the labia minora and majora, and 
stitching of what remains of the vulva, leaving a 
small opening for urine to pass through and for 
menstruation. The stitching may be done using 
plant thorns or with a needle. This type of FGM 
implies the need for the opening to be reopened 
mechanically on the occasion of intercourse and 
childbirth.

IV

It includes several practices, different to the 
aforementioned ones. This may be cauterisation, 
piercing, incision in the genital area, enlarge-
ment of the vaginal opening, scraping, etc.

3.1  Female genital mutilation 
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Consequences for health
All types of FGM have negative consequences, both 
physical and emotional, but depending on the type 
and the conditions under which it is performed, not 
all are equally serious. Some of the more immediate 
possible consequences are pain, bleeding, infection, 
tetanus, damage to nearby organs. With risk of death.
In the short and medium term, other consequences 
may	appear,	such	as	difficulty	 in	passing	urine,	uri-
nary and gynaecological infections, other blood or 
sexually transmitted infections such as hepatitis and 
HIV,	 keloids	 and	 fibrosis,	 pain	 during	 sexual	 inter-
course, absence of a pleasurable sensation.
The psychological consequences are no less impor-
tant, they tend to be more hidden and are, therefore, 
given little or no treatment, and yet they can last 
longer than the physical ones and do more harm to 
women's lives. For example, pain, which may become 
chronic over time, as well as fear, panic, shame, or 
depression and anxiety.
Pregnancy and childbirth can also suffer the con-

sequences of some FGM procedures. For example, 
there	may	 be	 tears	 or	 fistulas	 if	 the	 birth	 canal	 is	
very narrow, and this may call for caesarean sec-
tions. Perinatal and maternal mortality increases the 
longer it takes to get the baby out, if the opening has 
not been surgically reopened beforehand.

Reasons that might justify FGM
The reasons why FGM is practised, as we point-
ed out, are very varied. They neither clearly reveal 
themselves nor are they independent of one another. 
In reality, they come to form an ideology surround-
ing the conditions that girls must meet if they are 
to start their adult lives in an acceptable way. They 
form part of the lifestyles and relationships that 
are reproduced in each community generation after 
generation without anyone asking why, and that de-
fend a certain idea of what a woman should be like 
and why these procedures are necessary. 
Below, we attempt to summarise some of the various 
reasons that form part of that idea of femininity.

 Social reasons: it is a way of initiating girls 
into adult life. If the girl is not "cut", it may 
happen that no one wants to marry her or 
that society rejects her. Bearing in mind that 
marriage is the "natural" destiny of a woman, 
its rejection can mean dishonour or even that 
the girl might not have the family and social 
support needed for her survival.

 Reasons in defence of tradition: tradition un-
derlies all the arguments. The expression “it 
has always been done this way” has an identi-
ty function that serves to reassert itself in the 
community or when other identity traits are 
lost, for example, in the diaspora.

 Sexual motives. The control of female sexu-
ality is recurrent and varies according to eth-
nicity. For example, the need to eliminate a 
woman's sexual desire to ensure her virginity 
before	marriage	and	her	fidelity	once	married,	
or the need to eliminate the "masculine" com-
ponent of the woman's body, the clitoris be-
ing considered to be reminiscent of the male 
sexual organ. Other myths related to sexual-
ity are that the clitoris can grow like a penis 
and be harmful to the husband during inter-
course, and that a cut woman heightens the 
husband’s sexual pleasure.

 In any event, it seems that it would be a mat-
ter of securing a kind of limited sexuality of 
women	for	the	benefit	of	men’s	sexuality.

 Health-related reasons: in some ethnic groups 
there is a belief that "cut" women are more 
fertile and that cutting improves childbirth 
since it is believed that if the baby touches 
the clitoris at birth, it can die.

 Reasons	related	to	beauty,	hygiene,	purity. In 
some cases, the "cut" is associated with the 
idea	of	purification	because	it	is	thought	that	
the genitals are something ugly and dirty and 
that, therefore, a cut woman is a purer and 
cleaner woman.

 Reasons related to religion: although FGM is 
not a mandate of Islam, the fact that its prac-
tice is coincidental with a part of the Muslim 
population, especially in its most extreme 
form,	 infibulation,	 leads	 to	 this	 belief.	 What	
is linked to Islam is what arises as the result 
of fatwas or hadiths issued by imams of con-
servative or fundamentalist ideologies; but 
there are also imams who call for this practice 
not to be performed. There are also Christian 
communities such as the Copts in Egypt, or 
Jewish communities such as the Falashas in 
Ethiopia, who perform FGM. Therefore, its link 
to religion is not the result of mandates from 
the sacred books, but rather its subsequent 
masculine interpretation.
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3.2 Early and forced marriages
Globally, forced marriage is yet another expression 
of violence against women that particularly affects 
young people, including girls. 
Most of its victims are women, although some men 
are also forced into marriage, for example, if they are 
homosexual and have to conceal this, or if they are 
disabled and can thus secure a lifelong caregiver, or 
for	financial	reasons	or	under	agreements	between	
families. But the consequences are worse for women 
because they are more likely to lead also to sexu-
al violence and intimate partner violence. A forced 
marriage can also be a source of threats and of sit-
uations of violence within the family, which in some 
cases can lead to murder.
If both or one of the [intended] spouses is under 18, 
it is called “early marriage” or child marriage, de-
pending on their age. 

1 CEDAW stands for Committee on the Elimination of Discrimination Against Women. A body of independent experts that monitors  

  implementation of the Convention on the Elimination of All Forms of Discrimination against Women by its State Parties.

2 Source: UNICEF 2013

Forced marriage is illegal in Spain and internation-
ally. Child marriage is especially condemned. CE-
DAW1 expressly prohibits such marriages, as well as 
all arranged marriages.
It is common practice in South Asia, Africa, the Mid-
dle East, in some parts of Latin America, Southeast 
Asia, and some regions of Eastern Asia or of the East. 
Currently, the South Asian region tops the global 
ranking, with half of its girls married before the age 
of 18. It is closely followed by sub-Saharan Africa, 
where 39% of the girls are married before the age 
of	18	and	where	we	find	Niger,	the	country	with	the	
highest rate of child marriages in the world, at 77%. 
The rate in the region of Latin America and the Car-
ibbean is 23%.

Child marriage around the world1
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In Europe, early marriages occur among Roma com-
munities from diverse backgrounds. In recent years, 
the prevalence of forced marriages has increased 
with migratory movements. As we have seen in the 
case of FGM, people arrive with their customs and 
cultures, and these do not disappear just because 
they are in another country.

Different types of marriages
Forced marriage should be distinguished from ar-
ranged marriage, even though the former shares 
some of the conditions of the latter, and the latter 
may become the former over time.
In arranged marriages, the choice of the [intended] 
spouses is the work of third parties and the marriage 
does not usually have objectives that are clear and 
explicit, such as the families’ economic interests, ob-
taining nationality or a residence permit in another 
country, etc. Therefore, even if the [intended] spous-
es	agree	to	enter	into	the	marriage,	it	is	difficult	to	
know whether their decision is sincere or the result 
of coercion seeking to achieve an objective unrelat-
ed to the union. The problems can arise when one of 
the spouses wishes to dissolve the marriage and the 
other spouse, or the family, does not want to. In that 
case, the marriage of convenience becomes a forced 
marriage.
Apart from the level and form of coercion that oc-
curs in both, both forced and arranged marriages 
share the following conditions that are contrary to 
women's rights:
Women are not considered to be “subjects” with 
autonomy and decision-making capacity, but rath-
er “objects of contract or exchange”; the opinion of 
women does not count, they do not have rights as 
people; they are excluded from “the public”; their 
role in the family and in society is to have children, 
for which they must marry; a daughter’s future status 
will depend on the status of her husband, hence the 
family looks to her marriage as a means of rising 
in	 status;	 if	 there	 is	 a	 dowry	 custom,	 the	 financial	
reason will play a key role; in some cases this may 
ultimately lead to honour crimes.

Factors explaining forced marriages
As in the case of FGM, most of the reasons for FM 
form part of a set of ideas transmitted from gen-
eration to generation which determine the role of 
women in society, although in some cases there is 
a certain difference, in that the practice is not done

in the belief of a necessary good for the girl, but of 
an advantage for her parents or for the family. Thus, 
some of the reasons found are as follows:

 According to certain traditions, a strengthening 
of family ties serves to increase the prestige of 
families by ensuring the "good" behaviour of each 
member, or as a source of income for the payment 
of debts, or to increase families’ savings in the 
form of money or land.

 Hierarchical family relationships override the 
opinion of younger members, who must obey 
the decisions of those who really rule, the elders. 
Forced or arranged marriage is the result of a 
joint	 decision	 between	 men.	 Another	 benefit	 to	
the family is maintaining family unity and ethnic 
identity,	as all members are expected to act in the 
best interests of the family. The will of the indi-
vidual does not count.

 In the diaspora, it is a matter of avoiding behav-
iours that are considered inappropriate since they 
are the result of westernisation, and also of avoid-
ing the possibility of this leading to a relationship 
with native people or people of a different origin.

 In situations of poverty, marriage guarantees the 
subsistence of the girls and, with the dowry, the 
subsistence of the family. The younger the bride, 
the higher the dowry.

 Marriage can provide a person in a situation of 
dependency	with	 a	 lifelong	 caregiver, or ensure 
the	marriage	of	the	first-born	where	the	fact	that	
they are single might be an impediment to the 
rest of the siblings marrying.

 It can also serve to control sexual behaviour 
(whenever virginity is a symbol of honour for the 
family),	as	well	as	sexual	or	gender	identity if this 
does not adhere to the established social norms, 
preventing the fact that the person is LGTBI from 
becoming known. This can happen both where 
the man is gay and the woman is a lesbian. Forced 
marriage becomes an even more serious and vio-
lent practice when the woman is a lesbian. In that 
case, she is forced to “correct” her lesbianism by 
forcing her to marry, since it is not acceptable for 
her sexuality to be separated from her reproduc-
tive function.

 In the diaspora, marriage allows a series of ad-
ministrative advantages for those who do not yet 
reside in the country of destination (family reuni-
fication,	residency,	nationality,	etc.).
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At the international level, FGM began to be in evi-
dence when in 2003 the UN proclaimed 6 February 
as the International Day of Zero Tolerance for FGM, 
at the proposal of Stella Obasanjo, wife of the for-
mer president of Nigeria. That same year, the Maputo 
Protocol, the popular name for the African Charter on 
Human and People's Rights on the Rights of Women, 
which provides for African States to take legislative 
measures, as well as those necessary to eliminate 
FGM, was signed. Also in 2003, the Cairo Declara-
tion on the elimination of FGM was signed. This 

declaration recognises that eradication will only be 
achieved through a comprehensive approach that 
promotes behavioural change and by using legisla-
tive measures as a basic tool.
Today, many African and Middle Eastern countries 
already	have	legislation	specifically	addressing	FGM,	
yet customary laws based on different traditions tri-
umph over civil laws, and the lack of commitment 
and political will from institutions does not guaran-
tee compliance.

Consequences of a forced marriage and helplessness 
in the diaspora
In the diaspora, young women and women at risk of 
being forced into a FM do not have the necessary 
social and institutional support to prevent this. They 
do not have a social network that supports them, 
apart from the family, and they are the ones forcing 
them into marriage. In general, they are not aware of 
their rights in the country in which they are resident, 
nor of the social or health resources that they might 
access.	Added	to	this	is	their	financial	and	emotion-
al dependence on their family and, sometimes, their 
lack of knowledge of the language. Their situation 
is invisible, as if the problems of FM did not exist 
in the country concerned. And yet, the consequenc-
es suffered by young women heading for a forced 

marriage are sizeable and signify a serious change 
in their lives.
First of all, they have little possibility of continuing 
with their schooling and vocational training: They 
are minor girls, but they are treated as adults when 
they are made responsible for certain tasks and ob-
ligations. In addition, they may suffer from abusive 
and violent sexual relations, which can cause inju-
ries, infections and premature pregnancies.
The physical and psychological consequences of this 
can give rise to somatic disorders, eating disorders, 
anxiety, isolation and attempted suicides.
And, of course, this prevents their independence, 
makes it impossible for them to manage their own 
resources and prohibits their access to the labour 
market.

4.  Legal bases for the prohibition   
 of FGM and EFM

4.1  International legal background 
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In 2001, the EU recognised the fact that FGM had 
entered Europe as the result of migration and un-
dertook to eradicate it by urging its Member States 
to	enact	specific	laws	to	prohibit	 it,	and	to	 include	
it as a reason for seeking the right to asylum. A few 
years later, in 2008, governments were urged to 
make laws to protect victims. 
The Council of Europe Convention on preventing 
and combating violence against women and domes-
tic violence (Istanbul Convention, 2011) gave an im-
portant	 legislative	 and	 social	 impetus	 to	 the	 fight	
against FGM by combining the Human Rights per-
spective with the gender perspective.

Istanbul Convention
 It recognises that the structural nature of vi-
olence against women is gender-based, and 
that violence against women is one of the 
crucial social mechanisms by which women 
are kept in a subordinate position compared 
to men.

 It recognises that women and girls are ex-
posed to serious forms of violence such as 
domestic violence, sexual harassment, rape, 
forced marriage, “honour” crimes and genital 
mutilation, which constitute a serious viola-
tion of the human rights of women and girls 
and a major obstacle to the achievement of 
equality between men and women.

4.2 Legislative background in Europe

4.3 The legislation in Spain on FGM
Criminal measures
The crime of FGM has been included under the Crim-
inal Code since 2003, when article 149 of the Code 
was amended, stating in section 2):

 Whoever causes genital mutilation, in any of its 
manifestations, to someone else will be pun-
ished with a prison sentence of 6 to 12 years. If 
the victim is a minor or a person lacking capacity, 
the punishment of being specifically disqualified 
from exercising parental responsibility, guard-
ianship, curatorship, care and custody or foster 
care for a period of 4 to 10 years will apply, if the 
judge considers this to be in the interest of the 
minor or of the person lacking capacity.

	 Cases	 of	 FGM	 may	 be	 prosecuted	 ex	 officio	
and without the need for a prior complaint;

 They are a public crime, so whoever is aware 
of the crime is under an obligation to report it; 

 The crime is judged whether it has been com-
mitted or attempted; 

 Culture or religion are no defence; 
 Recidivism and kinship are aggravating fac-
tors. 

 Mediation is barred as an alternative to crim-
inal proceedings, although preventive media-
tion is not.

 The precautionary measures that may be ap-
plied include a prohibition on leaving Spain 
and the withdrawal of the passport.
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The way in which the aforementioned article of the 
Criminal Code is written, there are some problems 
with the text that deserve to be commented on:
	 Rather	 than	 there	 being	 a	 specific	 reference	 to	

the mutilation of women, it only cites “genital 
mutilation”, this being understood to include 
male genitalia. The problem is that the mutila-
tions do not arise under the same circumstances. 
If a man has his genital organs mutilated, this 
happens as the result of a crime or by accident. 
Or else circumcision (cutting of the foreskin) may 
be considered to be a form of mutilation. In any 
of the cases, FGM is a practice of sexual control 
that	 is	 performed	 deliberately	 and	 specifically	
on women, is done continually for as long as it 
forms	part	of	the	tradition	and	has	specific	con-
sequences on health. 

 Nor is a differentiation made between the differ-
ent types of mutilation, the severity of which is 
very different both in terms of the damage they 
cause and their consequences. This violates one 
of the principles of Justice: the proportionality 
between the damage caused and the sentence 
imposed.

 The law in Spain is strict. It imposes a sentence 
of 6 to 12 years in prison for the parents, guardi-
ans or those consenting to the practice. 

 Parental responsibility is removed from parents 
for 4 to 10 years.

 The long prison sentence for the parents turns 
the girl, a victim of mutilation, into a victim, also, 
of her family and cultural uprooting at such an 
early age, living in a country that is still foreign 
to her.

Before the amendment of the law on the Judiciary 
in 2014 (LO 1/2014 of 13 March), this could be pros-
ecuted outside of Spain, but said amendment re-
moved the penalisation of FGM as universal justice 
from Spanish legislation. From then on, FGM could 
only be prosecuted and judged if it was performed 
in Spain or if the perpetrator or perpetrators, or the 
victim, are Spanish or resident in Spain.

Other measures necessary to ensure a process of 
eradication of FGM
Spanish legislation has opted for a punitive model 
over a preventive model, which has been offset by 
the formulation of a series of operational protocols 
that we will describe later.
There is no doubt that the high level of penalisa-
tion of the crime of genital mutilation may have 
a deterrent effect on the practice of FGM, but it is 
by	 no	means	 sufficient	 to	 achieve	 its	 eradication,	
as no law is unless it is accompanied by a social 
conscience about the harm the practice causes to 
the victims themselves and others, as well as some 

training and social measures for its prevention and 
for victim protection. This is demonstrated in those 
countries in which the laws prohibiting FGM are 
much older, but have only served to make the prac-
tice a clandestine act and, therefore, more danger-
ous for the girl's health.
If the path of criminal prosecution only was fol-
lowed, the negative effect on immigrant communi-
ties that might practise FGM could be twofold. On 
the one hand, they might increasingly practise it 
clandestinely to avoid punishment, and on the oth-
er, it would hinder their social integration as they 
would feel under attack for something fundamen-
tal to their culture and identity with no explanation 
and response other than punishment.
On the other hand, and although ignorance of the 
law	does	 not	 excuse	us	 from	 compliance,	we	find	
that	 there	 is	 insufficient	 information	 about	 the	
practice from social services, intercultural medi-
ators, educational and health centres, who might 
help to communicate information essential to de-
terrence,	something	that	is	difficult	for	them	to	do	if	
they do not receive the necessary training and ma-
terial support to devote themselves to this.

However, in addition to this, legislation without in-
formation and education ceases to have any real ef-
fect. Since a law that prohibits this practice is nec-
essary,	but	not	sufficient,	what	other	means	would	
be necessary to prevent the practice of FGM?
	 In	 the	 first	 place,	 there	must	 be	 a	 comprehen-

sive and multisectoral policy to facilitate the so-
cial integration of the population of African and 
Asian origin in Spain. A policy that encompasses 
measures to counter segregation and prevents 
self-segregation, such as teaching the Spanish 
language, access to housing, professional train-
ing, opportunities for work...

 There must be a training plan in interculturality 
and gender perspective among professional staff 
from the public sectors who may have some kind 
of relationship with the African and Asian pop-
ulation to ensure that they know how to detect 
risk situations and how to act to prevent them. 
We refer to healthcare staff (essentially, general 
practitioners, gynaecologists, midwives, obstetri-
cians, paediatricians, psychologists); educators 
and counsellors, social workers, judges and po-
lice	officers.	

 We must promote the leadership of men and 
women of African and Asian origin who can act 
as social and family mediators between those 
populations. It is about using human resources 
who have more knowledge of such community 
resources to afford the greatest of authority to 
the arguments made by them within said com-
munities.
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Currently, there are operational protocols1 for pro-
fessionals, one national one, and several in some of 
the Autonomous Communities. The objectives of all 
the protocols are very similar and may be summa-
rised as: prevention, training and coordination. They 
are as follows:
 Operational protocol to prevent female genital 

mutilation, Generalitat de Catalunya, 2007.
 Operational protocol for the prevention of Female 

Genital Mutilation, Government of Navarra, 2013.
 Common operational health protocol to counter 

Female Genital Mutilation (FGM) HEALTH 2015 
MINISTRY OF HEALTH, SOCIAL SERVICES AND 
EQUALITY.

 Rioja operational health protocol to counter Fe-
male Genital Mutilation (FGM), Government of La 
Rioja, 2017.

 Protocol for the Prevention of Female Genital Mu-
tilation in Castilla-La Mancha, Castilla-La Mancha 
Women’s Institute, 2017.

 Operational health protocol for the prevention of 
female genital mutilation in the region of Murcia.

For prevention, it is essential to detect families at 
risk, women who have undergone some type of fe-
male circumcision, girls and young women at risk of 
undergoing FGM, and those who have already un-
dergone the procedure.

1	 Protocols:	 Protocol_FGM_vers5feb2015.pdf	 (mscbs.gob.es);	 Protocol	 (igualdadnavarra.es);	 https://www.riojasalud.es/files/content/ 

 services/atencion-sociosanitaria/profesionales/PROTOCOLO_MUTILACION_GENITAL_FEMENINA_LA_RIOJA.pdf; easy_reading_protocol_ 

 for_the_prevention_of_genital_mutilation_in_clm.pdf (castillalamancha.es); https://violenciagenero.igualdad.gob.es/otrasFormas/ 

 mutilacion/protocolos/protocolo/pdf/cataluna_2007.pdf; DEFINITIVE FGM Protocol 07022017 .docx (igualdad.gob.es);

2 A model preventive commitment is attached at the end.

Some protocols include a "preventive commitment"2 
that must be signed by the minor's parents and the 
corresponding paediatrician when we know that the 
girl is going to travel to her parents' country of or-
igin. It is about preventing the girl’s mutilation by 
offering her parents an argument that might relieve 
them of the family pressure they may come under 
from the elderly relatives and close family members 
around	 them,	 bearing	 in	mind	 the	 great	 influence	
exerted socially by the gerontocratic authority. The 
signing of the preventive commitment is voluntary, 
but if the father or mother refuses, the paediatrician 
can	notify	 the	 prosecutor's	 office,	 alerting	 them	 to	
the existence of a risk, and the latter may take pre-
cautionary measures, such as withdrawing the mi-
nor's	passport,	if	they	see	fit.
Although the protocols are a positive instrument, in 
practice they suffer from several problems. For ex-
ample,	most	of	them	lack	any	financial	resources,	as	
well	as	specific	plans	for	providing	their	 recipients	
with information and training; they are uneven-
ly implemented throughout the national territory, 
non-existent in some Autonomous Communities; 
their sustainability is fragile, since the human re-
sources needed to implement them depend on the 
willingness of the professionals, both in terms of 
training and care. Nor is there a methodology for co-
ordination between the agents involved, or any clear 
leadership among the agents who intervene more 
directly.	And	finally,	the	protocols	do	not	have	mech-
anisms for assessment, and this presents an obsta-
cle to our periodically checking their effectiveness 
and being able to correct or adapt their measures to 
new realities and situations. Hence, their practical 
application	is	far	from	fulfilling	the	function	that	it	
should.
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Although FM is prohibited and punished by much 
international, European and Spanish legislation, 
support for the practice goes beyond civil law. FM 
forms part of this "law" established over time by rules 
which are unwritten, but compliance with which is 
mandatory for members of the community and dis-
obedience of which involves punishments such as 
stigma, repudiation and exclusion from the family or 
social setting. 
Spanish law has its [historical] antecedents in in-
ternational legislation, which considers FM to be a 
violation of human rights, a form of discrimination 
against women, a form of gender violence and, also, a 
type	of	human	trafficking	suffered	by	girls	and	wom-
en.
There are two internationally agreed principles:
 The right to enter into marriage with full consent.1

 The right to a life free of violence.2

European legislation, for its part, applies the follow-
ing two-pronged approach to FM, which is the start-
ing point for national legislation, such as the legis-
lation of Spain. 
	 As	a	form	of	human	trafficking.
 As a manifestation of gender violence.

 The main binding international legal instru-
ment on gender-based violence is the Council 
of Europe Convention on preventing and com-
bating violence against women and domestic 
violence, better known as the Istanbul Con-
vention.3  This convention requires States to 
adopt legislative measures to: 

1) declare null and void marriages entered into 
under force (art. 32); and 

2) criminalise the luring of an adult or a child 
to a territory or State other than the one they 
reside in with the intention of forcing them to 
enter into a marriage (art. 37).

Criminal measures
Since it views FM as a violation of human rights and 
gender violence, Spanish law penalises it as a "harm-
ful cultural practice" contrary to individual freedoms, 

1 Taken from the Universal Declaration of Human Rights (art. 16. points 1, 2, 3). From the Convention on Consent to Marriage,  

 Minimum Age for Marriage and Registration of Marriages (art. 1, 2, 3). The International Covenant on Civil and Political Rights  

 (art. 23.2, 23.3, and 23.4). The International Covenant on Social and Cultural Rights (art. 10.1). The Supplementary Convention of 7  

 September 1956 on the Abolition of Slavery, the Slave Trade and Institutions and Practices Similar to Slavery (art. 2).

2 Taken from the Convention on the Elimination of All Forms of Discrimination against Women (CEDAW) art. 16.

3 The Istanbul Convention was presented in Istanbul in 2011 and has been in force in Europe since 1 August 2014. By 2019, it had been  

	 signed	by	46	countries	and	ratified	by	34.

even when the victims are not aware of this or do not 
wish to bring a complaint, or when they have seem-
ingly "consented".

 Reform of the Criminal Code in 2015 in line 
with the Istanbul Convention:

1)	Specific	crime	of	 trafficking	 in	human	beings	
(art. 177 a), with the handover of payments 
or	profits,	with	a	punishment	of	five	 to	eight	
years in prison for a national or foreign victim, 
either in Spain or in transit, or as the country 
of destination.

2) Crime of coercion (art. 172 a), punished by six 
months	 to	 three	 years	 in	 prison	 or	 a	 fine	 of	
twelve to twenty-four months, depending on 
the severity of the coercion. The same punish-
ment will be applied to whoever uses intim-
idation and violence to force someone else 
to leave Spanish territory or not to return. If 
the victim is a minor, the higher-level punish-
ments will be imposed.

We believe that neither of these criminal measures 
are tailored to the gender perspective since although 
they penalise those who commit crimes, they do not 
favour women, since they do not take into account 
their rights to freedom and other rights that are vio-
lated, and the punishments are symbolic.

Civil legislation on marriage
Spanish civil legislation states that before entering 
into marriage, it is necessary for evidence to be pro-
vided of the express consent of both spouses and of 
their legal capacity. If this point is not met, the mar-
riage will be declared null and void.
The minimum age for marriage is 18, or 16 if the per-
son is emancipated. Between 14 and 16 years of age, 
marriage can be entered into with a court dispensa-
tion and the consent of both the bride and groom.
Consent may be submitted under the registered re-
ligious denominations, i.e., Catholic, Islamic, Jewish 
and Evangelical. Through a cooperation agreement 
between the Spanish State and the Islamic Commis-
sion of Spain, an Islamic marriage shall take effect 
under civil law if the [intended] spouses meet the 

4.4  The legislation in Spain on forced marriages

19



  

Penalising measures must be the last resort when it 
comes to preventing a FM being performed, since it 
is a matter of changing mindsets by offering argu-
ments that might allow us to identify the different 
stages at which assistance could be provided, such 
as the situation in which there is suspicion and the 
situation in which there is risk. It is about making 
people understand how harmful a forced marriage is 
for women. Some of the possible alternative meas-
ures include:
 Mediation, to avoid breaking up families. But this 

can only be done where there has not been a 
clear situation of gender violence since, in that 
case, there would be no equality between the par-
ties as required by any mediation process.

 Prevention, working with the prevalent migrant 
and native communities.

 Training in awareness of the practice of FM so 
that they can detect this and act as effectively as 
possible to prevent it. It is about establishing a 
protocol for situations of imminent risk; or for sit-
uations in which the forced marriage has already 
been consummated.

 Detect risk indicators in the different healthcare, 
education, police, social services, employment, 
finance	 and	 family	 settings.	And	 form	 a	 support	
system offering intervention and accompaniment.

Providing adolescent girls with appropriate educa-
tion in values and rights is essential if they are to 
become aware of these and go beyond the tradition-
al role in which they are considered to be inferior to 
men. Along with this, it is necessary to implement 
measures such as:

 Promoting the right to good-quality continu-
ing education and training to permit them to 
acquire knowledge and stimulate their critical 
thinking.

 Receiving guidance on entering the work-
place.

 Being able to access emotional support to 
permit them to withstand family and commu-
nity pressures.

4.5  Other measures 4.6  Alternative measures of  
  social intervention
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When in 1951 the Geneva Convention agreed on a 
Statute for the refugees generated by the Second 
World War, it did not take into account gender-based 
persecution. This was logical, since, in those years, 
discrimination against women was a situation that 
formed part of the social relations prevailing in 
practically the entire world. It was not until 2002 
that UNHCR, the UN Refugee Agency, added a set 
of guidelines recognising the possibility of gen-
der-based persecution being suffered, and [refugee 
status on grounds of gender-based persecution] may 
be applied for by both men and women. Currently, 
the recognised grounds are as follows:
 People who fear being subject to genital mutila-

tion.
 Women persecuted for refusing to abide by re-

pressive social norms, values or customs or suffer-
ing serious discrimination because of their status 
as women.

 People who fear being victims of honour crimes or 
dowry-related crimes.

 People who, because of their sexual orientation, 
are at risk of attacks or of widespread or serious 
discrimination.

 Women or girls who are subjected to forced or 
early marriage.

	 People	who	 have	 been	 victims	 of	 trafficking	 for	
the purposes of exploitation.

 Victims of sexual violence perpetrated in the con-
text	of	armed	conflict,	such	as	sexual	slavery	and	
forced prostitution, forced sterilisation and preg-
nancy.

 Women who experience domestic or family vio-
lence.

 Women who are subject to forced family planning.

The fact that these types of violence are recognised 
as violations of the fundamental rights of individuals 
obliges the States to have international and nation-
al victim protection mechanisms. However, it is not 
easy	for	women	to	flee	these	situations	of	violence	
in	their	own	countries,	nor	to	find	all	the	doors	open	
in the host countries.
In Spain, Law 12/2009, regulating the right to asy-
lum and subsidiary protection, explicitly opened the 
door to grounds of gender and sexual orientation 
being included among the circumstances allowing 
for an assumption of persecution and violence to 
permit access to international protection. But along 
with this progress, we must point to the obstacle 
of the restrictive application of this law, since lim-
its are placed on its acceptance depending on the 
circumstances prevailing in the country of origin. 
This restriction, which hinders access to this right, 
does not take into account the fact that in many of 
these countries the laws either do not exist or are 
not complied with, complaints are not admitted, and 
it is not easy to document the risks that these people 
run while living their lives. 

5. The right to International Protection on  
 grounds of gender

Section	I,	art.	7,	of	the	Asylum	Law,	states	as	follows:
Depending	on	the	prevailing	circumstances	in	the	country	of	origin,	included 
in	the	concept	of	a	specific	social	group	is	a	group	based	on	a	common	char-
acteristic of sexual orientation or sexual identity, and/or age, however these 
aspects alone may not give rise to the application of this article (. . .). Likewise, 
depending on the prevailing circumstances in the country of origin, this in-
cludes	people	who	flee	their	countries	of	origin	due	to	well-founded	fears	of	
suffering persecution on grounds of gender and/or age, however these aspects 
alone may not give rise to the application of this article.
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We encounter different realities when it comes to 
people seeking international protection for FGM:
 Women who escape from their country of origin to 

avoid FGM being performed on them.
 Women who have already suffered some type of 

genital mutilation in the past but who fear that, 
if they return to their country of origin, they will 
suffer further or more serious mutilation.

 Mothers and fathers who escape with their 
daughters to prevent them from undergoing FGM. 
In this case, the girl is the main person seeking 
protection.

 Women who have undergone FGM and have had 
to suffer the injuries and their after-effects at a 
physical and psychological level.

 Women who seek protection on this ground and 
who, if they return to their countries of origin, 
would suffer ostracism and discrimination from 
their community once their opposition to FGM 
becomes known.

 Migrants’ girls and young children who are born 
in the host country, but whose parents and fami-
lies originate from countries where FGM is prac-
tised. International protection would in this case 
prevent them from being taken to their family's 
country of origin if there is a risk that FGM will be 
practised on them owing to family or community 
pressure.

But, in both the case of FGM and FM, their recogni-
tion as a ground for protection is very restrictive and 
difficult	to	obtain	unless	there	are	documented	situ-
ations of harassment, coercion and threats. Or else if 
the age of the person seeking asylum is higher than 
the	age	specified	 in	 the	country	of	origin	as	being	
the minimum age for entering into marriage or the 
age of consent.
Another problem faced by women asylum seekers is 
the failure to take the gender perspective into ac-
count during the asylum seeking procedure. The ap-
plication of that perspective should translate into in-
terviews of women being conducted by female staff; 
women accompanied by their husbands, fathers or 
brothers being given the opportunity to be inter-
viewed alone and claiming asylum on their own; 
ensuring that the concepts expressed are correctly 
translated, taking into account cultural diversity; 
that the civil servants who assist them are trained to 
understand the situation regarding respect for hu-
man rights in the countries of origin and, in particu-
lar, those of women; that we take into account the 
fact that women who have undergone FGM or a FM 
may be psychologically blocked or prevented from 
claiming asylum within the time limits established 
by law, etc.

22



1) They should not view the population of immigrant 
origin as a homogeneous whole. Just like the na-
tive population, it is characterised by being very 
diverse both in terms of its origin, age, adminis-
trative situation or degree of settlement, and its 
migratory project, economic situation, training or 
social position. When performing tasks requiring 
intervention or social mediation, they need to view 
them as individuals, and not just as people belong-
ing to certain groups of human beings with some 
reputedly shared characteristics.

2)	They	need	to	avoid	seeing	immigrants,	and	specif-
ically	women,	solely as victims:  of poverty in their 
countries, of domestic abuse, of the labour market, 
of racist attitudes, etc. A person cannot be reduced 
to the status of being a victim. In addition to this 
showing a lack of respect for their dignity and mor-
al integrity, it is a burden that can destroy their ca-
pacity for resistance and resilience, as well as the 
possibility of becoming someone who is socially 
active in their attempts to redirect their life, to take 
their life into their own hands, to make their own 
decisions, to participate in public space and to take 
charge of any problems that might arise. 

3) They must avoid viewing and treating immigrants 
solely as immigrants. Not just because once they 
are residents, they are no longer in the process 
of migrating, but because that name "immigrant" 
ceases to be a descriptive trait, among many oth-
ers that a person may have, and becomes the 
main	 trait	 of	 identification	 when	 the	 person	 is	
viewed in social settings. The term “immigrant”  
 

 

 
helps to identify – or confuse – inequality with di-
versity, disrupting the sense of respect for diversity. 
It is a name that conveys an idea of inferiority and 
social exile. But beyond this, the act of emphasising 
this single differentiating aspect does not help the 
work of mutual integration or promote the recog-
nition of people's multiple identities. In case of the 
sons and daughters of people of immigrant origin, 
who	are	 identified	 for	sociological	purposes	with	
the expression "second generations", the name "im-
migrants" is wrong, since it is not true, in addition 
to being very counterproductive for their transition 
into school life and their social integration.

4) The application of the following principle is par-
ticularly necessary in the work that NGOs do in 
providing refuge and care. It is about avoiding the 
[stereotypical] pairing some	 people	 give,	 teach;	
others	receive,	learn,	since this projects the image 
of some hierarchical relationships that are exacer-
bated if those who provide the social intervention 
are exclusively native people, and those who re-
ceive it are immigrants or refugees. To avoid this, a 
framework of action must be established aimed at 
not reproducing this stereotype, helping to rescue 
the people who are the subject of such interven-
tion or develop their skills and competencies by 
furthering their responsibilities. And, even, enlist-
ing them into social activism, since they can be 
good intercultural mediators given that they are 
more familiar with the customs and traditions of 
their communities, as well as valuing the positive 
lessons that they pass on to us, integrating them 
into the common heritage of values that we need 
to share in society.

PART TWO
Guidelines for social and professional  
intervention 

6.  Ideological principles  
 [that should be applied] prior to   
Professionals from the different public sectors (staff 
in the healthcare, education, legal, social and police 
sectors) and private sectors (NGOs, volunteer staff, 

etc.) who will need to get involved with the immi-
grant and refugee population must have as their 
starting point the following ideological assumptions:
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7. A no-harm approach to any action taken

The	first	thing	to	bear	in	mind	is	that	everything	we	
do and everything we do not do will have conse-
quences on the people we deal with. Depending on 
how the professional person behaves, the outcome 
of their intervention may be remedial or re-victim-
ising. 

The main foundation for any professional and social 
intervention involving people in vulnerable situa-
tions is empathy. This means that the professional 
must:

 Look at the other person, accepting them 
without reservation as an equal, considering 
them to be worthy and capable of acting. She 
must listen and understand their point of view 
of	 the	 problem,	which	may	 conflict	with	 the	
professional’s.

 Respect their privacy, accepting the fact that it 
is a woman (doctor or social worker) and not a 
man who is looking after them, accepting the 
presence of another person they trust, a friend 
or sister, who is accompanying them, but 
avoiding the presence of third parties (other 
professionals) while establishing a dialogue.

 Create a climate of trust that allows the pro-
fessional to be the repository of doubts, fears 
or myths that are communicated to her with-
out	 fear	of	being	 judged,	ensuring	the	confi-
dentiality of what is discussed.

 Get across the message that she believes her, 
understands her, that she is not to blame for 
what happened to her, and that she is not the 
only one to whom it has happened.

In addition to the attitude of the professional, other 
important aspects to take into account are as fol-
lows:

 The professional must have the necessary skills to 
know how to explain and communicate, she must 
assign importance to and allow space for listen-
ing, have an attitude of respect for the emotions 
and feelings of her interlocutor and give her space 
to allow her to express them without interrupting 
or minimising them, and must avoid having an at-
titude which is intrusive.

 This dialogue will be facilitated if it takes place 
in a friendly, comfortable space, at times which 
allow us not to be under time pressure, avoiding 
interruptions (telephone calls, other visits, etc.) 
and, as far as possible, also avoiding the presence 
of third parties such as interpreters or observers. 

 In the case of an interview, this should not turn 
into an interrogation, it should start with general 
questions	and	end	with	specific	ones,	and	 these	
should be tailored to the level of understanding 
of the person whom we are addressing. We must 
ensure that knowledge of the language in which 
the interview is conducted is as good as it can be 
to ensure that there is the greatest of clarity when 
sharing concepts. 

 We should not generate expectations that can-
not	be	met,	promising	results	that	are	difficult	to	
achieve.

7.1  Common care guidelines for remedial action

The fact that both FGM and FM are traditional prac-
tices that are deeply rooted in the cultures of peo-
ple who will form the subject of our intervention 
and that, in many cases, form part of their identities 
means that any type of professional who is going to 
deal with this population will need to have a capaci-
ty	for	perception,	sensitivity	and	care	that	transcends	
the	merely	care	provider	setting	of	his	or	her	field. 
Since, in addition to the health problems, problems 
of violence or other needs that are the cause of the 
intervention, it is likely that there are other circum-
stances that may be hidden and that negatively af-

fect that person, such as situations of violation of 
rights, uprooting, clash of identities, etc. 

The	 situations	 that	 professionals	 can	 find	 them-
selves in are so varied that it is not possible to act 
with the aid of a manual common to all of them. 
On the contrary, each case calls for us to be famil-
iar	with	its	context	and	circumstances,	and	to	reflect	
particularly on how to act. Nevertheless, there are a 
series of general guidelines that it is important to 
keep in mind and that we will attempt to summarise 
below. 
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Professionals must be prepared to listen to very sensitive stories and accounts of people 
who have undergone FGM or FM and who are traumatised by this experience, or to physically 
see what FGM looks like, in case of a gynaecological examination. When thus listening or 
during such an exploration, rather than expressing surprise, rejection, anguish, or giving a 
negative view or expressing compassion, professionals should provide understanding and an 
immediate offer of support to ensure their integrated health, and should motivate the user 
or patient to agree to a consultation with another professional who specialises in repairing 

7.2  Secondary trauma or re-traumatisation
Professionals who enter into a direct relationship 
with women who are likely to have been victims of 
FGM or FM must take into account the fact that, by 
talking	 to	 them	and	 trying	 to	find	out	about	 their	
experiences related to said practice, they may in-
advertently contribute to putting them into a situa-
tion of re-traumatisation or re-victimisation in that 
they have to recall and recount the lived experience. 
Rather than starting the dialogue by asking the 
woman about her experience or forcing her story, 
we	must	encourage	the	woman	herself	to	find	with-
in herself such a situation of emotional strength, 
and	to	have	sufficient	trust	personally	in	her	inter-
locutor, to permit her, of her own accord, to wish 

to free herself of that suffering. Professionals must 
take	these	situations	into	consideration,	acting	with	
the	utmost	sensitivity,	 to	avoid	reproducing	a	sec-
ondary trauma in surviving women.

Due both to the intimate nature of any query that 
is directly or indirectly related to FGM or FM, and 
where that woman has suffered any type of sexual 
or domestic violence, it is advisable to avoid having 
a male professional looking after her, as she may 
demonstrate a complete rejection of any type of 
contact or relationship.

8.	 Risk	detection	and	identification	in	cases	 
 of FGM, FM and other forms of violence
Detecting a situation of violence can be done during 
a medical consultation, at a social meeting or in the 
educational setting more easily than in any other 
situation. In this manual we are focusing mainly on 
FGM and FM, but professionals must bear in mind 
that these types of violence do not occur in isola-
tion from others, domestic, sexual, social.. . which 
can occur at the same time and which it is equally 
necessary to detect, identify and deal with. Hence, 
when acting, professionals must look out for signs 
that may be common to different possible situations.

Normally, when a woman who is the victim of any 
violence attends a doctor's appointment, she does 
not usually do so for that reason, but because of one 
of the consequences which that violence is having 
on her body or mind. Therefore, rather than limiting 
himself	or	herself	to	treating	those	symptoms,	a	pro-
fessional person must seek to identify this violence 
in order to be able to act. Something similar can 
happen in the classroom of an educational estab-
lishment, when teachers detect a change in behav-
iour or unusual absenteeism in a girl or adolescent. 

The effect of remedial action is the key element that 
allows us to continue to provide the care and assis-
tance that might permit an intercultural dialogue 
to be established in which the deeper problems of 
FGM or FM can be addressed. This remedial effect 
must translate for the person to whom we provide 
care and assistance into the following objectives:

	 To	restore	self-confidence.
 To be able to let off steam and verbalise what 

they are feeling.
 To organise their ideas and be in a position to 

make decisions.
 To begin to trust other people and accept the 

help of third parties. 
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8.1  FGM risk factors

Normally, families who decide to practice FGM 
on their daughters do not risk doing this in Spain 
as they are aware of the prohibition and it is 
very risky to undertake the practice clandestine-
ly without being discovered in the short term. 
Families who want to do so usually resort to 
stays in the country of origin for school holidays.  
But not all African families who go to their country 
with their daughters on vacation should be suspect-
ed of performing FGM. In some cases they do not 
share this tradition and, in others, it may be that they 
are debating between complying with the tradition 
and giving in to pressure from grandmothers and 
relatives, or not doing so because they do not wish 
to harm their daughters or wish to avoid legal prob-
lems on their return. 

When faced with a trip to the country of 
origin, the attitude of professional staff 
should be to concern themselves with dis-
creetly ascertaining the parents’ intentions, 
informing them of the health consequences 
of performing FGM, offering them means of 
support for the idea of not performing the 
procedure	 should	 they	 find	 themselves	 in	
a dilemma, and warning them of the risks 
they run given the existing legislation. But 
they must never threaten them with a com-
plaint, coercion due to fear or the like. Filing 
a complaint is the last resort that should be 
used after having held an as deep as possi-
ble dialogue over time, since its effects on 
the family and the community, and even on 
the girl, can be worse than the harm that 
we wish to prevent. 

They may be symptoms of a risk situation, which ed-
ucators	should	find	out	about	outside	the	classroom.
In any of the cases, in a process of detecting a sit-
uation of violence, professionals should not expect 
an immediate response from the possible victim 
and, therefore, there is no question at all of forcing 
that response, nor of expecting the causes of that 

violence to change from one day to the next, nor 
of the possible victim recovering in a short time. It 
is important for professionals to understand that 
detecting,	dealing	with	and	resolving	a	situation	of	
violence,	whatever	 it	may	be,	will	 take	a	 long	time	
and call for very frequent treatment and continuous 
accompaniment	to	try	to	repair	the	damage	inflicted.
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FGM RISK factors
Preparation for travelling on holiday to the 

country of origin.

Find out whether the mother belongs to an 
ethnic group that practises FGM.

If	the	mother	does	not,	find	out	whether	the	
father	definitely	belongs	to	an	ethnic	group	

that practices FGM.

If the mother and sisters of the minor have 
undergone FGM.

If the family has stated that it is in favour of 
said practice.

If it is the family’s intention to return to 

But	they	must	definitely	make	sure	that	they	iden-
tify these risk warning factors and unless they are 
reliable,	not	assume	that	these	are	conclusive	data	
[pointing to the possibility] of FGM being per-
formed.

To make sure, it is necessary to build up a relation-
ship	with	the	family,	to	find	out	as	much	as	possible	
about the parents’ thoughts on FGM and the extent 
of their relationship with the family of origin, and to 
assess the level of pressure that the family is placing 
them under. All of this should lead the professional 
to undertake preventive intervention by informing 
parents about the aforementioned health and legal 
problems. The professional can offer alternatives to 
FGM depending on the reasons given for practising 
the procedure.



8.2  FM risk factors

In the case of forced and arranged marriages, based 
on the knowledge obtained through the stories of 
the women who have formed the subject of our in-
tervention, they are a common practice in most of 
the places of origin from where they arrive. They 
occur within family relationships and are frequently 
consented to or accepted under pressure, and in a 
cultural space in which this practice is deeply rooted 
and is experienced as natural in the personal de-

velopment of the young woman. This means that, in 
some cases of very young women, the victims may 
not be aware that they are being forced to marry.

This	 set	 of	 reasons	makes	 it	 difficult	 to	detect	 FM	
in the diaspora, so it is in the hands of education, 
health and employment professionals, mainly, to 
take into account a series of elements that may help 
with this detection.

Forced Marriage
Main settings in which this may be detected: educational es-
tablishments (in the case of minors), health centres and social 

Educational Setting
(minors)

Health Setting
(minors and those of full age)

Employment Setting
(those of full age)

Absenteeism, poor school performance 
or sudden abandonment of studies.

Eating disorders. Signs of self-harm. 
Anxiety and depression.

Poor performance and attendance. 
Absenteeism. Self-limitations on pro-
gressing in their professional career.

Lack of participation or bar on partici-
pating in extracurricular activities.

Isolation. Inability to travel on business or take 
part in group events.

Low or no sociability. Changes in 
character.

Excessive concern for what others think 
of her.

Particular interest in questions about 
sexuality, emergency contraception or 

pregnancy. 
Or how to hide a broken hymen.

Control of salary and accounts.

Wish to no longer continue studies.
Travel to the country of origin.

Travel to the country of origin. Travel to the country of origin.

In case of a woman of legal age, the professional 
must	find	out	the	answer	to	the	following:
 What type of residence permit does she have?
	 If	it	is	for	reunification,	what	were	the	reasons	for	
the	family	reunification.

 She is afraid of doing something that her partner 
or her family might not like, or she has felt threat-
ened by one of them. 

 Whether she feels safe at home.
 Where she is forced to have sex, even if she 

doesn't want to.

Depending on the answers, the professional will 
have to decide whether to continue deepening his 
or her knowledge of the case with further enquiries 
relating to the family history and gender roles, this 
in order to safely conclude that there is a FM or a 
risk of it occurring.
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9.	 Difficulties	where	action	is	taken	 
 by families and professionals

In professional intervention in cases of FGM and FM 
we	can	find	a	whole	series	of	obstacles,	posed	both	
by the professionals themselves and by the people 
they are looking after, which can be detrimental to 
the process. Some of these obstacles are:
 The language barrier. It is preferable for the pro-

fessional him or herself to know French and Eng-
lish, and to be able to rely on native interpreters 
who know some native languages (Wolof, Lingala, 
Bambara, Somali, Swahili, etc). There may be few-
er problems with immigrants than with refugees 
because of the length of stay.

 Ability to understand the problem in question. For 
professionals, the problem may lie in only see-
ing a physical problem with serious consequenc-
es, without going any further into it. If he or she 
does	not	know	what	FGM	signifies,	 they	may	be	
horrified	or	not	know	what	to	say	in	response	to	
the account of it or to the vision it conjures up. 
This will lead the woman to experience a nega-
tive feeling that will cause her to have a mental 
block,	 rendering	her	 subsequent	 treatment	diffi-
cult. For the family, it is an asset to protect, and 
this prevents them from being aware of or taking 
responsibility for the consequences that it has.

 They can confuse - in both cases - FGM with a cir-
cumcision, downplaying the importance of the 
situation.

 For professionals, one problem may be not know-
ing how to deal with issues relating to sexuality 

with patients for whom these issues are taboo, 
and even more so if the issues are raised by a 
man, a doctor in this case. 

 Acting with some prejudices that might make the 
professional see all people from a [particular] 
country or ethnic group in the same, homogene-
ous way, or simply because they are immigrants. 
Once	 again,	 listening	 in	 order	 to	 find	out	 is	 the	
best remedy to avoid this problem. But it may be 
equally important to also avoid idealising the im-
migrant person and the fear of stigmatising them, 
since there may be a risk of falling into paternal-
istic	and	unjustifiably	tolerant	attitudes	that	make	
it	difficult	for	them	to	defend	their	own	rights.

	 The	professional	will	also	encounter	difficulties	if	
the patient believes that there is a determination 
to abolish FGM but that this a view imposed by 
the dominant "Western" culture. It is possible that 
the argument that it is a question of human rights 
is not very credible if those people have suffered 
from other types of serious violations or rejec-
tions due to the fact that they are immigrants or 
if they are simply unaware of such rights.

Hence, dealing with the prevention of FGM is not 
the	first	 step	 that	must	be	 taken	–	unless	 there	 is	
an immediate risk of FGM – if other types of more 
pressing problems of survival and integration are 
found to exist in families.

28



10. How to deal with the situation  
 of a woman  

For professionals, especially general practitioners, 
gynaecologists and paediatricians, educators and so-
cial workers, it is important to apply in the dialogue 
some of the behavioural guidelines that we have 
summarised below. We do not express ourselves in 
the feminine by chance. Because of the psycholog-
ical fragility that women victims may suffer, along 
with myths and sexual taboos, we recommend that 
the professionals who look after them are women.
Since we operate on the basis of different cultur-
al patterns, there are certain issues that cannot be 
dealt with directly and head-on, because they are 
taboo	 for	many	women.	More	 specifically,	 sex,	 sex-
uality, or questioning family patriarchal authority in 
the	first	place.	Both	in	the	case	of	FGM	and	of	a	FM,	
if	we	want	her	to	feel	confident,	it	would	not	be	cor-
rect	 or	 prudent	 to	 speak	 for	 the	 first	 time	 directly	
about this with a woman who neither knows us nor 
whom we know, with whom we have not had previ-
ous dealings. 
Hence, in an intervention that seeks to prevent FGM 
and that, therefore, aims to convince women to get 
to know their bodies, to allow themselves to be gy-
necologically examined, and to learn about sexual 
and reproductive health, we have to ask ourselves 
how we can talk of all this without naming it, or 
naming it appropriately, to ensure that it does not 
humiliate or embarrass those people, or raise a bar-
rier to communication. We have previously pointed 
out the different ways of referring to FGM, and that 
we must always take into account the way in which 
the woman we are looking after does so.
In	case	of	the	prevention	of	a	FM	or	confirmation	of	
the fact that it has occurred, discretion and prudence 
are essential, since it is about putting the woman's 
safety	 first,	 avoiding	 actions	 that	might	 put	 her	 at	
risk.
We	must	 take	 into	 account	 the	 considerable	 influ-
ence of the family on the event and her total de-
pendence on the family, and so the professional 
should not share the information provided by the 
young woman at risk with any member of the fam-
ily or of the community. This should only be done 
with other professionals who need to intervene in 
the case, since the young woman's safety may be in 
danger. And the professional must offer the young 
woman at risk a plan for her safety and follow-up.

In both situations, throughout the process, wheth-
er faced with a situation of FGM or FM, and even 
though	 they	 have	 different	 ramifications,	 the	 di-
alogue will go beyond the limits imposed by the 
cultures at stake and will call into question aspects 
linked to the identities present, which will take time 
and will call for the skills referred to above to be de-
ployed	to	permit	her	to	gain	the	confidence	to	pro-
ceed. Securing their rejection of FGM or FM implies 
their transgressing cultural values and the values 
of belonging to a community, something that is not 
easy for migrant women and families who, by virtue 
of being migrants, have already previously been up-
rooted from their natural environments, and are in a 
situation of social and legal inequality in the society 
of the place of destination.
In all these cases of prevention and detection of vi-
olence	 and,	more	 specifically,	 of	 FGM	 and	 FM,	 the 
best social intervention that there can be is interdis-
ciplinary,	i.e., one in which there is coordination be-
tween the main competent professional sectors such 
as health, education and social services, to which 
should be added the legal profession, the police and 
the judiciary. 

 The key services for addressing the care, fol-
low-up and prevention of FGM are to be found 
in primary care, and of these, the key servic-
es are paediatric and gynaecological. The key 
services for addressing FM are educational 
and social.

Next, we are going to look at the possible approach-
es in the different competent professional sectors, 
but the cases can be so varied that the action to ad-
dress	them	cannot	hinge	on	fixed	rules	and	those	to	
be found in a manual, but on the appropriate prepa-
ration of professionals in all those aspects that we 
have cited in previous chapters.
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11. Basic instructions for taking action in 
 each setting in which we operate in a  
 professional capacity

Health setting 
The most accessible and natural setting in which to 
address FGM is that of health, since there are several 
occasions on which people need a medical exami-
nation. For example, for a regular consultation for 
symptoms of a disease, for a gynaecological exam-
ination, for a prenatal examination, for a paediatric 
check-up as per the child’s medical record, etc.

With respect to FGM:
 Provide paediatric care for girls from birth or from 

their arrival in the country, which allows action to 
be	taken	during	the	first	few	years	of	the	girl's	life.	
A genital examination, framed as a regular pro-
cedure, is an essential part of this care. It should 
not	be	viewed	as	being	 specific	 to	 the	 fact	 that	
the patient belongs to a certain ethnic group or 
is of a certain national origin, since this could be 
interpreted as a stigmatisation of said patient.

 Arrange for primary care to provide preventive 
care, which should be planned on the basis of the 
diagnosis and treatment of any pathology result-
ing from FGM performed on a woman. This allows 
the professional to address the issue, explain the 
health	complications	that	might	arise,	find	out	if	
she has daughters and inform the patient about 
the legal problems that implementing this prac-
tice might entail, both in Spain and outside of 
Spain. 

 Performing a gynaecological examination on a 
woman who has undergone FGM gives the pro-
fessional the opportunity to start a conversation 
with the patient, permitting her to explain what 
has happened to her. The professional should not 
show surprise, fright or any other gesture which 
might cause the woman to feels victimised again. 
Nor should she show that vulva to other profes-
sionals as if it were a display of something strange. 
The professional must listen calmly to the patient 
and show her interest in what has happened to 
her	 to	 find	 out	 what	 possible	 damage	 she	may	
have suffered or continues to suffer, and offer 
help to repair it medically and psychologically.

 If the patient is pregnant, the professional must 
take into consideration the type of FGM practised 
to anticipate antepartum treatment in obstetrics. 
Likewise, their psychological situation must be tak-
en	into	account	in	case	they	need	specific	support.

With respect to FM:
 Primary care is also of great help in detecting in 

very young girls and women behaviours such as 
sadness or withdrawal that require psychological 
care which, in turn, might allow us to detect any 
risk of a planned non-consensual marriage. In this 
case, if she is a minor who is in school, the Health 
Centre professional should contact the educa-
tional establishment to inform them about her 
suspicions. In case of a woman of legal age, this 
should be done with Social Services to assess the 
family situation.

Education setting 
The school is another favoured place for detecting 
possible risks of FGM and FM. The teaching staff 
are permanently in contact with the girls and young 
women who study there, and they have the possi-
bility of being in contact with their families and 
establishing relationships of trust over time. In ad-
dition, education in values, acceptance and respect 
for diversity forms part of the curricula, and there 
may be included among the competences [taught] 
training	 in	 critical	 thinking	 aimed	 at	 reflecting	 on	
those customs and traditions, whether their own or 
others’, that harm people, as well as on the various 
manifestations of gender violence.

Teachers have the possibility of detecting in girls 
and young people attitudes of withdrawal, sadness 
or shame, or changes in behaviour that make them 
suspect	that	there	has	been	a	significant	change	in	
their situation. If	there	are	any	suspicions,	teachers	
should	not	deal	publicly	in	the	classroom,	even	in	a	
general	way,	with problems relating to FGM or FM, 
because if there really are some of those problems 
in any of the students, dealing with them and criti-
cising them in public may cause the student to with-
draw even more and even feel stigmatised in front 
of her schoolmates, or may feed a sense of rejection 
of her family. On the contrary, teachers should try 
to	 hold	 a	 conversation	 in	 private	 to	 try	 to	 confirm	
or	refute	suspicions	and,	where	confirmed,	offer	in-
formation, support, accompaniment and mediation 
with the family. 
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They must also contact the health and social servic-
es that care for the family to establish a joint care 
protocol for said family. 
In any event, both the teaching staff and the group 
of professionals involved must act with caution and 
not rush into implementing actions that may be un-
suitable. As has been indicated in previous chapters, 
filing	a	complaint	must	be	a	last	resource	and	very	
measured due to the negative consequences this 
can have for the family and the girl or young woman 
herself.

Social Services setting
The role of Social Services is very important in the 
detection and prevention of FGM and FM because 
professionals in this sector work with families, even 
if they do so through one of their members. These 
services collect data from the household groups that 
live in a neighbourhood or district, and have infor-
mation about their national origin, the members of 
such	groups,	their	needs,	and	their	financial,	social,	
or cultural situation. 

To carry out effective prevention work, Social Servic-
es professionals need to have an internal protocol 
that allows them to have knowledge of and process 
the type of data that can foresee a risk situation. For 
example, knowing where are the families that come 
from a certain national or ethnic origin which is re-
lated to the prevalence of FGM and FM; identifying 

those family units in which there are pregnant girls 
and women; having appointment schedules with 
them to permit them to draw up a regular list that 
might facilitate the monitoring of family changes; 
offering	women	specific	care	and	attention	to	inform	
them about other resources such as health or spe-
cialist psychological care; etc.

Social Services forms the appropriate setting in 
which to put forward health information and train-
ing campaigns and programmes that not only ad-
dress the consequences of FGM and premature preg-
nancies, but also other aspects relating to nutrition 
and hygiene, in agreement and coordination with 
healthcare professionals, who promote the partici-
pation of men and women from the relevant geo-
graphical area. 

Although when considering social intervention in 
the event of a suspected risk of FGM or FM we should 
take into account the family setting as a whole, giv-
en that it is in that very area that both practices are 
decided on, any intervention designed to address 
an intercultural dialogue should be initiated on an 
individual basis, preferably with the family member 
most likely to reject any of the practices involved, 
and, if there is none, with the woman closest to the 
possible victim, be this her mother, older sister or 
other woman who may be listened to within the 
family.
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12. Guidelines for acting in a professional  
 capacity  

 Direct care will be provided by the trained profes-
sional in coordination with the woman's trusted 
group or circle.

 The case will be referred to social services or to 
the specialist entity, where an assessment meet-
ing will be called, coordinated by the specialist in 
the prevention of gender-based violence in mi-
grant women.

 At said meeting, the competent professionals will 
jointly assess the case: the teacher who has de-
tected the case; the person in charge at the ed-
ucational establishment, or the service or entity 
which detected the risk. 

 At said meeting, the case will be presented, the 
most urgent needs will be ascertained, the risk 
level will be diagnosed, and a short-term plan of 
action will be drawn up.

 A person of reference will be appointed for the 
young woman in the case of FM, and for whomev-
er is considered suitable from the family for FGM.

 A monitoring committee will be formed, coordi-
nated by the specialist in gender violence, which 
will	 review	 the	agreed	diagnosis,	 confirm	or	ad-
just the level of risk, and determine the actions 
which should in its view be taken.

In the NON-urgent case of a girl or minor at risk

Parents or guardians will be informed of the risks to the girl's health.
They will be informed of the meaning of the Law and of its consequences if they implement the practice.

A report on the risk of FGM will be drawn 
up and addressed to the person responsi-
ble for violence at the centre at which it 
was detected to ensure that they arrange 
for appropriate follow-up and prevention.

Social Services will be informed to permit 
them to assess and coordinate the case 

with other services.

Follow-up from Social Services and awareness work 
with the family

Follow-up from paediatrics at the relevant 
regular check-ups

12.1.  Action to be taken in case of FGM: minor girl at risk;  
 imminent risk; adult woman; pregnant woman
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In the URGENT case of a girl or minor at risk (Travel to the country of origin)

 Parents or guardians will be informed of the risks to the girl's health.
 They will be informed of the meaning of the Law and of its consequences if they  

 implement the practice.
 Parents	will	be	offered	a	Preventive	Commitment	to	sign,	in	which	they	undertake 

Healthcare	staff	must	confirm	that	FGM	has	not	been	performed	by	a	(post-trip)	examination	 
 of the girl's genitalia.

They allow an examination They do not allow an 
examination 

FGM performed FGM not performed

This will be commu-
nicated to the person 
responsible for gen-

der-based violence and 
to the Social Services 
person of reference.

They will determine the type 
and degree of physical and 

psychological after-effects that 
this entails and a decision will 

Reviews and follow-up  
from paediatrics and  

Social Services. 

The case will be reported 
to the Judge on Duty via the 

report on bodily harm, as well 
as to the Protection of Minors, 
and to the person responsible 

They will search for other 
possible victims in the family 

environment.
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1. 
An examination will be performed to  

determine the type of FGM and the physical,  
sexual and psychological after-effects, and to  

determine the appropriate treatment.

2. 
 The woman will be referred to the Pelvic Floor Unit,  

together with Gynaecology, for an assessment of the possibilities  
of restorative action. 

3. 
She will be informed of the possibility of reconstructive surgery and its possible 

consequences, as well as the lack of evidence on the quality of the studies that are 
conducted on this type of surgery.

4. 
The existence of a psychological disorder due to post-traumatic stress will be  

assessed to recommend her referral to Mental Health.

In case of an adult woman  
with FGM

1. 
We shall determine the type of FGM and its possible psychological, sexual and phy-

sical consequences and complications, and we shall decide on the  
appropriate treatment.

2. 
The patient will be informed of the repercussions for her health and legally.

3. 
The Obstetrics professional will be informed to permit him or her,  

depending on the type of FGM, to perform the minor surgery  
necessary to facilitate childbirth.

4. 
We shall search for other possible victims in the  
family environment, and we shall inform Social  

Work at the healthcare centre or hospital,  
as well as Social Services.

In all cases, a record will be made in  
the patient's clinical history to 

 ensure proper follow-up  
and accompaniment.

In the case of a pregnant woman with FGM
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Young minors

NON-urgent risk
(With a family history of FM)

URGENT risk
(Holidays or travel to the country of origin)

1. The professional will inform the 
person responsible for their ser-
vice.

2. The young woman will be in-
formed of her rights.

3. We will work with the family 
through Social Services or the spe-
cialist NGO.

4. If the risk has not been neutral-
ised, we should assess whether to 
notify the judicial authorities and 
juvenile	 prosecutor's	 office,	 and	
we shall seek a temporary hosting 
resource.

1. The young woman will be informed of her rights 
and possible remedies.

2. Networking will be done to neutralise the risk.
3. The young woman will be accompanied and we 

shall intervene if there is a crisis situation.
4. The judicial authority and the juvenile prosecu-

tor's	office	will	be	notified.
5. We shall seek the application of precautionary, 

protection and safety measures.
6. A programme of psychological support and ac-

companiment will be drawn up.
7. We shall facilitate the change of educational es-

tablishment (if she is under 18 or over 18 and 
still studying) to permit her to continue her stud-
ies after receiving care.

Those of full age

NON-urgent risk 
(With a family history of FM)

URGENT risk
(Travel to the country of origin)

1. The professional informs the person responsible 
for their service.

2. The woman will be informed of her rights and 
remedies.

3. She will be referred to the support service for vic-
tims of gender-based violence or to the specialist 
entity.

4. Networking will be done with specialist entities 
to coordinate information and neutralise the risk.

5. The woman's decision will be respected and she 
will be accompanied by women's care services 
and specialist entities.

1. The woman will be informed of her 
rights and remedies.

2. She will be referred to the support 
service for victims of gender-based 
violence or to the specialist entity.

3. Networking will be done to assess 
the departure of women from the 
family environment.

4. If the risk is not neutralised, the 
prosecutor’s	 office	 or	 judicial	 au-
thorities will be informed.

12.2.  Actions to be taken in case of FM: minors at  
 non-urgent risk; at urgent risk; those of full age at  
 non-urgent risk; at urgent risk
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EXAMPLE OF A PREVENTIVE COMMITMENT

About:
 The social, health and psychological risks presented by the ritual mutilation of 

the genitals that is performed in some African countries, and the offence against 
Human Rights that the practice implies.

 The legal framework for female mutilation in Spain, where this procedure is 
considered an offence causing bodily harm under Article 149.2 of the Criminal 
Code, even if the operation was performed outside the country, according to the 
amendment of the LOPJ [Law on the Judiciary] 3/2005.

The prison sentence is from 6 to 12 years for the parents, the withdrawal of paren-
tal responsibility and the possibility of the girl being admitted to a centre for the 
Protection of Minors.

 The commitment that, upon returning from the trip, the girl will attend a con-
sultation with the Pediatrician/Physician from her Healthcare Centre to have a 
healthcare examination performed within the framework of the Child Health 
Programme.

 The importance of adopting all the preventive measures relating to the trip that 
have been recommended by healthcare professionals from the Health Services.

The	Pediatrician/Physician	certifies	that,	from	the	healthcare	examinations	per-
formed on the girl up to that moment in time, no alteration in the integrity of her 
genitals has been detected.

In view of all the foregoing:
 I hereby DECLARE that I have been informed by the healthcare professional 

responsible for the health of the girl(s) about the various aspects relating to 
female	genital	mutilation	as	specified	above.

 I CONSIDER that I have understood the purpose, scope and legal consequences 
of these explanations.

 I hereby COMMIT to taking care of the health of the minor(s) for whom I am 
responsible and to preventing their genital mutilation, as well as to attending a 
check-up upon return from the trip,

 And for the record, I have read and hereby sign the original of this informed 
commitment, in duplicate, a copy of which I shall keep.

 In …………………………….., on ……… of …………………….. 20……

…………….... . . . . . . . . . . . . .………………..…………………………….. ……………………………..……………………………  
Signature. Mother/Father/Person Responsible for the girl              Signature. Paediatrician/Physician

From the healthcare centre: 

The relatives/guardians of the girl are informed:

NAME 

DATE OF BIRTH

COUNTRY SHE IS TRAVELLING TO
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The CHAIN project aims to provide prevention, protection and support measures to people affected 
by and at risk of being subjected to FGM and FM, and this through the continuous training of men and 
women belonging to communities in which these practices prevail. Through training, capacity build-

ing and raising awareness in cooperation with diaspora communities (in Madrid).

One of CHAIN’s main objectives is prevention, (pre-)care and support for girls and women who are 
at risk and who have been affected.

In a situation of risk of female genital mutilation and/or forced marriage, it is important that 
the people and authorities involved act appropriately. As well as caring for women and 

girls who have already undergone such practices. It is particularly important to involve 
professional groups such as social workers, staff from schools and children’s institutions, 

medical personnel, court staff, the police .. .

This manual for intervention seeks to provide guidance, an interdisciplinary vision 
and coordinated case management to provide good care and effectively protect 

girls and women.

Save a Girl Save a Generation is an international non-governmental or-
ganisation that works in Spain and Kenya. Founded by African women, it 

seeks to contribute to a world in which women and girls are free from 
female genital mutilation, forced marriages and any other form of gen-

der-based violence. A world in which girls and women are empowered 
to be agents of change and contribute to education, health and lead-

ership in their communities, providing knowledge, good practic-
es, role models and support networks to help activists of female 

genital mutilation and organisations who work with communi-
ties to bring about this change.

SAGSAG’s mission is to promote access to education and 
healthcare services, improve well-being and mitigate the 

impact of harmful culture through:
 Prevention and raising awareness of the harm and 
health risks of female genital mutilation and forced 

marriage.
 The establishment of a rescue centre for girls 
and women in Kenya who are at risk of under-

going FGM, forced marriage and other types 
of violence.

 Facilitating the rehabilitation of stig-
matised girls and women, including 

support for their reintegration into 
the community where possible, with 

the ultimate goal of ensuring that 
girls have a supportive environ-

ment and facilities to help 
them reach their full poten-

tial.
 Creation of training 
programmes and tools 

to help transform 
the dynamics and 

power structures 
that reinforce 

gender ine-
qualities.
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