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Speakers
Emma Chege (Master of Ceremonies). Born in Kenya, I arrived in Australia in 2000 as an international
student. I graduated with a Bachelor of Business (Accounting) at Monash University and then went on
to complete the CPA program. Currently I am pursuing a Master's in Business Analytics at Deakin
University. I am an active and contributing member of the community through my local CFA as a
volunteer firefighter and in 2017, I was appointed to the Board of the Communities’ Council on Ethnic
Issues (Eastern Region) as Treasurer. My work as the Finance & Administration Manager at MePACS
(Peninsula Health) is rewarding and I am blessed to be a mother to a wonderful 10-year son. In the
coming years, I hope to get more involved in community for I have learnt "Your greatness is not what you
have, but in what you give", Alice Hocker.
Dr Regina Quiazon (Facilitator). Regina is the Senior Research and Policy Advocate at Multicultural
Centre for Women’s Health (MCWH). She has a PhD in cultural studies and has 20 years’ experience
working in the area of gender and diversity as a project manager, researcher and educator. She has
significant expertise in the theory and practice of intersectionality, particularly as it relates to violence
prevention and sexual and reproductive health. Regina manages ‘NETFA’, the National Education
Toolkit for Female Genital Mutilation/Cutting Awareness Program at MCWH, which provides
resources and information for the prevention and elimination of FGM/C in Australia. Regina’s recent
publications include a White Ribbon Research Series paper on the engagement of immigrant and
refugee men in violence prevention and the ‘Bringing the Margins to the Centre’ paper, a
commissioned think piece for ‘Change the Story’, the national framework to prevent violence against
women and children.
Teresia Mutisya. Born in Kenya, I came to Australia in 2008 on a student visa to study Masters of
Public Health and Health Promotion at Deakin University. It is at Deakin where I got involved with
Women’s Friendship Group (WFG) as I interviewed the women for my Masters project. Helen Jurcevic,
the WFG President, was very resourceful and has since been a dear friend to me and my family. I also
became a member of the group. In 2010-2011 I worked for the FARREP program at Women’s Health
West. I am currently studying Master of Nursing Science at the University of Melbourne due to finish
at the end of 2017. I am passionate about empowering women to take charge of their health and
wellbeing.
Medina Idriess. Medina has been a FARREP worker since 1998. Medina works at both the
Multicultural Centre for Women’s Health (MCWH) and at the Royal Women’s Hospital. She has a
Graduate Diploma in Social Science from Victoria University. Since 1999, Medina has also been a
Bilingual Health Educator at MCWH. Medina offers health education sessions and telephone health
information to women from FGM/C affected communities to strengthen their knowledge about its
harmful health impacts on reproductive and sexual health, in an effort to prevent its occurrence.
Medina provides referral capacity building and support to these communities as well as advice and
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consultation to service providers on reproductive and sexual health issues, with a particular focus on
FGM/C and its cultural context. Empowering women to make informed decisions about their health
and wellbeing has always been her goal. In her homeland, Eritrea, and in the Refugee Camp in Kassala,
Sudan, she was a teacher who often found herself in leadership and support roles in her community.
Her focus now is supporting newly-arrived women whose issues include accessing relevant health
services and information.
Nigisti Mulholland. Nigisti is a qualified nurse-midwife and social worker. She is a FARREP
Coordinator at the Royal Women’s Hospital. Nigisti began her career in Ethiopia and in 1980 fled to
Sudan as a refugee where she worked for Save the Children Fund UK providing midwifery services for
two refugee camps. In 1982, she resettled first in the USA and then in Melbourne where she has
worked as a nurse and studied social sciences, obtaining an honour's degree in sociology at La Trobe
University. Nigisti also has a Master’s Degree in social work at Monash University. Nigisti has worked
on many projects, mostly concerning immigrant and refugee women and children's health, including
FGM/C (from the Horn of Africa).
Mark Franklin. Detective Sergeant Mark Franklin joined Victoria Police in 1986 with the majority of his
career working in Crime Investigation Units as both Investigator and Investigations Manager. He has
worked as a Supervisor within the Sexual Offences and Child Abuse Investigation Team (SOCIT) over
the past 4 years and is currently responsible for managing sex offence and child abuse matters reported
within the municipalities of Whitehorse, Manningham, Boroondara and Monash.
Saba Irfan. Born in Pakistan and came to Australia in 2010. Started my journey as a student and
graduated in 2012. I came with my two kids and got blessed with one here in Melbourne. Australia has
always added good things in my life. I got connected to a lot of wonderful people since I joined Women
Friendship Group. Helen has showed me how we can give back in return to people in need, since then
I’m an active participant in the journey to make Australia the best ever place to live in. I’m very much
pleased to be part of the forum ‘Awareness First’ and would be obliged to share my experiences and
make life and choices available for every individual regardless of their cultural background.
Sara Shinkfield. Project Lead for the Australian Red Cross (ARC) Forced Marriage Capacity Building
Project, Free to Choose, Empowered to Respond. The project aims to investigate how affected communities
view the issue of Forced Marriage and engage with them to create awareness, start dialogue, encourage
harmony and strengthen locally identified solutions. Frontline service providers will also be provided
with capacity building workshops, enabling them to identify, respond and refer cases of forced
marriage safely and appropriately. Sara joined ARC in March 2017, and prior to this was the Director
for Hagar International in Afghanistan, where she developed and implemented protection and
recovery programs for survivors of severe human rights abuses, including forced marriage.
David MacGregor. Federal Agent David MacGregor is the Team Leader of the AFP Human Trafficking
Team (HTT) in Melbourne. The HTT is responsible for investigating all slavery-like practices and
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trafficking in persons offences under the Criminal Code (Cwth), which include forced marriage. David
joined the AFP in 1998 and has worked in a variety of policing roles in Melbourne, Sydney, Canberra
and overseas. David will discuss the offence of forced marriage as per the Criminal Code (Cwth),
including important definitions and links to broader human trafficking legislation. This is to clarify
these points to ensure a common understanding of the legal challenges (as opposed to the potential
social problems). David will also discuss response options (from an AFP perspective), specific support
options for victims of trafficking, statistics and referrals to the AFP and generalised case studies, as
appropriate. David will address questions that are of most interest to the audience.
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INTRODUCTION TO THE FORUM
Female Genital Cutting (FGC) and Forced Marriage (FM) were first raised as issues of concern in 2016
at a meeting of the Migrant Settlement Committee (the Standing Committee of the CCOEI). In this
forum, members provided anecdotal examples and expressed concerns about the complex nature of the
harmful practices.
In 2017, work on a forum for service providers commenced. Helen Jurcevic OAM from the Women’s
Friendship Group and Cynthia Shaw from the Communities Council on Ethnic Issues (CCOEI) and the
Migrant Settlement Committee were instrumental in progressing and promoting the forum.
In April 2017, partner organisations were invited to collaborate in the Steering Committee. The project
was named “Awareness First” as the first step to community understanding that will ultimately lead to
action and prevention.

Purpose and Vision
The main purpose of the Awareness First forum was to raise awareness of FGC and FM amongst
service providers and a wide range of stakeholders in the Eastern Region. In comparison to other
metropolitan regions, the Eastern Region has fewer well-established networks and resources available
despite its increasing population of residents born outside and from countries where FGC and FM are
known to occur. The forum focusses on the health of women, legislation about FGM and FM as well as
the human rights and family violence abuses associated with FGC and FM.

Partner Organisations
Communities’ Council on Ethnic Issues (Eastern Region) Inc.
Women’s Friendship Group Inc. (Manningham)
Eastern Community Legal Centre
Multicultural Centre for Women’s Health
Eastern Centre Against Sexual Assault (ECASA)
Department of Human Services (Centrelink)
Women’s Health East
Family and Reproductive Rights Education Program (FARREP)
Royal Women’s Hospital
Victoria Police / Australian Federal Police
Australian Red Cross
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Project Steering Committee
Members of the Steering Committee:
Cynthia Shaw (CCOEI)

Helen Jurcevic OAM (WFG)

Sonia Vignjevic (ECLC)

Emma Chege (CCOEI)

Nicki Vlahakis (ECASA)

Elizabeth Sidiropoulos (VicPol)

Dianne Godfrey/Aline Inci (MSOs DHS)

Saba Irfan (WFG)

Claire Butselaar (Women’s Health East)

Teresia Mutisya (by consultation)

Sara Shinkfield (Red Cross) (by consultation)
Role of the Steering Committee:
The Steering Committee was responsible for planning and organising the forum that would raise
awareness and educate service providers working in the Eastern Metropolitan Region. In this regard,
the Committee decided on matters about program content, invited speakers /presenters, forum delivery
requirements, risk management (including insurance matters), evaluation of the forum and the
endorsement of the final report.
In relation to risk management, the content of the forum was considered particularly sensitive and as a
result, an identified and qualified social worker/psychologist from the Steering Committee was
available for one-on-one discussion for affected members of the audience, if required. A number of
additional and qualified social workers were also available in the audience, if required.
About this report
This report was compiled from information sourced from journal articles and information from:
•

Victorian Refugee Health Network http://refugeehealthnetwork.org.au/

•

NEFTA (National Educational Toolkit for Female Genital Mutilation/Cutting Awareness)
http://www.netfa.com.au/index.php

•

Women’s Health East http://whe.org.au/

•

Family and Reproductive Rights Education Program https://www.thewomens.org.au/healthprofessionals/health-professionals-gynaecology/family-reproductive-rights-education-programfarrep/

•

Family Planning Victoria http://www.fpv.org.au/professional-learningsupport/resources/publications-research/fgmc

•

CoHealth http://www.cohealth.org.au/health-promotion/fgc/

Presentation slides for the forum, where available, may be downloaded from the webpage
https://www.ccoei.org.au/events.html.
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FEMALE GENITAL MUTILATION/CUTTING (FGM/C)
Female genital mutilation/cutting (FGM/C) refers to “procedures involving partial or total removal of the
external female genitalia or other injury to the female genital organs for non-medical reasons”. It has no
medical or other benefits for women and is associated with many short and long-term health
complications including chronic pain, infections, incontinence, painful periods, decreased sexual
enjoyment and psychological issues such as post-traumatic stress disorder.
(World Health Organisation 2008)
FGM/C has profound social and cultural meaning. Like male circumcision, female circumcision has
strong cultural symbolism as it is linked to the sexuality and reproductive role of women in society
(Toubia 1994). The practice is widely accepted as a violation of human rights of women and girls.
Specifically, it violates the Universal Declaration of Human Rights (1948), Convention on the
Elimination of All Forms of Discrimination Against Women (1979), Convention on the Rights of the
Child (1989) and the African Committee of Experts in the Rights and Welfare of the Child. Whilst these
instruments uphold the right for women to engage in cultural life, they do not uphold practices that
also violate the rights of individuals (United Nations Children's Fund 2005, Zurynski, Phu et al. 2017).
FGM/C is also conceptualised as a women’s health issue, making it critical that the health and
wellbeing needs of women affected by FGM/C are met and that women are not stigmatised and
marginalised.
Prevalence
Worldwide, between 100 to 125 million girls and women alive today have been cut in 29 countries in
Africa, the Atlantic Coast to the Horn of Africa where FGM/C is concentrated. In half the countries,
FGM/C is carried out on young girls aged less than 5 years. Countries where the practice is most
prevalent includes Somalia, Egypt, Sierra Leone and Sudan (Toubia 1994, United Nations Children's
Fund 2013). See Figure 1.
There is little known about the prevalence and incidence of FGM/C in developed countries such as the
UK, USA, Canada and Australia because systematic data is not collected. There is no research evidence
to suggest that FGM/C is practised in Australia. There is, however, community-based research
conducted by the University of Melbourne that indicates the practice has declining support among
communities in both rural and inner metropolitan areas of Victoria (Vaughan, White et al. 2014,
Vaughan, White et al. 2014).
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Figure 1.
Prevalence of FGM/C in Africa

(United Nations Children's Fund 2013)

Four types of FGM
Toubia (1994) describes a classification system of FGM/C across four levels which are categorised into
clitoridectomies (types 1 and 2) and infibulations (types 3 and 4).
Type I: Often referred to as clitoridectomy, this is the partial or total removal of the clitoris (a small,
sensitive and erectile part of the female genitals), and in very rare cases, only the prepuce (the fold of
skin surrounding the clitoris).
Type II: Often referred to as excision or clitoridectomy, this is the partial or total removal of the clitoris
and the labia minora (the inner folds of the vulva), with or without excision of the labia majora (the
outer folds of skin of the vulva).
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Type III: Often referred to as infibulation, this is the narrowing of the vaginal opening through the
creation of a covering seal. The seal is formed by cutting and repositioning the labia minora, or labia
majora, sometimes through stitching, with or without removal of the clitoris (clitoridectomy).
Type IV: This includes all other harmful procedures to the female genitalia for non-medical purposes,
e.g. pricking, piercing, incising, scraping and cauterizing the genital area. De-infibulation refers to the
practice of cutting open the sealed vaginal opening in a woman who has been infibulated, which is
often necessary for improving health and well-being as well as to allow intercourse or to facilitate
childbirth.
Cultural and social factors for performing FGM/C 1
The World Health Organisation (2017) list the cultural and social factors for performing FGM/C as
varying between regions as well as over time. Other factors may impact on its occurrence within
families and communities. The most commonly cited reasons are:
•

Where FGM/C is a social convention (social norm), the social pressure to conform to what others do
and have been doing, as well as the need to be accepted socially and the fear of being rejected by the
community, are strong motivations to perpetuate the practice. In some communities, FGM/C is
almost universally performed and unquestioned.

•

FGM/C is often considered a necessary part of raising a girl, and a way to prepare her for adulthood
and marriage.

•

FGM/C is often motivated by beliefs about what is considered acceptable sexual behaviour. It aims
to ensure premarital virginity and marital fidelity. FGM is in many communities believed to reduce
a woman's libido and therefore believed to help her resist extramarital sexual acts. When a vaginal
opening is covered or narrowed (type 3), the fear of the pain of opening it, and the fear that this will
be found out, is expected to further discourage extramarital sexual intercourse among women with
this type of FGM/C.

•

Where it is believed that being cut increases marriageability, FGM/C is more likely to be carried out.

•

FGM/C is associated with cultural ideals of femininity and modesty, which include the notion that
girls are clean and beautiful after removal of body parts that are considered unclean, unfeminine or
male.

•

Though no religious scripts prescribe the practice, practitioners often believe the practice has
religious support. Religious leaders take varying positions with regard to FGM/C: some promote it,
some consider it irrelevant to religion, and others contribute to its elimination.

•

Local structures of power and authority, such as community leaders, religious leaders, circumcisers,
and even some medical personnel can contribute to upholding the practice.

1

Quoted from the World Health Organisation (2017).
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•

In most societies, where FGM/C is practised, it is considered a cultural tradition, which is often used
as an argument for its continuation.

•

In some societies, recent adoption of the practice is linked to copying the traditions of neighbouring
groups. Sometimes it has started as part of a wider religious or traditional revival movement.

Terminology
During the forum, the distinction was made between ‘female mutilation’, ‘female genital cutting’ and
‘female circumcision’. The word ‘mutilation’ emphasises the severity and harmful effect of the practice
and the violation of the rights of women and girls. However, women who have undergone the practice
prefer to use the words ‘female genital cutting’ or ‘circumcision’ because they are less stigmatising.
When working with community members, service providers and professionals should adopt culturally
sensitive language such as ‘traditional cutting’ or ‘circumcision’ to convey a non-judgmental stance that
is respectful of individuals who have undergone the practice.

Health impact of FGM/C
Many health concerns have been documented as being associated with FGM/C. Although there is an
increased risk of adverse health outcomes with the higher invasiveness procedures, negative outcomes
occur with any severity of FGM/C (World Health Organisation 2017).
Table 1.
Short and long-term health risks associated with FGM/C
Short-term health risks

Long-term health risks

Severe pain

Pain

Excessive bleeding

Infections

Shock

Painful urination

Genital tissue swelling

Menstrual problems

Infections

Keloids 2

Human immunodeficiency virus (HIV)

Female sexual health

Urination problems

Obstetric complications (including infertility)

Impaired wound healing

Obstetric fistula

Death

Perinatal risks (including childbirth
complications and infant mortality)

Psychological consequences

Psychological consequences (including anxiety,
insomnia and depression)

Incontinence
(Women's Health East 2017, World Health Organisation 2017)

2

Keloids are hard and benign growths that form when scar tissue grows excessively
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Results of a recently published survey conducted by the Australian Paediatric Surveillance Unit
indicated that 59 girls with FGM had been seen by paediatricians in Australia since 2010 (Zurynski,
Phu et al. 2017). Type 1 FGM/C was the most common (38.5%), followed by Type IV (23.1%). The girls
experienced complications including urinary dysfunction, gynaecological and obstetric complications,
chronic pain or psychological problems. The research highlights the need for cultural awareness and
education amongst paediatricians to enable proper referral and counselling that assists in the
prevention of FGM, where appropriate (Zurynski, Phu et al. 2017).

FGM/C in the media
Britain’s clampdown on FGM is leaving young girls traumatised, Nadifa Mohamed, 8 September
2017, The Guardian
https://www.theguardian.com/commentisfree/2017/sep/07/britain-clampdown-fgm-young-girls-falseaccusations-families

‘Some families have had children taken into care while they wait for medical examinations.’ Photograph: Anna Gowthorpe/PA

The whispers have been growing in volume for a while, tentative, but more and more concerned about
exactly what the Female Genital Mutilation Act, passed in 2003, has achieved. The whole subject of
FGM has sometimes seemed to emit more heat than light over the past few years, and now there is a
growing concern that measures aimed at protecting children are actually harming them.
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While the desire to protect every child from physical and psychological harm is laudable, the lack of
clarity over what is actually happening to children in Britain with regards to FGM is now being seen to
have a potentially negative impact on child protection.
In 2015, Keith Vaz, then chair of the home affairs select committee, described a situation in which
“young girls are being mutilated every hour of every day”. Perhaps he was referring to NHS figures,
recorded between April 2015 and March 2016, that showed “a case of FGM is newly recorded every 92
minutes on average”; or the numbers of patients with FGM who were “assessed on average every 61
minutes”.
No doubt Vaz had noble intentions in raising the issue, but the NHS figures in fact refer not to young
girls who have been cut in Britain under the noses of doctors, social workers and the police, but to
adult women who have received medical treatment for a variety of issues, who were subjected to FGM
at a young age in their home countries.
What about the other claims around FGM? The planes full of children shipped to Africa and Asia when
“cutting season” begins? In 2015 Baroness Tonge, on her return to London after a flight to Addis
Ababa, reported passengers she’d seen to the Metropolitan police, concerned that she had stumbled on
one of those rumoured FGM transports.
Had she overhead something? Had a girl quietly asked for help? Did she observe any signs of abuse
that worried her? Apparently not: that “the plane was heaving with mainly British-Somalia [sic]
families returning to Somalia for ‘the holidays’”, and that there seemed to be more girls on the flight
than boys, was enough to raise her suspicions. “It was just odd,” she said. The police, feeling both
public and political pressure to act assertively on FGM, checked the flight records and questioned the
families on their return.
There are also routine checks of flights carrying “at risk” children, where sniffer dogs and uniformed
officers meet departing families and warn them of the FGM law. The message is drummed in at
nurseries, schools and GP surgeries too.
What happens to those who are accused of subjecting their children to FGM? A BBC Newsnight
investigation this week featured one woman whose children had been put under a protection order –
which can ban certain family members from contacting their children or taking them abroad. The
reason for this order, the mother believes, was a question she had asked of her midwife regarding what
FGM actually entailed (she came from a Kenyan background where it was not practised). This mother
had to wait four months before a medical examination proved that neither she, nor her two daughters,
had had FGM.
Other families have had children taken into care, sometimes for more than a year, while they wait for
one of the accredited doctors who can perform the forensic exam needed on young girls’ bodies to
prove whether FGM has taken place or not. One particularly upsetting case I came across involved an
12
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eight-year-old Somali girl who was taken from her parents at an airport, and kept in care for months
before an exam exonerated them. She was traumatised by the separation from her family and
experienced absence seizures while in care.
As Toks Okeniyi, of the Africa gender rights group Forward, says: “If there are bottlenecks in the
system, it needs to be resolved to ensure that families are able to have access to clinics very early on in
the investigation, to eliminate them and to protect the interests of the child.”
Discussion of FGM in Britain rests on just how many girls are “at risk”. In 2016, the Health and Social
Care Information Centre reported 5,700 recorded cases of FGM in the previous 12 months: 5,657 of
those women were born outside the UK. The cases of the 43 born here are extremely worrying, as are
the reported 18 cases where the FGM actually took place in this country; however, around 10 of those
UK cases were genital piercings, presumably freely chosen, which are now recorded as FGM type 4.
These much smaller figures accord with my experience – of opposition to FGM among the vast
majority of British Somalis, who make up roughly a third of the historical cases. We are now seeing the
second and third generation of British-Somali girls who only know of FGM from campaigns rather than
lived experience.
It is still widely reported by campaigners that 23,000 girls in Britain are “at risk” of FGM every year,
but there is little evidence of this from the NHS. It appears more likely that nearly all UK families from
countries where it is prevalent know it is harmful and illegal; and away from the dominant societies
and cultures where it is practised, they see no reason to continue the tradition.
This is a success born from many decades of hard work within communities by women who
experienced the pain and harm of FGM themselves. But in treating the lack of cases and prosecutions as
a failure, – with loud voices calling for tougher crackdowns – the government risks actually harming
little girls. Those who sincerely want to help vulnerable youngsters should ask if the methods used so
far have really achieved what they set out to do.
• Nadifa Mohamed is a British-Somali writer and author of The Orchard of Lost Souls
Anti-FGM campaign launched in UK to mark global day of opposition, Hannah Summers and
Maggie O’Kane, 6 February 2017, The Guardian
https://www.theguardian.com/society/2017/feb/06/anti-fgm-campaign-red-triangle-uk-global-dayopposition
A national campaign carrying the symbol of a red triangle will be rolled out across the UK to mark the
International Day of Zero Tolerance for Female Genital Mutilation.
The National Police Chiefs’ Council has partnered with the Freedom charity to encourage people to
provide the police with information that can help detect and prevent FGM in the UK and abroad.
13
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Commander Mak Chishty, the police national lead on “honour”-based violence, has written to every
police force in the country reminding them that while progress has been made, there is yet to be a
successful prosecution for FGM.
He wrote: “This is a particular area of political and public scrutiny and I would urge each force to
maximise every opportunity to demonstrate that we as a service are doing everything that is possible to
combat FGM.”
His letter also cited a prevalence study published in July 2015 by City University and Equality Now,
the human rights group, which showed that no local authority in the UK was unaffected by FGM.
Chishty told the Guardian: “We are raising awareness that FGM is a crime and that anybody involved
in the process – from turning a blind eye to the act of cutting – commits a criminal offence. This is form
of child abuse and violence against women and girls.”
More than 13,000 posters promoting the Red Triangle initiative have been distributed to police forces to
display inside police buildings and within appropriate community settings.
Police leads have been asked to evaluate the campaign’s impact by monitoring any increased reporting,
receipt of intelligence or new engagement opportunities.
Aneeta Prem, a writer and the founder of Freedom, has written a novel warning about FGM, called Cut
Flowers, that is being distributed to schoolchildren to raise awareness of the illegal practice.
She said: “Over 200 million women and girls have gone through the horrors of FGM and we know that
girls are being cut here in the UK. Unofficial figures estimate that 137,000 girls and women in Britain
are affected.
“Through education we can stop FGM in a generation. Through teaching we can explain the long-term
health dangers and dispel the myths that have kept this barbaric practice alive. The help of boys as well
as girls is needed to change opinions.”
She added: “We are asking that people wear the red triangle badge to mark the International Day of
Zero Tolerance to FGM.”
A 25-year-old from Somalia who suffered FGM and now lives in London said: “I was cut when I was
five years old. I still feel pain and relive that moment every day. I completely support the Red Triangle
campaign and hope it will encourage girls to ask for help.”
FGM protection orders intended to safeguard girls at risk came into effect in the UK in July 2015. The
latest figures from the Ministry of Justice showed 97 applications and 79 orders had been made up to
the end of September 2016.
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The home secretary, Amber Rudd, said the government was taking “world-leading action” to tackle
FGM by strengthening the law to improve protection for those at risk and by removing barriers to
prosecution.
She said: “This government has introduced FGM protection orders, a new offence of failing to protect a
girl from FGM, a mandatory reporting duty for frontline professionals, new guidance for the police,
and lifelong anonymity for victims to encourage them to come forward.
“We are sending a clear message that FGM will not be tolerated, and as part of this I am determined to
see the country’s first successful prosecution for FGM.”
The Red Triangle campaign, which will run until International Women’s Day on 8 March, will officially
launch at Haverstock school in Camden, north London, on Monday.
Baroness Featherstone has called on Theresa May and Justine Greening to ‘use your power’ to fight
FGM. In a video appeal to mark zero tolerance day the Lib Dem peer asks that prime minister and the
education secretary make teaching of FGM compulsory in all UK schools.
Greening and May lobbied hard under David Cameron for more funding and education on FGM.
“You both have a proud record on this issue but… we agreed it should be taught in schools, whether
by teachers or community volunteers,” Featherstone writes in an open letter.
“If it is not, then we are not safeguarding our children. You are both now in positions to finally make
this happen. You have the power. I am asking you to use it.”

The Australian Context
There is no conclusive data regarding the prevalence of FGM/C in Australia (Family Planning Victoria
2017). There has been little research conducted in Australia and data is not systematically collected. The
lack of prevalence data should guard against approaches to the elimination of FGM/C that unduly
discriminate or stereotype women solely on country of birth.
To ensure that women who have experienced FGM/C are properly supported and that the practice
does not continue upon migration, it is essential to have comprehensive health promotion and
community education initiatives in place. In this regard, it is useful know where immigrants from
countries that have a high prevalence of FGM/C are residing. Estimates indicate that in 2011, 34,821
people living in Victoria were born in countries that have a high prevalence of FGM/C and of these, 93%
reside in metropolitan Melbourne.

Eastern Metropolitan Region
In Victoria, the Eastern Metropolitan Region (EMR) covers residents residing in Boroondara, Knox,
Manningham, Maroondah, Monash, Whitehorse and the Yarra Ranges. This area is also home to
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residents born in countries where FGM/C is known to occur. The figures contained in Table 1 are the
current best available estimates of the number of women in the EMR, who were born in countries
where FGM/C prevalence is known. It is important to note, that this data does not reflect ethnicity,
cultural background or the complex factors that influence the continuation or abandonment of the
practice in countries of settlement.
Not all countries have published prevalence rates of FGM/C. Table 3 provides 2011 data for the number
of women living in the EMR who are born in countries where FGM/C is known to occur but estimates
of prevalence have not been published.
Importantly, data contained in Tables 2 and 3 are estimates only and should not be used to
stereotype or discriminate against women and communities living in the EMR, under any
circumstances. Importantly, the data should be used to inform health support services for program
planning and service delivery.
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Table 1
Number of women by LGA in EMR born in countries where FGM/C prevalence is known
Local Government Area
Country of birth

Est. FGM/C

Boroondara Knox

Manningham

Maroondah

Monash

Whitehorse

(%)*

Yarra

EMR

Ranges

totals

Somalia

97.9**

4

0

4

6

39

0

0

53

Egypt

95.8

279

528

679

117

684

306

55

2,648

Ethiopia

74.3***

33

23

11

9

58

20

8

162

Sudan****

90

23

48

73

88

129

60

25

446

Liberia

45.0

6

3

0

18

0

6

0

33

Kenya

32.2

76

149

40

79

170

96

45

655

Nigeria

19.0

16

18

9

12

19

29

4

107

Tanzania

14.6

31

11

10

13

32

23

8

128

Iraq

8.0

25

110

82

36

126

31

11

421

Ghana

3.8

12

8

19

28

47

14

12

140

Uganda

0.6

19

12

4

11

28

33

11

118

524

910

931

417

1332

618

179

4,911

TOTAL

*15-49 years, **(>80% Type III), ***(mainly Types I & II), ****Although the prevalence is high in South Sudan, the population in EMR are more commonly from South
Sudan

Key:

- high/universal prevalence countries
moderate prevalence countries
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Table 2
Number of women by LGA in EMR from countries where FGM/C has been documented but the prevalence is not known

Local Government Area
Country of birth

Boroondara

Knox

Manningham

Maroondah

Monash

Whitehorse

Yarra

EMR

Ranges

totals

India

3,528

3,034

1,311

1,351

7,323

3,512

485

20,544

Malaysia

2,929

2,702

3,199

580

5,488

3,351

266

18,515

Indonesia

733

450

401

175

1,638

873

132

4,402

United Arab Emirates

56

59

39

16

169

67

14

420

Israel

122

45

51

13

148

52

41

472

TOTAL

7,368

6,290

5,001

2,135

14,766

7,855

938

44,353
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Family and Reproductive Rights Education Program (FARREP)
The FARREP program was established in Melbourne in 1998 in three of the four
metropolitan regions. It was funded by the Victorian Department of Health as the primary
response point for women and communities exposed to cultural practices in their country
of origin which have led to reproductive health issues (Victorian Refugee Health Network
2012). FARREP aims to strengthen communities that practice FGC by providing
information about the practice and support changes to attitudes aimed at preventing the
occurrence of FGC. In addition, FARREP aims to facilitate access to sexual and reproductive
health services by women and girls from affected communities and assist with building
capacity of health services that respond to women affected by or at risk of FGC (Vaughan,
White et al. 2014).
From a practical perspective, FARREP providers work with individuals and communities
who may be affected by FGM/C to:
•

promote community and individual knowledge and awareness about the practice

•

prevent the practice from occurring among women and girls who have settled in Victoria

•

dispel an erroneous belief that religions sanction this practice

•

empower girls, women and men to speak out about the adverse effects of this practice on the
health and wellbeing of girls and women

•

increase access to timely and appropriate sexual and reproductive health services by women
and girls who have undergone this procedure prior to their settlement in Australia

•

build the skills and expertise of mainstream and specialist sexual and reproductive health
and other services, so they can respond with confidence to the needs of women and girls
affected by or at risk of being affected by this procedure (Department of Health and Human
Services 2017).

Valuable research, needs analyses and project work have been undertaken in other
metropolitan regions of Melbourne regarding best practice in reducing and eliminating FGM/C
has been conducted in Australia and overseas. Education that approaches the issue from a
human rights framework and includes working with women and girls, men, community
representatives and health providers, is considered best practice.
Programs that have been successful in promoting lasting change in the community address
the entire community and engage community members in a meaningful and participatory
way (Chen and Quiazon 2014, p10).
For countries such as Australia, programs must be tailored to meet the needs of diverse cultural
backgrounds, engaging with social conventions and cultural beliefs of each community group
(Chen and Quiazon 2014). Moreover, to health promotion and education programs, skilled and
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effective service delivery is paramount for women who have undergone FGM/C. Given the
physical and psychological health risks for these women, it is vital that health professionals
provide cervical screening, pregnancy related examination, childbirth and other procedures in a
sensitive and compassionate way.
The work of FARREP however, has not extended to the EMR despite ongoing funding to other
regions and changes over the past 19-years to the demographic profile of the EMR. The EMR is
currently home to migrants from all parts of the world; many from countries where there
practice of FGM/C is known to occur. See Table 2. Accordingly, it is imperative that women who
have undergone FGM/C and reside in the EMR are able to access support services and that
interventions are implemented to work toward ending this practice. In the case where new and
emerging ethnic communities exist, health providers and other services may lack requisite
experience in working effectively with people from a diversity of cultures and backgrounds.
Clinicians in the EMR may fall into this category resulting in women affected by cultural
practices such as FGM/C may not be managed appropriately or missed altogether.

Women’s Health East’s work to address FGM/C in the EMR
Women’s Health East (WHE) have advocated for expansion of the FARREP program into the
EMR. In partnership with EACH, Social and Community Health and Link Health and
Community, WHE submitted a proposal to the Department of Health and Human Services.
The following recommendations were included in the proposal:
1.

Review existing population data for the EMR to identify potential priority groups, and
summarise what is known from the literature as to the potential need;

2.

Develop a research design and needs assessment/consultation process;

3.

Identify and liaise with four to five of the largest ethnic communities to work toward
consultations with relevant women and men;

4.

Interview service providers (maternal child health, obstetrics and gynaecology, midwifery,
sexual & reproductive health service providers, and GPs);

5.

Analyse the data generated and produce a short report of key needs in relation to FGM/C in
the EMR; and

6.

Plan and implement a FARREP program in the EMR in line with findings of the needs
analysis and best practice guidelines. This will be undertaken with a range of key
stakeholders including partners EACH and MonashLink CHS.
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Presentations
A brief summary of the presentations given at the forum, is provided below.

FGC: Setting the scene/cultural perspectives
In her presentation, Teresia Mutisya focused on the terminology of FGM compared with FGC.
Specifically, the word ‘mutilation’ highlights the seriousness of the practice, it is regarded by
some to be offensive, preferring ‘female genital cutting’. The latter reflects non-judgmental
language that is considered to be more respectful to women who have been affected. This is
particularly important as affected women should not be marginalised or stigmatised through
terminology relating to their experiences. In addition to providing an overview of information
about FGM/C, Teresia also provided insights into the understanding of how FGM/C impacts
upon young women and a number of the underlying factors that influence the womens’ access
to health care services.

Multicultural Centre for Women’s Health, MCWH
Speaker: Medina Idriess
In her presentation, Medina Idriess spoke about the prevalence and the importance of using
correct terminology when communicating about FGM/C. Medina stressed that communities
affected by the practice are not homogenous, but rather reflect a complexity of circumstances.
FGM/C is usually carried out by women who have not been medically trained on girls of
varying ages, conducted for a variety of reasons and resulting in many and different
consequences. FGM/C however, is a human rights violation as it is associated with harmful
physical and psychological consequences and pain. Medina also spoke about the work of the
Family and Reproductive Rights Education Group (FARREP).

Royal Women’s Hospital
Speaker: Nigisti Mulholland
Nigisti spoke of the work being undertaken at the Royal Women’s Hospital and the changing
nature of FGM/C. At the Women’s Hospital, the African Women’s Clinic takes care of affected
women, while addressing all aspects of their reproductive health. It is run by RWH midwives
in collaboration with the FARREP workers who come from the community. In her presentation,
Nigisti stressed the importance of health professionals exercising sensitivity and avoiding
judgmental views. In doing so, professionals should be trained to feel confident about asking
women about FGM/C, they should not react with shock when they see infibulation and women
should not be made to feel ashamed. She explained that a lack of knowledge exists amongst
professionals and service providers about FGM/C and it is most important that the affected
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women have access to good responsive health care, are provided with accurate and reliable
information, feel listened to and have access to interpreters.
There is little evidence that FGM/C is being undertaken in Australia. It is important for the
community to work to ensure that girls living in Australia are not taken out of the country for
the procedure. In addition, it is important for the health sector to take care of affected girls and
women and where possible to reverse the procedure with de-infibulation.
Useful links:
African Women’s Clinic
https://www.thewomens.org.au/health-professionals/sexual-reproductive-health/africanwomens-clinic/
Family and Reproductive Rights Education Program
https://www.thewomens.org.au/health-professionals/health-professionals-gynaecology/familyreproductive-rights-education-program-farrep/

The Law and Law Enforcement
Speaker: Mark Franklin
Mark’s presentation focused on the Victorian legislation, Crimes (Female Genital Mutilation)
Act 1996. He spoke of the practice as a serious assault and the mandatory reporting and
penalties associated with non-reporting. Mark used the legislation to guide his presentation and
highlighted the following points:
•

It is an offence for anyone to perform FGM/C on any person. There are serious penalties
associated with the practice.

•

It is an offence to take a person from the State with the intention of having prohibited
FGM/C performed.

•

Consent is not a defence to a charge

•

Exceptions involve situations where it is necessary for the health of the person or in sexual
reassignment surgery, but must be performed by a medical practitioner or midwife (in some
cases).

When clinical or non-clinical professionals come across FGM/C, it is most important to
document the information as thoroughly as possible and then engage police. In some cases,
information will be stated only once by the woman and therefore, meticulous documentation is
vital.
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Panel discussion and summary
In her introduction, the facilitator pointed out that:
•

international evidence suggests that FGM/C prevention is an issue for women’s health –
as opposed to ‘violence against women’ – especially in terms of ensuring that the health
and wellbeing needs of women affected by FGM/C are met and that women are not
stigmatised and marginalised.

•

national and international resources for FGM/C prevention have been collated through a
federal government program (‘NETFA’: the National Education Toolkit for FGM/C
Awareness) and can be accessed via: www.netfa.com.au

During the Panel discussion, forum participants and presenters raised the following questions,
comments and issues:
•

FGM/C is a complex practice that is carried out for different reasons by the older women in
the family. The impact for women who have experienced FGM/C is also complex and
varied, particularly when women feel they need to reconcile feelings of pain and anger with
the knowledge that their grand/mothers acted with the intention of love.

•

It was noted that FGM/C prevention is primarily an issue for community action and that it is
important for affected communities to take ownership for change within their communities
with the support of allies

•

In response to a question about what can be done at a local level to end this ‘abhorrent’
practice: it was stated that we needed to put aside personal feelings and harness them for
community action. This entails using respectful and non-judgemental language – this is not
about political correctness, but more about best practice and ensuring an ethical approach
that does not further stigmatise and marginalise women and their communities.

•

Creating safe spaces for conversations should begin from a community development
approach that respects women’s specific experiences

•

The role of men was also questioned and that it was essential that men are engaged to end
the practice, particularly if, in some cultures, the practice was viewed as necessary for
marriage.

•

The role and responsibility of older generations was also questioned in terms of
perpetuating the problem and the potential role they could play in stopping the practice

•

It was stressed that Australian FGM law refers to children under 18 years of age and as such,
adult women who might leave the country to have FGM/C performed are not subject to law
enforcement

•

The issue should not be viewed as simply a ‘cultural’ practice that only happens in specific
countries and communities. For example, as practices that affect predominantly white,
Anglo communities, male circumcision and female genital cosmetic surgery are legal in
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Australia. In this regard, FGM/C needs to be viewed as a gendered practice that requires
further analysis and consideration as to how sexism impacts all women differently.
•

According to VicPol, cases of FGM/C are under-reported. However, we currently do not
have and are unable to collect, accurate rates of incidence or prevalence that can reliably
demonstrate under-reporting.

•

Community education about FGM/C law in Australia is critical to ending the practice
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FORCED MARRIAGE
A forced marriage is when a person gets married without freely and fully consenting, because they have been
coerced, threatened or deceived, or because they are incapable of understanding the nature and effect of a
marriage ceremony, for reasons including age or mental capacity. Some types of coercion are obvious and
easy to identify, including the use of physical or sexual violence, or refusing to let somebody leave a
particular place or location until they accept the marriage. Other types of coercion are less obvious because
they involve psychological and emotional pressure. These types of coercion can include making a person feel
responsible for, or ashamed of the consequences of not marrying such as bringing shame on their family.
(Attorney General's Department 2017)

Forced marriage is a slavery-like practice, a form of gender-based violence and an abuse of
human rights. Forced marriage is not limited to any cultural group, religion or ethnicity, and
there are reports of forced marriage from all over the world. Anyone can be a victim of forced
marriage, regardless of their age, gender or sexual orientation. While men and boys can be
victims of forced marriage, most reported victims are young women and girls (Attorney
General's Department 2017).
Forced marriage can occur within a social expectation that the young person marry an
individual of their family’s choosing. In this context, decisions are made by males as females
have few social, legal and political rights. In Australia, parents from refugee or migrant
backgrounds apply these social norms to their children and react strongly when the young
person reacts against the family’s wishes, threatening to take her overseas to marry. This is
carried out under the guise of protecting the family honor or a range of other reasons (Centre
for Multicultural Youth 2016).
The consequences of refusing to marry may be extreme where the young person may become
the victim of physical, social and psychological abuse by parents or male siblings or may even
face death. According to the Centre for Multicultural Youth (2016), potential negative
consequences for victims of forced marriage include:
•
•
•
•
•
•
•

Sexual assault
Physical violence
Emotional violence
Economic abuse and insecurity
Social isolation
Denial of education
Loss of childhood/adolescence
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•
•
•
•
•
•

Early or forced pregnancy and childbirth
Kidnapping/abduction
Servitude
Imprisonment
Mental health problems including depression, self-harm and suicidal ideation
Death (through suicide or being killed).

Forced marriage in the media
Forced marriage: ‘I broke the chain. I’m proud of that’, Joanna Moorhead, 26 November 2016,
The Guardian

Jasvinder Sanghera (right), who refused a forced marriage as a teenager, with her daughter Natasha. Photograph:
Christopher Thomond for the Guardian

Jasvinder Sanghera still remembers leaving her dad the note 35 years ago. He worked nights,
and while he was asleep one day she wrote to him, saying: “I love you, but I’m not the daughter
you want me to be. I can’t marry a stranger.” And then she ran away.
She waited for her best friend’s brother outside the factory where he worked, and when he
came out, she says, “I told him ‘I need to run away, you have to help me.’ And he filled his Ford
Escort up with petrol and got out the map. I hid in the footwell all the way from Derby to
Newcastle because I was so scared we would be intercepted.”
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For the next few nights they slept in the car and on park benches. “My parents reported us
missing to the police, and they traced us. I begged the police officer not to make me go back,
and he said he wouldn’t, but I had to phone home. So I called up my mum from a phone box; I
thought she’d say, ‘Come home now, you’ve made your point.’ Instead, she said: ‘If you don’t
marry this man, you’re dead in my eyes.’”
What Jasvinder didn’t realise, on that day in 1981, was how serious that threat was; and also,
that although time would make it easier, it would never entirely erase the pain.
“Losing my family was a bereavement; for many years, I grieved, I was bereft. In many ways it
would have been easier if they’d died, because at least that is final.
“But I did it because I knew I was entitled to choose my own partner. But I also did it because I
knew if I didn’t, my children would one day have to go through arranged marriages. Someone
had to opt out, however hard it was; and that someone was me.”
Her parents are now dead, and her sister Robina killed herself after she was told that leaving
her husband would be too shameful; but five sisters and a brother still live in the UK – and none
of them, or any of her nieces and nephews, are in touch with her.
And while today Jasvinder, 51, fights for the rights of Asian women who, like her, refuse forced
marriages, and although she’s told her story many times, the reality of losing those fundamental
ties still hits hard.
“Being Asian is all about family: our traditions, our culture, everything is rooted in family life.
So to walk out on your family is a very, very tough thing to do – and if I’m honest I probably
didn’t realise all those years ago how hard it would be. But I survived – I’m living proof that
you can survive.”
My mother said, ‘You’re going to marry him. You don’t have a choice. I had to do it at your age'
Jasvinder was 14 when her mother first sat her down at the family home in Derby and showed
her a photograph of a man in his 20s who, she was told, she had been promised to when she
was just eight. “My mother said, ‘You’re going to marry him. You don’t have a choice. I had to
do it at your age, and you’re going to have to do it now.’ She said this is our tradition: it’s what
we do in our culture.”
Jasvinder was horrified – but she wasn’t surprised. Her three elder sisters had already been
married to men chosen for them by their parents. “It was always the same rigmarole,” she says.
“You got to 14, and a picture would come out; the picture of the man it had been decided you
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would marry. My sister Robina had been married two years before me. I knew my turn was
coming.”
Her turn – but she was determined not to take it. “I said no. My parents took me out of school
and locked me in my bedroom. I tried to escape through the bedroom window but I couldn’t –
and school didn’t follow my absence up, missing girls happened all the time in Asian families.”
Jasvinder knew she couldn’t go through with the marriage. Eventually she and Jassey, the
friend who rescued her and became her boyfriend, got a house together and when Jasvinder
was 19 she had a baby daughter, Natasha.
“His family didn’t disown him. They were wonderfully supportive to us. But when we were
with them I would miss my family terribly. Sometimes, I’d get him to drive me all the way to
Derby in the middle of the night just so I could look at our house; we’d sit there outside and
watch my nieces and nephews playing in the morning. It was heartbreaking.”
Robina came to visit when Natasha was born, and managed to persuade their mother to go, too.
“I was in bed with the baby and Robina was like, look, she’s so beautiful. But my mum hurt me
so much – she barely looked at the baby.” Today, says Jasvinder, there are many other young
women who are where she was when she was a teenager, wondering whether they have the
strength to opt out of a forced marriage, and whether they can survive being cut off from their
families. In September alone, 783 people called the helpline Jasvinder’s charity Karma Nirvana
runs, and 58% were victims seeking support.
“So many people call us and say, this is happening to me but I know I’ve got to do it, I know I
can’t live a life without my family. And sometimes people make the break, but later they go
back because they do find it too hard. What I tell them is: you never get over it, but you can
keep going.”
Today, Jasvinder, who was awarded a CBE in 2013 for her work helping victims of forced
marriage and abuse, lives in Leeds, in a house that couldn’t be more family-focused. It’s full of
toys, and two-year-old Narayan, Natasha’s son, is running around having fun. After Natasha,
who is now 31, Jasvinder went on to have Anna, 22, and Jordan, 19, with a different partner;
they’re a close-knit family and, says Jasvinder, everyone is looking forward to Anna’s
forthcoming wedding.
But there’s a sliver of worry in Jasvinder’s mind about how she’s going to cope, just as she had
before Natasha’s 2012 wedding to her husband, Anup. “Anna is getting married in a British
ceremony, so that’s going to be easier in a way. But Natasha and Anup had a big fat Asian
wedding, with 500 guests in a Sikh temple. That terrified me, because in Indian tradition there
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was a role for my family at the wedding, and no one to play those parts. My friends filled in,
but everyone knew my relatives weren’t there.”
She is sad, too, that her children haven’t had the relationships they should have had, with
maternal grandparents, aunts and uncles, and cousins.
“There are some things you learn from the wider family, and my children didn’t have that.
Everyone wants their children to have what they had and more, and yet I wasn’t able to give
mine so many things that I had. Even to this day, I’m sometimes in tears at Divali … I think of
how we celebrated it when I was a child, and how my children have never been able to
celebrate it. There were so many events and occasions I couldn’t be part of, and my children
could never know.”
But all the same, as Anna walks down the aisle next year, Jasvinder will know in her heart why
things had to be as they did. “The decision I took when I was at 16 has enabled my children not
to inherit the legacy of abuse. I broke the chain: I’m proud of that, even if the consequences have
been even harder than I’d anticipated.”

Listed by The Guardian as one of the world's 100 most Inspirational Women, Jasvinder
Sanghera has been fighting forced marriages and honor based abuse -- both in her native Britain
and internationally. Her TED talk (Fighting forced marriages and honour based abuse |
Jasvinder Sanghera | TEDxGöteborg) is available at:
https://www.youtube.com/watch?time_continue=2&v=h_Xh5MXA7yY
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Australia's response to forced marriage
Whilst 140 million girls are estimated to become child brides from 2011 – 2020 worldwide, there
is little prevalence data on forced marriage occurring in Australia, however, limited information
is available from the media.
The Commonwealth Criminal Code Act 1995 (the Criminal Code) contains offences regarding
forced marriage. It is illegal to cause a person to enter a forced marriage, and to be a party to a
forced marriage. Being a party to a forced marriage means agreeing to marry a person who you
know or suspect is a victim of forced marriage, unless you are a victim of the forced marriage
yourself.
Australia's forced marriage offences carry a maximum penalty of seven years' imprisonment, or
nine years' imprisonment for an aggravated offence. An offence may be aggravated in several
circumstances, including where the victim is under the age of 18. If the victim is under the age
of 18 and is taken overseas for the purpose of forced marriage, the maximum penalty increases
to 25 years' imprisonment.
Human trafficking
Human trafficking, slavery and slavery-like practices such as servitude, forced labour and
forced marriage are complex crimes and a major violation of human rights. Around the world
men, women and children are trafficked for a wide range of exploitative purposes, such as
servitude, slavery, forced labour, debt bondage, forced marriage or organ harvesting.
Signs that a person may be in, or at risk of, a forced marriage
The following may indicate that a person is in a forced marriage, or at risk of being made to
enter into a forced marriage:
•

the person has a family history of elder siblings leaving education early and/or marrying
early;

•

the person is subject to unreasonable or excessive restrictions from their family, such as not
being allowed out or always having to be accompanied;

•

the person expressed concern regarding an upcoming family holiday; or,

•

the person has extended absence from school, college or the workplace, or begins to display
truancy or low motivation.

For further advice, visit www.mybluesky.org.au, call (02) 9514 8115 or text 0481 070 844. If
someone is at risk of forced marriage, call the AFP on 131 23 7. In an emergency, call Triple Zero
(000).
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Presentations
Stories from a cultural perspective
Speaker: Saba Irfan
Saba re-counted many stories about forced marriage; stories of parents who thought they were
acting in their child’s best interests but forcing them to be married by threat or coercion. She
explained that girls are trained to say ‘yes’ to their parents from the time they learn to talk and
fathers/guardians place pressure upon mothers to ensure that girls listen and do not argue. Saba
told of girls being forced to sign marriage documents at knifepoint and the consequential shame
that lay upon the family when the child resisted. Saba also told of the means by which parents
invoked guilt and shame upon their children, threatening to ostracize them from the family.
When girls resisted, the lack of money and support would mean they often had no choice.

Terminology – what is Forced Marriage?
Speaker: David MacGregor
David’s presentation focused on the difference between arranged marriage and forced
marriage. He discussed the legislation (Criminal Code Act, 1995) and the necessary components
of coercion, threat and deception for forced marriage. The legislation was enacted in 2013 and is
not retrospective therefore forced marriages occurring prior to 2013 will not be covered by the
legislation. Forced marriage is a criminal offence in Australia. Further, there are many
associated crimes that arise under forced marriage such as family violence or sexual abuse.

Investigation and case study samples
Speaker: David MacGregor
Most cases of forced marriage are forced by the parents and in these cases, it may be
appropriate to deal with cases outside the criminal justice system. While victims are mostly
young females, vulnerable people of any age, gender and/or cultural-ethnic background may be
forced into marriage. Few prosecutions have arisen from the legislation. Formal referrals have
risen steadily across the country and these are most likely to be the result of increased
awareness.

Service provision, empowerment and response
Speaker: Sara Shinkfield
Sara spoke about the work of the Australian Red Cross in its capacity to respond to the issue of
forced marriage, an issue that can divide families and communities. She described the
complexities and common misunderstandings associated with forced marriage. A research
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project is currently underway and aimed at assessing the landscape of forced marriage,
consulting with community liaison, empowering workshops for communities and building
capacity of service providers. The project is situated within a family violence framework.

Panel discussion and summary
In summarising and finding connections across the presentations, the facilitator pointed out:
•

The issue of forced marriage and FGM/C are often viewed as only ‘cultural’, when in
fact, they are also issues about gender inequality

•

When women have limited choices, they are made vulnerable and as such, we need to
provide women with opportunities for empowerment so that they and their families are
less reliant on marriage as the only option for economic security and social acceptance

•

All cultures are diverse and, in this regard, examining the cultural dynamics of different
families – rather than just ‘culture’– could be a more a productive way to begin to
understand and seek solutions relating to forced marriage. That is, if most marriages are
forced by parents, then finding solutions may reside in supporting families to abandon
the practice

•

The knowledge we receive at the forum should empower each of us to begin taking
action in ways that can best benefit and support affected communities

During the Q&A Panel Session, forum participants and presenters raised the following
questions, comments and issues:
•

Prosecution is the acute end of forced marriage and more often presents a black and
white perspective in terms of the law. In contrast, preventing the practice requires
diligent and nuanced work.

•

Most cases that are identified do not go to court (there has only been one criminal charge
despite an increase in referrals) because victims are reluctant to take their parents to
courts. As such, most cases are managed outside of the investigative stream, so it is
critical that support agencies are well-equipped with the knowledge to support people
who have experienced forced marriage

•

There is a clear difference between forced and arranged marriage in the legislation

•

Although the legality of the marriage may be questioned, marriage conducted in the
Sharia tradition is not an offence

•

Dowry and visa/permanent residency were cited as motivations for forced marriage

•

Lack of knowledge of referral pathways was common amongst both victims and support
agencies

•

Securing culturally responsive crisis accommodation is a major problem for victims
32

Awareness First
A CALD Health and Human Rights Forum
•

Lack of and/or unsustainable funding was cited as problem in terms of supporting
affected communities. Individual community members currently take personal
responsibility for assisting victims without recompense
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EVALUATION RESPONSES
Of the 110 attendees, 39 returned the evaluation form, giving a response rate of 36%. Of those
who provided a workplace role, lawyers, students, social workers and co-ordinator/mangers
comprised the largest groups.
Role
Law enforcement
Student
Social Worker
Coordinator/manager
Lawyer
Researcher
Other (including faith leader, mental health
worker, communications, multicultural
education aid, health promotions officer,
counsellor, advocate)

n(%)
7
7
6
5
2
2
8

All attendees who returned the evaluation form indicated that as a result of the forum, their
knowledge and awareness of FGC and forced marriage had increased, particularly as it relates
to an awareness of those at risk, the law and the law enforcement.
In addition, respondents had the opportunity to provide feedback about the forum and
overwhelmingly, there were positive comments and suggestions for future forums.
Great forum ……

Fantastic! Insightful!
Excellent presentations

Very
thorough and
holistic
h

Quite confronting
but relevant to
emphasise issues
and concerns

Great forum - thank you!
Thanks for all the ladies for
providing food, tea and coffee
Really great
presenters. The day
was really well run

Disturbing,
illuminating, highly
informative. All
excellent presenters and
QandA could have been
a bit longer

Interesting
and
engaging

Great- but
too short
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Some suggestions ……

Programs for
recovery for girls
and women who
have been affected
by FGC

Focus on
information
sharing, education
locally and within
community groups

Would have liked
a bit more on what
we actually do?

Engage religious
leaders and
ethnic media

Learned much about prevalence in
various communities and how to
address in a practical sense. i.e.
avoid shocked reactions,
communicate with varying
respect for culture and perspectives

It would be good to
highlight what
grassroots communities
were doing to tackle
FGM/C before the
legislation of 1996 was
passed

Good discussion of impacts and
perhaps ways we could have
culturally responsive conversations
using sensitive language
Both the issues need to be
incorporated in a formal way into
the family violence strategies of
local, state and federal
governments eg. include in
healthcare providers statements of
priorities

On both topics, would have liked a greater discussion on the
drivers for these issues. i.e. gender inequality and how we can
address this in the context of the royal commission on family
violence.

Would have liked more
information on impacts of
'victims' and drivers therefore
preventive strategies and ways
services could respond.
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Managing the welfare of the victims is going to be
a challenge for VicPol. The age of the victims will be
a challenging response as all they know is family
and they need support and protection.

More information on the collaborative impact
frameworks "whole of community approach" for
awareness, education, support and prevention - how to
get father/community leaders, gendered lens
approach, youth, intergenerational, bilingual.

More government
funding and resources
for support
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GLOSSARY
The following definitions have been sourced from online World Health Organisation
documents unless indicated otherwise.
Episiotomy which involves surgical incision to increase the diameter of the vaginal outlet to
facilitate a baby’s birth, is one of the most common medical procedures experienced by women
throughout the world.
Clitoridectomy is the partial or total removal of the clitoris (Type 1 FGM/C)
Excision is the partial or total removal of the clitoris and the labia minora (the inner folds of the
vulva), with or without excision of the labia majora (the outer folds of skin of the vulva) (Type 2
FGM/C)
Infibulation refers to the narrowing of the vaginal orifice with creation of a covering seal by
cutting and appositioning the labia minora and/or the labia majora, with or without excision of
the clitoris (Type 3 FGM/C)
De-infibulation refers to the practice of cutting open the sealed vaginal opening in a woman
who has been infibulated, which is often necessary for improving health and well-being as well
as to allow intercourse or to facilitate childbirth.
Re-infibulation is performed on women previously subjected to infibulation and who have
given birth. The main motive for performing re-infibulation was to satisfy the husband sexually
(Almroth-Berggren, Almroth et al. 2001).
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CONTACTS FOR FURTHER ASSISTANCE
Female Genital Mutilation/Cutting
1.

National Education Toolkit

http://www.netfa.com.au/national-education-toolkit-for-fgm-c-awareness-resource-activityguide.php
2.

Family and Reproductive Rights Education Program (FARREP)

https://www.thewomens.org.au/health-professionals/health-professionals-gynaecology/familyreproductive-rights-education-program-farrep/
3.

FGM Video: Starting conversations about FGC (Co Health)

https://www.cohealth.org.au/health-promotion/fgc/

Forced marriage
1.

Red Cross

http://www.redcross.org.au/forced-marriage.aspx
Brochure about Support for Trafficked People program, or
Where to report a case of human trafficking or forced marriage or you would like to share
knowledge about forced marriage, contact STPP team at national_stpp@redcross.org.au
2.

AFP Links:

How to report a case of Forced Marriage:
Australian Federal Police on 131 AFP (131 237) or go to My Blue Sky at
https://www.mybluesky.org.au/. My Blue Sky is a comprehensive online resource aimed at
preventing and addressing forced marriage in Australia. Translated documents also available.
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