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ABSTRACT 
This thesis describes a case study of an NHS Scotland antenatal care pathway for 

women with female genital mutilation (FGM), and includes recommendations for the 

field of antenatal FGM management. Over the last decade, reports of substandard 

antenatal FGM management from a rapidly growing population of affected women 

have increased demands for just and equitable healthcare. Consequently, in 2015, a 

health board in the central belt of Scotland established a multidisciplinary FGM 

management programme. To determine the impact of this programme on antenatal 

care equity and social equality for women with FGM its guidelines, interviews with 

community midwives (CMWs), FGM specialists, and women with FGM were 

conducted. The findings were analysed using critical communicative methodology 

(CCM). The findings on the development, organisation, and delivery of the pathway 

demonstrate the transformative impact of multidisciplinary resources for FGM 

management and support on equitable antenatal care access when embedded into 

routine antenatal policies and practices. The findings also show how the absence of 

robust monitoring and evaluation processes enables contested practices and limits care 

equity for non-pregnant women with FGM. Novel contributions of this study link 

social and emotional FGM training to reciprocal improvements in confidence, trust, 

and communication between CMWs and women with FGM. FGM specialists who 

empower women to advocate for themselves and their relationship with the practice of 

FGM are also found to be central to the delivery of sensitive, relevant, and person-led 

antenatal care. Furthermore, the interdisciplinary implications of this study offer 

relevant insight for research, development, and service provision beyond Insight. Most 

notably, until unjust educational and financial health system policies are challenged, 

experiences of unresolved intersectional discrimination will continue to 

disproportionately disadvantage migrant women with FGM. 

 

Key Words: Female genital mutilation, female circumcision, antenatal care, 

healthcare professionals, midwifery, health equity, social equality, qualitative 

research.  
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GLOSSARY 
 

Antenatal: Relating to the period of time before childbirth (Cambridge Dictionary, 

2020).  

Capitation: Payment to a healthcare provider or providers to fund care provision for 

specified populations across different healthcare settings (NHS England, 2015).  

Clitoridectomy: Removal of the clitoral prepuce and/ or clitoris (i.e., Type-I FGM) 

(Byaruhanga, 2019).  

Continuity of Care: The degree of care provision with a particular healthcare 

professional (Gulliford et al., 2006).  

Cultural Competence: The provision of care that meets the needs of diverse values, 

beliefs, and behaviours; and is sensitive to social, cultural, and linguistic 

differences (Betancourt et al., 2002).  

Deinfibulation: The removal of any obstruction to the vaginal opening caused by the 

practice of infibulation (i.e., Type-III FGM).  

Disparate Impact: Unintentional discrimination (SHRM, 2017).  

Disparate Treatment: Intentional discrimination (SHRM, 2017).  

Elongation: The act of lengthening the labia minora via physical (e.g., by pulling) or 

mechanical (e.g., by weighted equipment) (Pérez et al., 2014).  

Essentialism: The idea that things have known and immutable characteristics that 

define them (e.g., see Butler, 1986).  

Excision: Removal of the clitoris and/ or to any degree the labia minora (i.e., Type-II 

FGM) (Byaruhanga, 2019).  

Exclusionary Dimension of Antenatal Care for Women with FGM: The sum of the 

mechanisms (practices, organisations, policies, principles, values, etc.) enabling 

antenatal care inequity and social inequality for women with FGM.  

FGM-affected: In the context of this study this refers to people with FGM or those 

sharing a culture with people who traditionally practice FGM.  

Geographic Profiling: The analysis of locations associated with a phenomenon to 

determine the most effective areas for investigation (Rossmo, 2014). 

Grey Literature: Forms of unindexed literature such as academic theses, regulatory 

policies and guidelines, private or third-sector informal reports (i.e., “white 

papers”), conference reports, and so on (Smith & Noble, 2016:2).  

Healthcare Literacy: The degree to which individuals can obtain and understand the 

health system knowledge they need to make appropriate decisions regarding 

their health and healthcare (Health Resources and Services Administration, 

2019). 

High-Income & Low-Income Countries: Two of the four income groups by which 

the World Bank divides the world’s economies in order to study international 

progress regarding various issues (e.g., health inequities) (World Bank, 2019).  

Infibulation: Removal to any degree of the external genitalia and the narrowing of the 

vaginal opening (i.e., Type-III FGM) (Byaruhanga, 2019).  

Intrapartum: Relating to the healthcare provided to pregnant women during 

childbirth from the onset or induction of labour until the delivery of the placenta. 

Introitus Opening: In the context of this study, the term refers to the opening of the 

vagina.  

Postnatal: Relating to the period of time immediately after childbirth (Cambridge 

Dictionary, 2020). 
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Primiparous: In the context of this study, this refers to a woman who is pregnant with 

their first child or has given birth to only one child (Cambridge Dictionary, 

2020).  

Read Code: A coded glossary of clinical terms utilised by the NHS to ensure a 

standard vocabulary is used by clinicians on patient records across primary and 

secondary care (NHS Digital, 2020a).  

Reinfibulation: The re-suturing of the introitus opening after childbirth to “restore” 

the desired conditions of Type-III FGM (Byaruhanga, 2019).  

Reflexivity: A type of critical reflection undertaken by a professional concerning their 

standpoint and its influence on their work (Finlay, 1998). 

Registrar: A healthcare professional responsible for the admission of patients.  

Relative Risk: “Relative risk is a ratio of the probability of an event occurring in the 

exposed group versus the probability of the event occurring in the non-exposed 

group” (Tenny & Hoffman, 2022).  

Sic: Latin for “thus it was written”.  

Sustainable Development Goals (SDGs): The UN 2030 agenda for sustainable 

development, which makes recommendations for an international response to 17 

high-priority social issues (e.g., good health and well-being) (UN, 2015; 2022). 

Routine Enquiry: An NHS Scotland policy instructing healthcare professionals 

(HCPs) to ask all women at medical assessment about histories of abuse 

regardless of whether abuse is indicated or suspected (Public Health Scotland, 

2019). 

Traditional Birth Attendant (TBA): Refers to individuals who provide maternal care 

without formal certification or licensure. TBAs may have become proficient via 

local traditions, as apprentices, and other informal methods; or via formal 

education but have remained unregistered (WHO, 2019).  

TRAK Maternity Chronology: A system for NHS Scotland HCPs to record, share, 

and update maternity records.  

Transformative Dimension of Antenatal Care for Women with FGM: The sum of 

the mechanisms (practices, organisations, policies, principles, values, etc.) 

enabling antenatal care equity and social equality for women with FGM. 

Universal Enquiry: An Insight guideline recommendation instructing CMWs to ask 

all women at antenatal booking about FGM regardless of a woman’s country of 

origin. 
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ANTENATAL CARE EQUITY & SOCIAL EQUALITY FOR 

WOMEN WITH FEMALE GENITAL MUTILATION (FGM) 

IN SCOTLAND: A MULTI-STAKEHOLDER VIEW 

Chapter 1: Introduction 

Antenatal care presents an invaluable opportunity for women who have experienced 

female genital mutilation (FGM) to access FGM-related information, care, support, 

and protection. This thesis investigates a specialised antenatal care pathway for women 

with FGM in the central belt of Scotland, with particular attention to care equity and 

social equality. As an introduction to the study, Section 1.1 contextualises and clarifies 

understanding related to antenatal care provision for women with FGM living in 

Scotland. Section 1.2 relates the significance of this study to its immediate context and 

the field of antenatal care for women with FGM. The aim of the study is also clarified. 

In Section 1.3 the study objective, qualitative methodology, and research questions are 

introduced. Last, Section 1.4 presents an overview of the thesis by chapter. 

 

1.1 FGM, Inequality & Inequity 

Female genital mutilation (FGM), female genital cutting (FGC), female circumcision 

(FC), tahoor, “initiation”; as demonstrated in the Figure 1 postcard published by the 

Scottish anti-FGM organisation FGM Aware (2017), there are many words used to 

describe a practice experienced by an estimated 200 million women and girls around 

the world (United Nations [UN], 2017; UNICEF,1 2020c; World Health Organisation 

[WHO], 2017; see also Appendix V), and much controversy regarding them. As both 

the conventional term used across Scottish policy documents2 and the one most 

commonly used by the women with FGM who took part in this study (see Appendix 

XVII), the term “FGM” is utilised throughout this thesis. The WHO defines the 

practice and its many variations (see Section 2.1) as all “procedures that intentionally 

 

1 United Nations Children’s Fund (UNICEF).  
2 For a comprehensive summary of FGM terminologies and their contestations, see O’Brien et 

al. (2016:12).  
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alter or cause injury to the female genital organs for non-medical reasons” (WHO, 

2017).           

 

While the risks of FGM include many short- and long-term consequences to the health 

and well-being of women and girls (Sections 2.1.2; 2.1.3; Appendices I; II), as noted 

in Figure 1 and discussed in Section 2.1, various sociocultural influences often inform                  

## 

Figure 1: FGM Awareness-Raising Postcard (Side A & B) 

      

 (FGM Aware, 2017) 
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the belief that FGM “is the right thing to do” for them (FGM Aware, 2017). Yet, for a 

growing number of nations, institutions, and individuals FGM is recognised as an 

extreme violation of women’s and girls’ right—among others—to the highest 

attainable standard of health (including sexual and reproductive health) (WHO, 1948). 

Consequently, FGM is a noted concern of the global 2030 Agenda for Sustainable 

Development,3 particularly its fifth sustainable development goal (SDG): “gender 

equality” (UN, 2022). Indeed, FGM represents a form of staggering violence against 

women and girls (VAWG) that as a deeply embedded sociocultural norm maintains 

patriarchal control over women’s bodily integrity, autonomy, and reproductive rights 

(UN Women, 2018; see also Section 2.1.1). However, as discussed below women with 

FGM are often not merely oppressed in relation to their gender—especially those 

living in nations with ethnically White4 majorities such as Scotland.  

 

As will be discussed in Section 2.3.1, Black and minority ethnic (BAME) women and 

girls living in Scotland are often disempowered according to various social divisions 

(e.g., cultural, ethnic, and racial) in addition to their intracultural and intercultural 

gendered oppression (Crenshaw, 1989). These simultaneous oppressions are generated 

and perpetuated by dominant public and private discourses that, in the empowered 

“production and maintenance of White identities and White culture” (Yuval-Davis, 

2006:230), “other” (e.g., racialize and gender) the lived experiences of BAME women 

with FGM. These marginalising discourses have long enabled social inequality (i.e., 

the disadvantaged access to resources) through the development of unreflective 

institutional policies. Most relevant to this study, for example, the privileged and 

criminalising (mis)interpretations of affected communities reflected in the initially 

highly punitive Scottish response to FGM after it was prohibited nationwide in 2005 

 

3 The 2030 Agenda for Sustainable Development is an international initiative that has made 

“an urgent call for action by all countries—developed and developing—in a global partnership” in 

mutually beneficial economic, environmental, and social development (UN, 2015). The Agenda was 

adopted by all United Nations (UN) member states in 2015, including the United Kingdom.  
4 The racial category “White” is capitalised throughout this thesis. This is to create symmetry 

between the terms “White” and “Black” (as “Black” is often capitalised to reflect the meanings and 

history it connotes) as a reminder that “White” is also a historical and cultural concept and that White 

people are not “unraced” but also have a racial identity (Irvin, 2020).   



4 

 

(Figure 1; see also Appendices IV; VI) have resulted in entrenched feelings of fear and 

shame within local FGM-affected communities that significantly discourage 

reproductive healthcare access and engagement (Abdelshahid et al., 2021).  

 

Equally, despite NHS Scotland’s long commitment to equity—or, meeting individual 

needs to ensure equal opportunities to achieve their highest attainable standard of 

health (see Health Improvement Scotland [HIS], 2020)—the same oppressive forces 

that misinterpret the lives of BAME women have also erased the complex needs of 

those with FGM. This is clearly reflected in the highly biomedical approach NHS 

Scotland has historically taken regarding FGM, as detailed in Section 2.5.1. 

Fundamentally, this has long cast FGM as an underresearched (Section 3.2; see also 

WHO, 2016b) intrapartum obstetric concern, and has led to the neglect of affected 

women’s need for FGM-related sexual and preventive reproductive care and for 

psychological and public protection support. As a consequence, women in Scotland 

have reported mistrust in their maternal care healthcare professionals (HCPs) and fear 

of excessive pain, re-traumatisation, and death (see Baldeh, 2013; Section 3.3.2). Even 

where specialised antenatal care for women with FGM has been established in the UK, 

such services have often been poorly distributed (see Moore, 2012) and are vulnerable 

to shifts in institutional priorities and political will (Section 3.3.1; see also Baillot et 

al., 2014; Stephenson, 2019). However, as international interest in FGM has grown 

(Sections 2.2.1; 2.5.1), scrutiny over and development related to specialised service 

provision for women with FGM has intensified. 

 

Among the millions of women living with FGM around the world, a landmark study 

conducted by the Scottish Refugee Council (SRC) in 2014 identified a growing 

population of approximately 23,9795 potentially FGM-affected people6 living across 

every local authority in Scotland (Baillot et al., 2014; see also Section 2.4). While the 

generation of these estimates (see Appendix V) was critical for international SDG 

monitoring and the establishment of Scotland’s National Action Plan to Prevent and 

 

5 This accounts for both men and women with links to 23 African countries where FGM is 

endemic (Baillot et al., 2014).  
6 Throughout this thesis, references to “FGM-affected” women or persons refers to people with 

FGM or those sharing a culture with people who traditionally practice FGM.  
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Eradicate FGM (Scottish Government, 2016b), these findings—most relevant to this 

study—also informed an emerging understanding of the growing need for local 

specialised antenatal care for women with FGM. They also helped to support a 

groundbreaking study, Obstetric Care in Scotland: The Experience of Women Who 

Have Undergone FGM, by Fatou Baldeh, in 2013, whose findings were equally 

influential in establishing one of the first multidisciplinary specialist FGM services 

and guidelines in Scotland (see Section 2.5). Referred to as “Insight” throughout this 

thesis to maintain the anonymity of participants, another formative Scottish FGM 

study—the two-part My Voice study by O’Brien et al. (2016; 2017)—was the first to 

contribute understanding regarding the influence of Insight on the antenatal care 

experiences of affected women.  

 

A novel effort in Scotland, Insight stands as a pilot programme in one of the country’s 

major urban and suburban centres. The Insight programme is comprised of FGM-

related developmental components related to interagency procedures, HCP education, 

and service provision. Its contributions to interagency development have been defined 

with the instalment of the Insight interagency guideline for the protection of women 

and girls at risk from FGM. These guidelines are the first to establish clear local 

interagency FGM procedures, mutually agreed risk assessment and response 

processes, and common aims for HCPs, Police Scotland, child protection services, and 

other relevant agencies to follow. As a pilot programme, Insight has thus far focused 

its additional contributions to HCP education and service provision on antenatal care—

discussed at length in Section 2.5. However, Insight healthcare services, referred to 

throughout this thesis as the “Insight team,” include a multidisciplinary group of FGM 

specialists as well, also detailed in Section 2.5. Each Insight team member is 

responsible for a particular disciplinary FGM care pathway (e.g., the gynaecological, 

paediatric, or psychological Insight pathway), to which any HCP can refer affected 

women or girls—or to which affected women can self-refer. To support those referrals, 

the educational component of the Insight programme has developed in-service FGM 

training aimed at community midwives (CMWs), who with the establishment of 

Insight have been given a responsibility to routinely enquire with women about FGM 

and to refer any potential cases along the Insight antenatal care pathway to the Insight 
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specialist midwife. Upon their referral, women with FGM have access to the specialist 

knowledge, skills, and care practices offered by the Insight midwife; they also gain an 

opportunity to learn about and receive additional referrals to any of the other existing 

Insight care pathways. As in the Insight interagency guideline, these specialised intra- 

and interdisciplinary service developments have also been defined with the instalment 

of a local FGM healthcare guideline. However, until the completion of this study, the 

impact of the Insight programme on antenatal care inequity and social inequalities for 

BAME women with FGM living in Scotland was not well understood.  

 

1.2 Significance of the Study 

To address the existing gap in understanding regarding the efficacy of Insight in 

transforming women’s historically disempowered access to antenatal care equity and 

social equality, the development of relevant knowledge related to the programme and 

its healthcare guidelines was crucial. Therefore, this study aimed to identify the 

antenatal care (in)equities and social (in)equalities experienced by BAME women 

referred to Insight with FGM. In doing so, the study has contributed insight into the 

complex and underresearched (see Section 3.2) fields of FGM, maternal care, HCP 

education, healthcare service commissioning, and intersectionality. 

 

1.3 The Research Problem 

Guided by the work of Jesús “Pato” Gómez and his colleagues at the Centre of 

Research in Theories and Practices That Overcome Inequalities (CREA) on the critical 

communicative methodology (CCM) (see Section 4.2)—the objective of this case 

study analysis was to describe the “exclusionary” and “transformative” dimensions of 

antenatal care for BAME women with FGM from a multi-stakeholder perspective. As 

explained by Gómez et al. (2011), CCM studies seek to identify both “the elements 

that reproduce inequalities and the elements that transform them” (Redondo et al., 

2011:278). Therefore, this study provides a qualitative description of the exclusionary 

dimension of antenatal care for women with FGM who were referred to Insight 

(Section 8.2), which identifies how various sociological mechanisms (“i.e. practices, 

organisations, policies, principles, values, etc.” [Redondo et al., 2011:278]) shape 

barriers to opportunities for women to achieve their highest attainable standard of 
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health. Conversely, in describing the transformative dimension of antenatal care for 

women with FGM referred to Insight (Section 8.1), the mechanisms that “help to 

overcome those barriers” are identified for their potential application to similar 

circumstances across Scotland (Section 9.2; see also Gómez et al., 2010:29; Gómez et 

al., 2011:241; Redondo et al., 2011:278).  

 

The dialogic epistemology of CCM has supported this study in describing the 

exclusionary and transformative dimensions of antenatal care for women with FGM 

from the perspective of key stakeholders (i.e., women referred to Insight for FGM, 

community midwives [CMWs], and the multidisciplinary FGM specialist consultants 

responsible for the service [i.e., Insight team members]). This philosophical 

underpinning not only mitigates against the social, economic, intellectual, and political 

marginalisation of any group based on their social background, it also recognises the 

potential of their unique authority to increase understanding of the need for antenatal 

care for women with FGM (Gómez et al., 2010). Equally, the communicative ontology 

of CCM has enabled this study to describe how both various intersubjective and 

institutional mechanisms (e.g., the Insight healthcare guideline) reinforce, reconstruct, 

or eliminate antenatal care (in)equities and social (in)equalities (Section 4.2.1; see also 

Ford & Wargo, 2012; Luckmann, 2008). 

 

1.3.1 Research Questions 

The primary, secondary, and tertiary research questions answered by this study are: 

 

1. What are the key mechanisms (policies, organisations, practices, principles, 

values, behaviours, etc.) that shape transformative and exclusionary 

stakeholder experiences with Insight? 

 

2. How do the transformative and exclusionary dimensions of antenatal care for 

BAME women with FGM referred to Insight contribute to antenatal care 

(in)equity and social (in)equality? 

 

3. What recommendations for the development of Insight can be made from an 

understanding of antenatal care (in)equities and social (in)equalities for BAME 

women referred to Insight for FGM? 
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1.4 Organisation of the Thesis   

Following this introduction, Chapter 2 details the background of this study against the 

historical and sociocultural factors influencing women’s complex and varied lived 

experiences with FGM. The generation of understanding related to the efficacy of 

various approaches to improving FGM knowledge, attitudes, and health literacy is then 

described. As summarised in Section 1.1, the intersectional marginalisation of BAME 

women with FGM in Scotland is also further detailed. Finally, the implications of a 

growing FGM-affected population in Scotland are linked to the development, scope, 

and organisation of Insight.   

 

To better understand the knowledge that has informed the development of Insight, its 

healthcare guideline, and this study, Chapter 3 applies a critical lens to HIC maternal 

care FGM literature. This includes a description of the literature review methods and 

reflections on the quality of this body of literature. Study findings from the field are 

reported narratively. Review findings also include a summary of the governmental, 

institutional, and organisational guidance informing best practices in HIC FGM 

commissioning and service provision. Relevant study findings are also organised 

according to their categorisation as either exclusionary or transformative (see Section 

1.3) to maternal care equities and social equalities for women with FGM.   

 

Chapter 4 outlines the decision-making processes and ultimate methods and 

methodology selected to guide this study from design to reporting. This includes a 

more thorough description of the case study approach, history of the critical 

communicative methodology (CCM), and the role the philosophical positioning of 

CCM has played in this study. The design process, research methods, analysis, ethnical 

concerns, and data management and safeguarding strategy employed in this study are 

also detailed. Key study constraints and limitations, as well as reflections on the 

influence of my own standpoint in relation to the study, are also discussed.   

 

Chapters 5, 6, and 7 present the study findings. Firstly, Chapter 5 presents findings 

related to the Insight healthcare guideline—particularly how guideline statements and 

their social and political realities contribute to the transformative and exclusionary 
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dimensions of antenatal care for women with FGM. In the context of service 

implementation, Chapter 6 presents a multi-stakeholder perspective on the 

contributions of Insight and its institutional and interagency partners to women’s 

experiences with FGM enquiries. This includes evidence related to the Insight training 

for CMWs and persisting exclusionary institutional, organisational, and interpersonal 

influences on antenatal care equity and social equality for women with FGM. As the 

final findings chapter, Chapter 7 details a multi-stakeholder view on experiences with 

Insight antenatal referrals for FGM. In doing so, women’s confidence in Insight team 

members (TMs) and their partner agencies; representative control over their bodies, 

views, and experiences; and access to proportionate and relevant FGM care, support, 

and protections are directly linked to several key principles informing TM practices. 

The chapter concludes with a final summary on findings in Chapters 5 through 7 to 

highlight the key mechanisms impacting access to equitable antenatal care for women 

with FGM, and their transferability for other contexts.  

 

Chapter 7 concludes with a summary of the novel contributions of this study to the 

fields of FGM, maternal care, HCP education, healthcare service commissioning, and 

intersectionality. First, notable evidence for healthcare policymakers and 

commissioners reveals where institutional financial and antidiscriminatory policies 

contribute to the marginalisation of BAME women with FGM across maternal care. 

Additional novel findings relevant to educators and service providers detail how 

specialised FGM training that includes social and emotional support for HCPs 

improves the confidence of women with FGM to speak about their condition within 

care environments and their communities. However, findings also reveal how 

insufficient monitoring and evaluation (M&E) processes enable contested practices 

and procedures that continue to limit healthcare equity for non-pregnant women with 

FGM. Finally, evidence relevant to healthcare managers, HCPs, and community 

activists highlights the powerful combined influence that empowered women with 

FGM and genuinely motivated and empathetic specialist HCPs have on antenatal care 

equity. 
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In Chapter 8, the findings from Chapters 5, 6, and 7 are discussed in context with the 

broader body of FGM literature presented in Chapter 3. This produces in-depth 

insights into the transformative and exclusionary dimensions of antenatal care for 

women with FGM. The transferability of the study findings is also determined here, 

along with their particular transferability within the contexts of greater Scotland and 

the UK, other HICs, and healthcare access and utilisation for migrant women with 

FGM. The chapter also includes a summary of the antenatal care (in)equities and social 

(in)equalities experienced by women with FGM referred to Insight.  

 

Finally, Chapter 9 concludes with critical reflections on my utilisation of CCM. 

Recommendations for the further development of Insight and the implications of the 

study’s findings for the field of antenatal care for women with FGM are also presented. 

The thesis then ends with suggestions for future research directly related to this study’s 

findings and concluding remarks for all stakeholders in the field of healthcare for 

women with FGM. 
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Chapter 2: Background 

This chapter contextualises the complex factors that shape the biopsychosocial needs 

of women with FGM, and how the global effort to eradicate the practice has influenced 

interventions like Insight. Section 2.1 defines FGM, the sociocultural processes 

enabling its practice, and how it continues to violate women’s and girls’ fundamental 

right to the highest attainable standard of health. Sections 2.2 and 2.3 then briefly 

discuss how an improved understanding of risks from FGM has encouraged efforts to 

combat the practice at every level of various societies, while also being stymied by the 

social divisions that have long contributed to BAME inequalities in Scotland. Section 

2.4 describes how an improved yet flawed understanding of FGM prevalence 

perpetuates these inequalities while also producing inequities where the needs of the 

small—yet expanding—populations of affected women in Scotland are not considered 

justification enough for specialised services. Consequently, Section 2.5 details NHS 

Scotland’s historically narrow approach to obstetric FGM management and the process 

that led to a change in this approach. Finally, Section 2.6 summarises the factors that 

have led to this point and their influence on the development of Insight and this study. 

 

2.1 A Brief History of FGM, its Justifications & Health Implications 

Women’s lived experience of and with FGM can vary greatly depending on the ethnic 

and regional traditions and shifting attitudes within their community. This can 

determine at what age(s), where (i.e., medical or non-medical), by whom (e.g., 

healthcare professional (HCP), traditional birth attendant (TBA), or ritual “cutter”), 

and (as noted in Figure 1) with what implements7 FGM was performed (Al-Hussaini, 

2003; Asekun-Olarinmoye & Amusan, 2008; Chalmers & Omer Hashi, 2000).8 These 

and other sociocultural factors discussed at length throughout this chapter also govern 

the type of FGM performed and the resulting obstetric health risks a woman can face 

(Section 2.1.3). Figure 2 illustrates three9 of the most common types of FGM—with  

#  

 

7 While traditional “cutter” is a common term in FGM literature used throughout this thesis, as 

indicated in Figure 2, the methods used to conduct FGM vary.  
8 See also Dirie and Lindmark (1991), Morison (2001), Turner (2007), and UNICEF (2016).  
9 Several subtypes are also included (see WHO, 2018).  
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Figure 2: The FGM Typology, Illustrated 

 

(Adapted from Byaruhanga, 2019; see also Abdulcadir et al., 2016; National FGM Centre, 2019; Nyangweso, 2014:24)
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Type-IV including all other variations (e.g., genital piercing, elongation) (WHO, 

2020a; WHO, 2018). This only begins to describe the level of variation associated with 

the term “FGM”, as well as differences in methods and consequences which are just 

as complex as the justifications for its practice. 

 

Since the Greek philosopher Strabo’s observation of FGM in the first century BCE, 

sociologists like Dr Mary Nyangweso (2014) have come to describe the practice as a 

harmful collective behaviour enforced by resilient yet false religious beliefs, 

sociocultural expectations, and significant social consequences for nonconformers 

(Burrage, 2015; Kessler, 2012:50; Nyangweso & Olupona, 2019; see also Section 

2.1.1).10 While these associations are often subject to change over time and space, 

many remain relevant today.11 For example, contemporary Jewish, Christian, and 

Islamic faith practitioners affected by FGM believe the practice is a required 

demonstration of faith and purity by the Judeo-Christian book of Genesis or Islamic 

Ḥadīth (Ahmed et al., 2019; Coquery-Vidrovitch, 1997:207; Mohamud et al., 2016).12 

However, the claimed relationship between FGM and religion is not always clear. As 

an Indian woman identified as “Mubaraka” in End FGM European Network et al. 

(2020) explained:  

 

The truth is nobody knows why we practice FGM. It is imposed 

on us as a religious responsibility and as our ticket to be 

accepted and be married, so we go along with it. 

(European Network et al., 2020:36) 

 

This uncertainty is unsurprising as FGM is not universally practiced by any religion, 

is known to predate Islam, and—as Mubaraka suggested—has many additional secular 

rationales (Abu-Sahlieh, 2001; Nyangeweso, 2014:106). For example, FGM is also 

defended by claims on its cleanliness, aesthetic appeal, and promotion of women’s 

health, fertility, and resilience (O’Neill, 2018). Nevertheless, growing awareness that 

 

10 See also Wangila (2007) and Elamin and Mason-Jones (2020).  
11 For more extensive information on the history and lived experiences of FGM over time, see 

Gruenbaum (2001); Boddy (1982); Wardere (2016); Dirie (1998); and Dirie and Lindmark (1991).  
12 See also Nyangeweso (2014) and Slack (1988:444).  



PhD Global Health Matriculation #16008544 

 

14 

 

FGM is not required by any religion has led many to question the “symbolic value of 

FGM”—with some faith leaders issuing fatwas against FGM (Boyden et al., 2012:513; 

Libreri, 2018; Østebø & Østebø, 2014; UK Government, 2014). 

 

2.1.1  FGM & the Gender-Biology Nexus    

Despite mounting challenges to faith-based FGM, many of its sociocultural 

justifications have perhaps been most resistant to anti-FGM efforts (Boddy, 1982; 

Mackie, 1996). For example, FGM remains a time-honoured initiation into 

womanhood and local female secret societies in some contexts. In taking this step, 

women can secure their social bonds, heritage, and ability to establish respectable 

families (i.e., their ‘marriageability’) (Mgbako et al., 2010; O’Brien et al, 2017; Sagna, 

2014). Irrespective of their education, some women also perceive FGM to be a 

celebrated feature of their feminine identity (Baillot et al., 2014)—with failure to 

participate minimising their sense of self and belonging. To formative gender theorists 

Ellen Annandale et al. (2018), this form of cultural collectivism (shown in Figure 3) 

results from the ‘biology-shaping of gender’—a process within their theory of the 

‘gender-biology nexus.13,14 This process describes the socially co-constitutive 

dynamics of gender and biological (i.e., epigenetic) change, and their contributions to 

health. In relation to FGM, this affects how girls’ positive perceptions of FGM are 

formed by the traditional practice FGM and the normalisation of women’s experience 

with the associated pain, stress, and (ill)health. Consequently, in this context, FGM is 

interpreted as not only a “part of the experience” of becoming/ being a woman but also 

a familiar characteristic of feminine identities, an object of feminine pride, and an act 

of love on the part of their families and community (Annandale et al., 2018; Dignity 

 

13 The concept of the ‘biology-shaping of gender’ is underpinned by the principles of ‘new 

materialist’ feminism, the work of neurobiologist Dr Gillian Einstein (2008; 2012), and anthropologist 

Margaret Lock (2001).  
14 Gender-biology nexus theory follows the informative groundwork of feminist sociologists, 

anthropologists, and gender theorists such as Raewyn Connell (2012) and Anuj Kapilashrami and Olena 

Hankivsky (2018); and biological scientists like Hans Selye (1973), Marianne Frankenhauser et al. 

(1989), and Nancy Krieger (2003). This dynamic is also considered by a number of additional gender 

theorists and social and biological scientists (e.g., Kreiger & Zierler, 1997; see also Annandale et al., 

2018:87–90).  
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Alert Research Forum [DARF], 2010; Assaad, 1980; Boyden et al., 2012; Niewöhner 

& Lock, 2018).  

 

Over time, more affected communities and second wave feminists15 like Fran Hosken 

(1981a) began to recognise FGM as “an act that cuts away equality” by enabling 

patriarchal control over women’s bodily integrity, autonomy, and reproductive rights 

(UN Women, 2018; see also Ahmed et al., 2019; Lax, 2000; UN, 2017; Walby, 1990).16 

However, even women with this view of FGM may feel pressure to participate in the 

practice. As Figure 3 illustrates, this can be understood through the complementary 

gender-biology nexus process of the “gender-shaping of biology”—where FGM 

concerns “not only the individually experienced ‘bodily-self’” but also communal        

# 

Figure 3: Shaping Processes of the Gender-Biology Nexus 

 

 

(Annandale et al., 2018) 

 

15 A period of feminism spanning the 1960s to roughly the 1980s when the suffragist movement 

of first wave feminism was replaced by efforts toward social justice in “every area of women’s 

experience—including politics, work, the family, and sexuality” (Burkett, n.d.; see also Evans, 1995; 

Friedan, 2010; Thompson, 2002).  
16 See also Gardiner (2005), Millett (2016), and Mwanri and Gatwiri (2017).  
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notions of a desirable and respected female body (Annandale et al., 2018:88; see also 

Frost, 2016; Krieger, 2003:653; Lock & Nguyen, 2018).17 In the case of FGM, this 

includes gender norms communally enforced by sanctions with severe social and 

economic implications (UNICEF, 2020b). For example, as a Sudanese woman living 

in Scotland reported:  

 

Women without FGM are stigmatised through the calling of 

names and being ostracised as well as facing the possibility that 

they will not be able to find a husband willing to marry a 

woman without FGM.  

(O’Brien et al., 2017:8)   

 

Therefore, in the context of FGM, coercion is difficult to deny, as those who might 

wish not to undergo the procedure face “divorce, and rejection by the girl’s family, as 

well as damage to the girl’s and her family’s honour” (Boyden et al., 2012:516). 

Borrowing Nyangweso’s (2014:26) citation of the influential African theologian 

Reverend John S. Mbiti, FGM supporters and non-supporters alike are therein 

disempowered by the most privileged community members (e.g., community elders), 

who pressure women who otherwise socially and economically “cannot exist alone” 

into keeping the ‘community’ and the ‘self’ one and the same (Mbiti, 1990:106), and 

thus into conforming to community norms via the threat of bodily harm for themselves 

and their children (Koukoui et al., 2017; Scottish Government, 2017; Wardere, 2016).  

 

2.1.2  The General Health Implications of FGM 

In a joint statement issued by the WHO, UNICEF, and UNFPA, FGM is classified as 

a violation of human rights to non-discrimination, bodily integrity, and the highest 

attainable standard of physical and mental health (WHO, 1997:10). This is supported 

by numerous firsthand accounts of the significant and lasting changes that the trauma 

and pain of FGM cause to women and girls (Dirie, 1998; Morison et al., 2004; 

Wardere, 2016; see also Section 2.1.3). Moreover, the “health-promoting benefits” of 

FGM mentioned in Section 2.1 have largely been empirically invalidated, most notably 

 

17 See also Fausto-Sterling (2012; 2019), Scheper-Hughes and Lock (1987), and Springer et 

al. (2012). 
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by researchers such as Dr El Dareer (1982)18 who have demonstrated the many 

negative health consequences of FGM, listed in Appendix I. This is estimated to cost 

the global health system approximately USD 1.4b per annum19 (WHO, 2020b).  

 

Long- and short-term physical and psychological consequences of FGM are numerous 

and often determined by complex risk factors whether FGM is experienced in infancy 

or adulthood (Annandale, 2018:87; Oakley, 1972; WHO, 2000).20 Determinants of 

short-term complications not discussed above include, for example: 

 

• Poor hygienic environments,   

• clinical incompetence; and  

• variations in physical development, healing, and resilience. 

 

As listed in Appendix I, the short-term risks associated with FGM can range from 

severe pain and shock to acute complications such as septicaemia and even death 

(Hakim, 2001; National FGM Centre, 2019b; Morison, 2001). For example, survivor 

Hibo Wardere (2016) remembered, after experiencing FGM, “the terror that I might 

come unstitched … there was no more running, skipping, or jumping rope for me, or 

for any of these girls, after that day” (222–3). Here, Wardere also touches on the 

potential long-term physical limitations imposed on girls and women by FGM. 

Sociocultural factors determining long-term complications from FGM, listed in 

Appendix I, include: 

 

• Personal and family health history,  

• socioeconomic status (SES), 

• the capacities of health systems,  

• and individual factors such as personality and resilience. 

 

Women’s experiences with FGM can also vary depending on their type of FGM 

(WHO, 2020, 2001; see also Figure 2). For example, women with Type-I may 

 

18 See also Andro et al. (2014), Boddy (1982), Johansen (2017), Jones et al. (1999), Klein et 

al. (2018), Mulongo et al. (2014; 2014b), Omigbodun et al. (2020), and Osifo and Evbuomwan (2009).  
19 If all resulting medical needs were addressed.  
20 See also Brady (1999), Nyangweso (2014: 57-66), Toubia (1994:712), Widmark (2002:121), 

and Yount (2007).  
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experience chronic genito-urinary infections and—as highlighted by Baldeh 

(2013)21—loss of sexual pleasure (30). Alternatively, women with Type-III (on top of 

sharing the risks of Type-I and II) are at increased risk of menstrual complications 

(e.g., blood clots), infertility, and cervical dysplasia (Elnashar & Abdelhady, 2007; 

Martinez & Abdulcadir, 2020; Thabet & Thabet, 2003). It is also important to note that 

women with Type-III remain at risk of repeated acts of FGM (UNICEF, 2005). This is 

known as “reinfibulation,” a practice of re-suturing the introitus opening after each 

childbirth to “restore” the desired conditions of Type-III FGM (Figure 2; see also 

O’Brien et al., 2017; Toubia, 1994; UNICEF, 2005). Interestingly, however, due to the 

numerous determinants influencing these risks, some women report very few or 

virtually no physiological or neurological difficulties regardless of the type of FGM 

they had undergone. Yet, they too may still experience long-term psychosocial 

complications such as post-traumatic stress disorder (PTSD), anxiety, depression, and 

feelings of betrayal (Al‐Krenawi & Wiesel‐Lev, 1999; Behrendt & Moritz, 2005; Berg 

et al., 2010; DARF, 2010).22 Physical and psychological complications may also 

manifest later in life (after puberty or pregnancy, for instance), as limited health 

literacy and cultural taboos and traditions (e.g., undergoing FGM in infancy) may 

initially prevent women from knowing about their own FGM.  

 

2.1.3  The Maternal & Neonatal Health Implications of FGM 

As with their general health, women with FGM may experience pregnancy and 

childbirth without any FGM-related complications (O’Brien et al., 2016:38). However, 

while divergent studies exist (see Berg & Underland, 2013), over the last two decades 

increasing evidence has shown greater relative risk among affected women. For 

example, in 2006 a WHO-led comparative study23 identified a causal relationship 

between Type-I, II, and III FGM and adverse obstetric outcomes ranging from 

postpartum haemorrhage to early neonatal death (Banks et al., 2006; see also Berg et 

 

21 See also Agugua and Egwuatu (1982), Behrendt and Chibber et al. (2011), Berg and Denison 

(2012a), Berg et al. (2014), and Moritz (2005). 
22 See also Chibber et al. (2011), Coho et al. (2019), Elnashar and Abdelhady (2007), and 

Refaat et al. (2001). 
23 Based on the clinical outcomes of 28,393 women across six African countries. 
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al., 2014; Dawson et al., 2015c; Small et al., 2008).24 As listed in Appendix II, Berg 

and Underland’s 2013 systematic review and meta-analysis found that women with 

FGM were 3.3 times more likely to experience prolonged labour and severe tearing, 

and to require instrument-assisted delivery. While beyond the scope of that review, an 

increased risk of foetal distress and consequent distress among the “partner [and] 

family” was also noted (ibid.:11). Similarly, while obstetric FGM risk awareness can 

vary among women, O’Brien et al. (2016; 2017) reported a causal relationship between 

risk awareness and pregnancy-/ childbirth-related fears. For example, all 15 Eritrean 

women living in Sweden interviewed in Lundberg & Gerezgiher (2008) reported 

community and family incidents of women and newborns who had died during labour 

due to bleeding and infection. None had family members to help address their anxieties 

about what they could expect in childbirth or how they should prepare for it.  

  

As will be discussed in Section 3.2, no high-income country (HIC) studies have 

considered the implications of FGM for antenatal care specifically. Furthermore, while 

associations between FGM and increased labour risks are widely reported, no studies 

were identified investigating the pathophysiological mechanisms of FGM-related 

obstetric outcomes in such settings (Berg & Underland, 2013; Odutayo, 2018; 

Obermeyer, 2005). Only tentatively have the WHO (Banks et al., 2006) and others25 

linked poor outcomes to contributory factors such as inelastic introitus scar tissue, 

obstructed labour, and genital and urinary tract infections (Banks et al., 2006:1840–

41; Rashid & Rashid, 2007:98). Therefore, while much remains uncertain regarding 

risks from FGM, their diversity and severity suggest that affected women would 

significantly benefit from clinical, psychological, and social intervention.   

 

 

24 Borrowing from the observation of Balgoun et al. (2013), the significance of these risks 

compared to women without FGM may in fact be underestimated due to the fact that “this study as it 

was a hospital-based study and institutional delivery rate is low in Africa” (3).  
25 See Chibber et al. (2011), Morison et al. (2001), Berg and Underland (2013), and Browning 

et al. (2010). 
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2.2 Variations in National & International Approaches to FGM Intervention  

To address the numerous risks to women and girls from FGM, national responses have 

ranged from highly legislative (e.g., addressing public protection and safeguarding) to 

community- and health-focused. For decades, FGM-affected communities have led 

these efforts to eradicate FGM and support those living with the condition despite the 

sociocultural endurance of FGM, the difficulties of legislative enforcement, and 

attention often given to European and North American–led efforts. Egypt in particular 

has a long history of anti-FGM activism, with concerns raised by the Egyptian Society 

of Physicians as early as the 1920s (UNICEF, 2013; UNICEF, 2020c).26 As detailed 

in Appendix III, the 1980s also saw the growth of a more unified African anti-FGM 

movement at the macro level of society. For example, in 1999, the African Charter on 

the Rights and Welfare of the Child called upon Organization of African Unity27 

members “to eliminate harmful social and cultural practices” like FGM (McCauley & 

van den Broek, 2018). At the meso level, researchers including El Dareer (1982) and 

Raqiya Abdalla (1982), community activists such as prominent feminist Nawal el 

Saadawi of Egypt, and authors like Hibo Wardere (2016) and Waris Dirie (1998) 

worked to improve understanding and awareness of FGM (el Saadawi, 2007; Hussey, 

2017; Taylor-Coleman, 2021). Critically, women living within diasporic communities 

also established important community organisations such as Efua Dorkenoo’s 

Foundation for Women’s Health Research & Development (FORWARD) and Dr 

Nahid Toubia’s Rainbo in the UK. Together, these actions have contributed to a great 

shift in attitudes against FGM—supported, but also complicated, by international 

interest in eliminating FGM. 

 

2.2.1 International Trends in Anti-FGM Action: Public Health & Human 

Rights 

Though the international FGM policy drivers detailed in Appendix III date back to the 

1970s, it was not until the 1994 UN International Conference that a formal consensus 

 

26 Notable efforts also took place in Kenya (1929–1932), Senegal (1970s), and Burkina Faso 

(1975).  
27 Now the African Union.  
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was reached regarding the abandonment of FGM. As detailed by anthropologist 

Bettina Shell-Duncan (2008), this led to a new wave of international study, foreign 

activism, and intervention. As in many national campaigns, international efforts such 

as the UNFPA-UNICEF Joint Programme prioritised—as suggested at the 2008 World 

Health Assembly—a public health approach through health-sector involvement, data 

collection, and clinical and sociological study (McCauley & van den Broek, 2018; see 

also UNFPA, 2021; WHO, 1997:13–15) that included, amongst other types of 

initiatives, HCP training, risk awareness raising, and traditional cutter education 

programmes (Owuor, 2019). Such methods were confirmed by Waigwa et al. (2018) 

as vital for both sustainable behavioural and attitudinal change and improvements in 

the reproductive health and well-being of affected communities.28 

 

In addition to their merits, public health interventions for FGM have also had their 

limitations. For example, organisations like the WHO and UNICEF have limited 

ability to sanction noncompliant nations. Public health–focused interventions have 

also been linked to an increasing demand for FGM “medicalisation” (i.e., “situations 

in which FGM is practiced by any category of health-care provider, whether in a public 

or a private clinic, at home or elsewhere” [WHO, 2010]) (Asekun-Olarinmoye & 

Amusan, 2008; Shell-Duncan, 2008; WHO, 2011). In countries such as Egypt, Sudan, 

Nigeria, Guinea, and Kenya, FGM medicalisation is relevant to as much as 94 percent 

of affected women, and can be informed by perceptions that medicalisation eliminates 

health risks from FGM. As the Population Reference Bureau (PRB) explained, the 

perception is that if HCPs “use more sterile instruments” they “could quickly address 

any complications or consequences of FGM/C” (PRB, 2018; WHO, 2010b).29 

Researchers like Shell-Duncan (2001) have found that medicalisation is thought to be 

a culturally sensitive first step toward discouraging more extensive forms of FGM 

(e.g., infibulation [see Figure 2]) when abandonment of the procedure “is not 

 

28 See also WHO (1999), Babaloa et al. (2006), and Johansen et al. (2013). 
29 See also O’Brien et al. (2016:31), Christoffersen-Deb (2005), Kimani and Shell-Duncan 

(2018), Njue and Askew (2004), Shell-Duncan (2001), Toubia and Sharief (2003), and UNICEF (2016).  
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immediately attainable” (1013; see also Hastings Center, 2012).30 However, since the 

first international conference on FGM in 1979 the WHO, UNFPA, and UNICEF have 

maintained that medicalisation is 1) not evidence-based, 2) disregards the long-term 

health implications of FGM, 3) undermines medical professionalism and ethics; and 

4) risks the legitimisation and routinization of FGM as a medical procedure and—in 

some cases—as a means of financial profit (Morgan, 2015; UNFPA, 2009; WHO, 

2010b).  

 

Beginning in the 2000s, rather than relying on a public health approach, organisations 

like the UNFPA began to encourage anti-FGM activists to consider FGM “within a 

broader social justice agenda—one that emphasizes the responsibilities of 

governments to ensure realization of the full spectrum of women’s and girls’ human 

rights” (2014:1; see also Broussard, 2009:816–22; Equality and Human Rights 

Commission [EHRC], 2019; WHO, 2008).31 Consequently, international anti-FGM 

efforts began integrating elements of human rights–based frameworks underpinned by 

the universalist32 perspective of feminist anti-FGM activists like Hosken (1981a; 

1981b) and Alice Walker (1992), into their anti-FGM efforts.33 In practice, this resulted 

in the use of more diverse methodologies by anti-FGM activists such as Molly 

Melching of Tostan International—including, for example, health behaviour change, 

alternative rite (Chege et al., 2001), and village empowerment programmes ( Asmani 

& Abdi, 2008; see also Johansen et al., 2013).34 According to the influential work of 

 

30 See also Adhikari and Salahi (2010), Christoffersen-Deb (2005), Njue and Askew (2004), 

Refaat (2009), and WHO (2010b:7). 
31 This includes measures within and without the health sector to institute and enforce national 

laws, policies, financial support, and data collection; educational, training, and awareness-raising 

programmes; and training of professionals, support of civil society organisations, support services, 

involvement of all actors, and social and economic reintegration of FGM practitioners (UNFPA, 

2014:37–43).  
32 International human rights frameworks are based on the concept of universalism, a 

philosophy that assumes a rationally identifiable moral order based on dignity, fairness, quality, respect, 

and independence (see Danial, 2013; Halstead, 2014:6–13; Office of the United Nations High 

Commissioner for Human Rights [OHCHR], 2021).  
33 Though not without opposition (see Hernlund & Shell-Duncan, 2007).  
34 See also Tostan International, ActionAid, the Orchid Project, the Desert Flower Foundation, 

and Amref Health Africa (as well as Mohamud et al., 2006; Morison et al., 2004; O’Brien et al. 2016, 

2017).  
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Rigmor C. Berg and Eva Denison (2012b), the outcomes of such anti-FGM efforts35 

have included changes in FGM-related knowledge, behaviours, beliefs/ attitudes, and 

intentions in affected communities, which constitute a shift that, as will be further 

discussed in Chapter 3, has greatly influenced understanding of effective approaches 

to FGM intervention in a HIC healthcare context. Enacting a balanced anti-FGM 

effort, however, is not without its own unique challenges. 

 

2.3 Public Discourse, Policy & Delayed FGM Intervention in Scotland   

As with anti-FGM community leadership described in Section 2.2, in Scotland it is the 

advocacy of the third sectors and activists such as Fatou Baldeh which should be 

credited for advances in the country’s response to FGM (Hankivsky & Jordan-

Zachery, 2019). Community advocacy also greatly contributed to substantial 

improvements in FGM awareness, police engagement, and the integration of new 

Scottish FGM policy (see Appendix IV) into existing policies such as the Scottish 

Equally Safe strategy for the eradication of VAWG. Together, these changes 

exemplify the serious intentions of FGM prohibition in Scotland and have formalised 

Scotland’s commitment to protections for all UK nationals and residents from any 

person(s) implicated in facilitating FGM—with offenders being subject to maximum 

14 years imprisonment (see Figure 1). However, despite such legislative advances, it 

would take another decade after the passage of the Prohibition of FGM (Scotland) Act 

2005 for some women to see substantive change within NHS Scotland.  

 

2.3.1 FGM at the Intersections of Race, Culture & Gender 

In 1989, critical race theorist Kimberlé Crenshaw proposed the theory of 

“intersectionality,” an analytical framework for understanding how different social 

and political divisions (e.g., race, class, gender) act simultaneously to construct 

experiences of privilege and oppression.36 Building on the traditions of the first wave, 

second wave, and Black feminist movements, intersectionality describes these 

 

35 For example, see Babalola et al. (2006), Easton et al. (2002), Diop et al. (2004), and Ouoba 

et al. (2004).  
36 See also Crenshaw (1990, 2017), Hankivsky (2014), and Weber and Parra-Medina (2003).  
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experiences as they apply specifically to Black women. This is significant, as the 

theory points out how, throughout the history of social justice movements, the 

oppression of White women and Black men has been prioritised (Crenshaw, 1989:139; 

see also Bauer, 2014; Cooper, 2018; Gopaldas, 2013). In direct contradiction of the 

intention of intersectionality, however, over the last decade feminist theorists such as 

Robyn Wiegman (2012), Jennifer Nash (2008, 2013), and Lisa Downing (2018) 

suggested that intersectionality be expanded to include all women.37 Described as the 

“Whitening” of intersectionality by sociologist Sirma Bilge (2013), this attempted 

paradigm shift exemplifies the legacy of racism in modern discourse—with dismissals 

and deflections38 of BAME women’s unique experience of oppression commonplace 

in European literature (Lewis, 2013; Zinn & Dill, 1996). Importantly, this phenomenon 

of “whitewashing” is also applicable to BAME women’s lives in Scotland—especially 

at the intersection of race, culture, and gender.  

 

At the centre of intersectionality theory lies influential French sociologist Pierre 

Bourdieu’s (1984) concept of the “habitus.” Expanded upon by Eduardo Bonilla-Silva 

(2006), the racial White habitus represents a continuous socialisation process 

determining ethno-racial and cultural norms. Simultaneously, this process racializes 

(or “others”) non-White cultures and ethnicities, often perceived as threatening White 

norms (Bonilla-Silva, 2006:104; see also Bilge, 2013; Frankenberg, 1993). This is not 

to minimise racialisation to interpersonal offences (e.g., racial slurs, subordination, or 

violence), however. Rather, as the Alberta Civil Liberties Research Centre (ACLRC) 

(2020) reminds us: 

 

“Individual” racism is not created in a vacuum but 

instead emerges from a society’s foundational beliefs and 

“ways” of seeing/ doing things, and is manifested in 

organizations, institutions, and systems.  

(ACLRC, 2020; see also Tator et al., 2006) 

 

 

37 The lines of broadening the genealogy of intersectionality were most notably suggested at 

the 2009 Frankfurt conference and the 2012 conference in Lausanne (Bilge, 2013). 
38 Political and academic discourse in Europe often substitutes the concepts of “ethnicity” or 

“culture” for “race” (see Bilge, 2013; Goldberg, 2006; Petzen, 2012). 
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BAME women’s experiences of discrimination in Scotland have not been limited to 

exceptional acts perpetrated by individual members of the extreme right (Liinpää, 

2018). Rather, their marginalisation has been fundamentally structural—obscured and 

enforced39 by, as described by intersectional theorist Nira Yuval-Davis (2006), the 

empowered “production and maintenance of White identities and White culture” 

throughout public discourse and development (230; see also Meer, 2018; Weber & 

Parra-Medina, 2003). This often results in unreflective processes, policies, and 

practices “which amount to discrimination through unwitting prejudice, ignorance, 

thoughtlessness, and racist stereotyping which disadvantage minority ethnic people” 

and construct social inequalities for BAME women both with and without FGM across 

all levels of society (“Stephen Lawrence Inquiry” in The Lancet, 1999).  

 

Throughout UK political and public spheres, there are abundant examples of the social 

inequalities experienced by BAME people (Davidson et al., 2018). For instance, 

Scottish National Party discourse has claimed Scottish culture to be inclusive40 and 

protective41 of diversity, yet—as human rights theorist Paul Goldie (2018) 

demonstrated—also betrayed naïve post-racial attitudes42 by qualifying that 

“diversity” within White Highland traditions (Liinpää, 2018:14–31). This omission of 

BAME people therein simultaneously racializes and erases their rights (e.g., to their 

highest attainable standard of health). At the policy level, Christofferson-Deb (2005) 

also argues that intersectional anti-discriminatory intent is “largely descriptive, 

superficial, additive and inconsistent, leaving its potential unrealised” (706 in 

Hankivsky & Jordan-Zachery, 2019). Therefore, at best Scottish discourses have 

misinterpreted BAME needs as cultural or ethnic issues unconnected to racially 

discriminatory structural behaviours and processes (see Goldie, 2018:130; Liinpää, 

 

39 For more on the mechanisms theorised to enforce the White habitus, see Delgado and 

Stefancic (2017) (critical race theory), Essed (1991) (“everyday racism”), Omi and Winnant (1986) 

(“racial formation”), and Murji and Solomos (2005) (racialization theory).  
40 See the “One Scotland, Many Cultures” campaign.  
41 See the Race Equality Framework for Scotland 2016–2030.  
42 In Bilge (2013), post-racial attitudes are described as normalised discourses that “assume 

that western societies have largely overcome problems of racism . . . espoused by both liberal and 

conservative forces” that seek to dismantle or invalidate anti-racist policy and activism (407; McRobbie, 

2009). See also “Racial Europeanization” by David T. Goldberg (2006).  
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2018, 2020; Meer, 2016; Davidson & Virdee, 2018; Goursoyanni, 2012:61). For 

affected women in Scotland, this has both enabled policymakers’ overdependence on 

divisive, resource-intensive, and punitive child safeguarding measures and stalled the 

development of equitable antenatal care until the 2010s (see Section 2.5).  

 

At the expense of featuring a more nuanced understanding of FGM43 and engagement 

with community-led anti-FGM efforts, the UK has historically prioritised public 

protection–focused action. This approach has privileged criminalising 

(mis)interpretations of affected communities in the media that have centred on, for 

example, the perspective of police44 and focused criticism on the limited number of 

FGM-related convictions in the UK45 (BBC, 2016; Keen, 2019; see also Abdelshahid 

et al., 2021; Baillot et al., 2018; BBC, 2019b; Independent, 2016; Kelly & Ali, 2018; 

Kenyan Women in Scotland Association [KWiSA], 2015). The UK has taken this 

approach despite mounting evidence that attitudes toward FGM have shifted 

significantly (especially in the context of migration) (Abdelshahid et al., 2021; DARF, 

2010; FORWARD, 2022; Morison et al., 2004; McArdle, 2019; Wahlberg, 2020). 

While social discourse such as this led policymakers to establish important punitive 

mechanisms such as the FGM protection orders (FGMPOs)46 established in Scotland 

by the 2020 FGM (Protection & Guidance) (Scotland) Bill (see Appendix IV)—which 

have contributed to feelings of “suspicion and stigmatisation” that erode community 

trust in and access to the NHS (Abdelshahid et al., 2021)—the health system’s 

response to FGM in Scotland remained negligible (see Section 2.5.1). 

 

Intersecting with experiences of racial oppression, within the politics of gender the 

representative privilege of a self-protective White Scottish habitus has also had 

 

43 See Wardere (2016), Call the Midwife (2017), and Elgamal (2020). 
44 See the Channel 4 documentary The FGM Detectives (Potts, 2018).  
45 The UK has been successful in reaching a conviction in only one case concerning FGM, in 

England, with the conviction decided on 1 February 2019. All previous cases had resulted in acquittals 

(BBC, 2019a).  
46 FGMPOs protect women and girls with FGM from further harm and criminalize any failure 

to “safeguard those who find themselves under pressure to undergo FGM” (Scottish Government, 

2020)—carrying a maximum 5-year penalty (Scottish Parliament, 2021). 
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particular consequences for BAME women with FGM (Meer, 2018).47 Here, the same 

post-racial discourses privileging punitive anti-FGM measures equally empower the 

gendered beliefs, values, experiences, and priorities of White women to determine the 

“mutual” feminist priorities of all women.48 As contextualised by Crenshaw (1989) 

and notable African feminist Oyeronke Oyewumi (2002),49 this power has historically 

resulted in an essentialist feminist agenda that obscures alternative (read, non-White) 

gender identities (see Section 2.1.1). This in turn reduces experiences with FGM to an 

extreme manifestation of patriarchal oppression that it is the “White woman’s burden” 

to eliminate. As FGM has no bearing on White Scottish constructions of “true 

womanhood,” the necessity of equities (e.g., in healthcare) that would “threaten” their 

own privilege is rarely conceded (Ahmadu, 2000:283; Crenshaw, 1989:154). Instead, 

mirroring politics and the media as described above, Courtney Smith (2011) described 

feminist rhetoric in the UK as emotive, overconfident, and generalising (e.g., depicting 

communities as malicious or “barbaric”).50 Therefore, intersecting structural cultural, 

racial, and gendered discrimination in Scotland has historically informed a largely 

punitive approach to FGM that has significantly disempowered BAME women’s 

ability to champion FGM activism and healthcare in Scotland. As discussed below, 

however, their intersectional experiences in Scotland are only some of the factors that 

have impacted delays in the development of equitable antenatal care for women with 

FGM. 

 

2.4 FGM Prevalence & Its Implications for Equitable Care Development 

In the early 2000s, UNICEF and other bodies began including FGM in survey 

mechanisms such as the MICS, DHS, SHHS, and FHS.51 While Appendix V details 

the limitations of these surveys and how they affect the reliability of epidemiological 

data, reliability has nevertheless greatly improved both for countries where FGM is 

 

47 See also Schulman (2016) and Weber and Parra-Medina (2003).  
48 Crenshaw (1989) adds that BAME women may also be misrepresented by the “most 

privileged” (139) BAME women (e.g., later-generation Scottish co-ethnics).  
49 See also Bunting (1993).  
50 For example, see Daly (1978), Hosken (1979), and Walker and Parmar (1993).  
51 For instance, Multiple Indicator Cluster Surveys (MICS), the Demographic and Health 

Survey (DHS) funded by the United States Agency for International Development, the Sudan 

Household Health Survey (SHHS), and the Family Health Survey (FHS) from India.  
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endemic and imported. Concerning the former, for example, Figure 4 illustrates the 

more accurate estimates of FGM prevalence informed by such data (End FGM 

European Network et al., 2020; UNICEF, 2016; United Nations Fund for Population 

Activities [UNFPA], 2018; Yoder et al., 2013), notably, the prevalence estimates in 

the home countries of the women with FGM who participated in this study (see Section 

4.4.2) are highly disparate at 87% in Sudan, 76% in The Gambia, and 19% in Nigeria 

(End FGM European Network et al., 2020:51). These figures, in conjunction with 

migratory patterns and survey data, have improved understanding of the global 

mobility of FGM-600,000. Figure 5 also shows that, among them, the UK has the           

# 

Figure 4: FGM Prevalence in Africa 

Key 

► Countries with national prevalence estimates on FGM 

► Country estimates from media reports/ anecdotal evidence  

 

(Adapted from End FGM European Network et al., 2020:51)
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Figure 5: FGM Prevalence in Europe  

 

(Adapted from End FGM European Network et al., 2020:52)
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highest number, with approximately 137,000 potentially affected residents identified 

(FORWARD, 2022). The landmark findings of Macfarlane and Dorkenoo (2015)52 

show that 67,300 women and girls within that population were also estimated to be at 

risk from FGM each year in England and Wales alone. However, while analysts like 

De Schrijver et al. (2020) rightly consider these estimates a critical first step in 

monitoring international responsibilities to the SDGs, it is important to note that they 

are indirect in nature and based on imprecise data. This is crucial to understanding the 

historical barriers to antenatal service development for women with FGM in Scotland. 

 

Prior to the introduction of FGM into national and international surveys, there were 

virtually no formal mechanisms on which to base FGM prevalence estimates in 

Scotland. However, in 2014 the groundbreaking Scottish Refugee Council (SRC) 

report (see Section 1.1) used MICS and national census (2001–2011) data to identify 

506 potentially FGM-affected Scottish births—accounting for approximately 0.9% 

(n=506/58000) of all Scottish births in 2012 (Baillot et al., 2014; Public Health 

Scotland, 2020; National Records of Scotland, 2014).53 Relevant to the quality of this 

data, however (see also Appendix V), as O’Brien et al. warn, it is important to note 

that    

 

this information gives us no indication about whether these 

mothers are from FGM practising cultures within their 

countries and if they are, whether they or their daughters have 

had FGM carried out. The research has simply demonstrated 

the existence of people from FGM practising countries in 

substantial numbers in Scotland. 

(O’Brien et al., 2017:12) 

 

Nevertheless, the SRC calculations are a noteworthy contribution to the development 

of equitable antenatal services in Scotland.  

 

52 Led by City University London, now known as City, University of London.  
53 See Baillot et al. (2014) for a detailed description of their calculations. 
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Since the 1970s, at the urging of the Resource Allocation Working Party, NHS 

Scotland began using a weighted capitation system54—basing health board capital 

distribution on the relative population needs55 of each geographic area (Asthana et al., 

2004; NHS England, 2015).56 While this has resulted in substantial improvement for 

the NHS workforce and general care quality (e.g., Scottish Government, 2016a), 

Asthana et al.’s (2004) critique also demonstrates how the weighted capitation has 

disproportionately disadvantaged minority issues and reinforced the structural 

disempowerment of BAME women (see Section 2.3.1). Therefore, women with 

FGM—historically likely to have been undercounted due to barriers to FGM 

disclosure (see Sections 2.1.2; 2.5; 3.3) and the inaccuracies of epidemiological FGM 

data described in Appendix V—have long faced a health system underprepared to meet 

their needs despite Scotland’s growing African population.  

 

2.5 The Development & Scope of Insight 

The Cochrane review by Balogun et al. (2013) identifies the most common maternal 

care interventions in FGM management. They include:  

 

• deinfibulation,57, 58  

• assisted delivery (e.g., episiotomy; see Widmark et al., 2010), 

• infection and cyst management,59  

• psychological counselling,  

• and health-focused anti-FGM education.  

 

Balogun et al. (2013) clarifies that these interventions are instrumental in the reduction 

of maternal and neonatal risks (see Section 2.1.3, Appendix II), including maternal/ 

 

54 In this context, “capitation” is defined by the UK government as “paying a provider or group 

of providers to cover the majority (or all) of the care provided to a specified population across different 

care settings” (NHS England, 2015).  
55 Based on quantifiable health indicators such as age, sex, and the principle of 

“health care utilization” (i.e., distribution based on service access).  
56 See also Stephenson (2019) and the European Observatory on Health Systems and Policies 

(2012). 
57 Deinfibulation refers to removal of any obstruction to the vaginal opening caused by the 

practice of infibulation (i.e., Type-III FGM). 
58 See McCafrey et al. (1995), Nour et al. (2006), Penna et al. (2002), and WHO (2001b).  
59 See Penna et al. (2002), Thabet and Thabet (2003), and WHO (2001b).  
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neonatal mortality, morbidity, diminished well-being, and FGM recidivism (i.e., 

reinfibulation) (Nour et al., 2006; Thabet & Thabet, 2003). Discussed throughout 

Chapter 3, interventions recommended to improve antenatal care equity have also 

included pre-procedural counselling and skilled labour supervision for all affected 

women with an introitus opening ≤1cm (WHO, 2001a). Deinfibulation counselling has 

also been recommended for women with Type-III FGM; inclusive of information on 

the Royal College of Gynaecologists (RCOG) (2015) guidelines, which suggest that 

deinfibulation take place prior to 20 weeks’ gestation.60 Rashid and Rashid (2007) also 

clarify that deinfibulations can be performed: 

 

• Between 34 and 38 weeks’ gestation to ensure foetal viability should 

premature labour occur, and   

• in the second stage of labour (requiring HCPs specially trained in FGM 

management) (99; see also Section 3.3.3).  

 

However, despite the widespread acceptance of clinical FGM guidance, the local 

growth of African populations (see Appendix V), and NHS Scotland’s experience with 

specialised service needs (as related to an influx of HIV-affected migrants in the early 

2000s [see O’Brien et al.; 2017]); health boards have rarely formalised FGM 

procedures. This deficit can be explained in part by the institutional capitation system, 

as described in Section 2.4. The absence of local guidance is also likely to marginalise 

Africans, who accounted for 0.1% (n=5,118) of the total population of Scotland in 

2001 (Scottish Executive, 2004:5). However, this is not to say that affected women did 

not receive any form of maternal FGM management prior to the development of 

Insight.  

 

2.5.1 A Brief History of Antenatal Care for Women with FGM in Scotland 

Before the development of Insight, FGM was primarily considered an intrapartum 

obstetric concern in Scotland—with obstetricians’ knowledge supported by an FGM 

 

60 This is to ensure a calm and controlled deinfibulation environment, allow for sufficient 

healing before delivery, and minimise maternal and neonatal risk. Alternatively, Paliwal et al. (2014) 

found that those who chose intrapartum deinfibulation have “higher average blood loss and more tears 

than those deinfibulated antenatally, although this was not statistically significant” (282).   
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Member of the Royal College of Obstetricians and Gynaecologists (MRCOG)61 core 

logbook requirement (Baldeh, 2013; Morgan, 2015:843; Rashid & Rashid, 2007).62 

This approach to FGM reflects a typical phenomenon—detailed in the postcolonial 

analysis of indigenous Canadian health disparities by Browne and Syme (2002)—in 

which “the tendency within the healthcare system has been to medicalise social 

problems” rather than holistically address the underlying sociocultural circumstances 

perpetuating them (29; see also O’Neil et al., 1999). Consequently, in reducing FGM 

to a medical issue—a condition with both biopsychosocial and intersectional 

implications (Sections 2.1; 2.3.1)—the health system protected BAME women with 

FGM “only to the extent that their experiences coincide[d] with” the needs of White 

feminine bodies (Crenshaw, 1989:143; see also Annandale et al., 2018; Garneau & 

Pepin, 2015; Yuval-Davis, 2006). For example, while community midwives (CMWs) 

have been trained in the “routine enquiry” and referral pathway for gender-based 

violence (GBV) since 2008, FGM-related sociocultural concerns were considered the 

responsibility of the third sector (Public Health Scotland, 2019).63 CMWs, however, 

were not considered wholly unprepared for women with FGM-related concerns.  

 

Prior to 2015, CMWs’ preparation for FGM was considered met by an in-service 

training in GBV, Nursing and Midwifery Council (NMC) requirements that 

demonstrated their “cultural competency,” and an education in person-centred care 

(PCC) practices (HIS, 2016). However, FGM was not a named topic in the GBV 

training. Furthermore, cultural competence requirements—intended to prepare CMWs 

to “provide quality care that is tailored to individual circumstances” (NMC, 

2019b:30)—are not a proven method for improving FGM management skills or 

communication. In fact, cultural competence is a contentious theory of practice, 

criticised by authors like Dr Simon Dein (2006) for running the risk of essentialising 

and pathologizing marginalised cultures while also reproducing discriminatory and 

 

61 The MRCOG is the exam required for registration as a Member/Fellow of the Royal College 

of Obstetricians and Gynaecologists.  
62 See also Bulman and McCourt (2002:372). 
63 Indeed, community support organisations such as FORWARD, DARF, and Roshni have 

long been integral in the delivery of social and mental health support to women with FGM (Baillot et 

al., 2014). 
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racist perceptions (Ahmad, 2002; DiAngelo, 2011:55; Zuckerman, 1990).64 Thus, as 

discussed below, PCC has been the only potentially efficacious element within CMW 

training for ensuring antenatal care equity and social equality for women with FGM in 

Scotland.  

 

Based on the “personhood” philosophy of Martin Buber (1984), Carl Rogers (1961), 

and Tom Kitwood (1997), PCC is a theory of practice described by the WHO as care  

 

that consciously adopts the perspectives of individuals, 

families and communities.... [PCC] requires that people have 

the education and support they need to make decisions and 

participate in their own care. It is organised around the health 

needs and expectations of people rather than diseases. 

(WHO, 2015:10) 

 

Detailed in Appendix VII, the popular PCC framework introduced by McCormack and 

McCance in 2006 (see also McCormack & McCance, 2010) has been used throughout 

NHS Scotland as a resource for the development of reflexive care processes such as 

holistic care, shared decision-making, and HCP engagement with individuals’ values 

and beliefs. The framework requires that health systems promote HCP respect for the 

independent agency (“personhood”) of the people they serve, how they relate to others, 

their social contexts, and the care environment (McCormack, 2004; McCormack & 

McCance, 2017:17). According to the Scottish Government (2019a), fundamentally 

PCC “means asking not, ‘What’s the matter with you?’ but, ‘What 

matters to you?’” (emphasis in original). From this shift in approach, McCormack and 

McCance asserts, positive outcomes—including person-led care (PLC),65 care 

satisfaction, and well-being—will be achieved more consistently.66 Yet, as national 

 

64 See also Curtis et al. (2019), Garneau and Pepin (2015), Cai (2016), Engebretson et al. 

(2008), Gallagher and Polanin (2015), Kleinman and Benson (2006), and Purnell (2002).  
65 PLC requires that people in care be involved in shared decision-making processes regarding 

their (ill)health and treatment planning.  
66 For more information on how PCC is enabled within healthcare systems, see Appendix VII 

and the Health Foundation (2014), DH (2010), Department of Health and Human Services (2012), 

Crystal et al. (2020).  
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awareness of FGM has increased, reports have indicated that PCC training may not be 

suitably effective for ensuring high-quality antenatal caregiving for affected women.  

 

In 2013, chief reporter of the Herald, Lucy Adams, delivered an in-depth BBC Radio 

Scotland report called Cutting Love. In it, Adams described Scotland as a “soft-touch” 

and “haven” for UK residents to perform FGM. Equally implicated was NHS Scotland, 

identified—despite an existing Royal College of Nursing (RCN, 2006:16) FGM 

enquiry directive and a named FGM midwife—as inconsistently preparing HCPs to 

ask about and report FGM. In the same year, independent researcher and African 

community member Fatou Baldeh produced one of the first empirical FGM studies on 

obstetric care in Scotland. Discussed further in Chapter 3, the study strongly supported 

Adams’ report, as all seven African women who participated reported that they were 

never asked about FGM antenatally and that there was a significant lack of FGM 

awareness and training among their HCPs (Baldeh, 2013:15; see also Moore, 

2012:40). Ultimately this contributed to the Scottish government’s aforementioned 

commission of the SRC to examine the scale of the issue of FGM in 2014 (Baillot et 

al., 2014; see also Sections 1.1; 2.4). Yet as demonstrated in Appendix VI, it would 

take another three years for the Scottish National Action Plan to Prevent and Eradicate 

FGM to be enacted (see also Section 1.1).67 Furthermore, at the time of that study, 

investigations into the development of the Plan found that efforts to involve 

community members proved inconsistent:  

 

Scotland’s national action plan incorporated clear actions on 

community participation, but participants noted limited 

engagement with communities in its development … and a 

general absence of community voices in the policy arena in 

Scotland. 

(Connelly et al., 2018:8) 

 

This exclusion was determined to be the result of friction between local community 

groups and policymakers, as well as of the structural discrimination (described in 

 

67 See also: Responding to FGM in Scotland: Multi-Agency Guidance (Scottish Government, 

2017a). 
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Section 2.3.1) historically limiting the status of community members. Consequently, 

the interventions designed to meet the Plan’s call for the provision of national services 

for women and girls affected by FGM were determined to have “focused on 

awareness-raising” yet failed to empower communities with influence over their 

“design, delivery and/ or evaluation” (Scottish Government, 2016b:5). Even in the 

case of one of the only Scottish health boards to take part in the active transformation 

of healthcare for women with FGM, community involvement remains a concern (see 

Section 8.1.1.2). 

 

2.5.2 Insight: A Multidisciplinary Service 

As briefly discussed in Section 1.1, this thesis describes an in-depth instrumental case 

analysis of the antenatal care pathway included within the wider FGM management 

programme: Insight. It is a retrospective study, which considers the period of 

programme implementation from its establishment in 2015 to the time of study in late 

2017. As both the social and organisational dimensions of Insight are of interest to this 

study—as will be discussed in Section 4.1—the case is defined as a grouping of NHS 

Scotland stakeholders in Insight (Crowe et al., 2011). This is considered to be a 

“typical” case, as—though Insight provides an uncommon form of specialised care—

it is in fact organised in a typical way as compared to other HIC healthcare 

programmes for women with FGM (see Section 3.3.1).  

 

As per the NMC, autonomy of practice is a central domain in midwives’ standards of 

proficiencies. As the Council has summarised: 

 

Midwives are fully accountable as the lead professional for the 

care and support of childbearing women and newborn infants, 

and partners and families. Respecting human rights, they work 

in partnership with women, enabling their views, preferences, 

and decisions, and helping to strengthen their capabilities. 

They promote safe and effective care, drawing on the best 

available evidence at all times. They communicate effectively 

and with kindness and compassion. 

(NMC, 2019b:13) 
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In relation to FGM, the Insight specialist midwife for FGM provides an interesting 

example of practice development dependant on CMWs’ autonomy rather than the 

health system. As noted in Appendix VI, the development of Insight began after the 

soon-to-be Insight Team midwife attended a presentation led by FGM researcher and 

activist Fatou Baldeh in 2015 at a QMU GBV continuing professional development 

(CPD)68 course. Inspired by Baldeh’s personal experiences and research, this midwife 

then requested time from her clinic manager for the development and provision of 

specialist antenatal FGM services (O’Brien et al., 2017:29). With help of the Safe to 

Say training69 and materials produced in part by the Women’s Support Project (see 

Figure 1), the midwife then formulated, and herself attained, the local role of lead in 

GBV training, care, and support inclusive of FGM. Over time, the interdisciplinary 

Insight Team (see Appendix VIII for a full description) and FGM guidelines (see 

Section 2.5.3) would soon too be established.  

 

Figure 6: Target Populations of the Insight Team 

 

 

 

68 CPD refers to the NHS professional development scheme by which staff are continuously 

supported through various forms of learning activities to manage and extend their skills. This is meant 

to ensure that staff at all levels can continue to practice safely and can advance their careers (NHS, 

2022).  
69 See Safe to Say (2021).  
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Structurally, the midwife responsible for the initial establishment of Insight holds the 

dual role of Insight midwife and Insight team lead. In her latter role, the team lead is 

responsible for the administration of Insight and guiding its development. Together, all 

Insight team members (TMs) are responsible for in-service FGM training, the 

provision of specialist care and support, and for acting as FGM-related care liaisons 

with their colleagues and partner agencies. In addition to its antenatal pathway—to be 

discussed in detail in Sections 2.5.4; 2.5.5—the multidisciplinary Insight TMs provide 

training and care relevant to non-pregnant women and girls. Particular to HCP training, 

as noted in Figure 6 Insight resources for FGM training only formally target CMWs.70 

However, TMs report providing informal training—from brief sessions to on-the-job 

shadowing—for disciplines such as: 

                 

• Child Protection  • Children’s A&E 

• Ward Midwifery • General Practice 

• Gynaecology • Paediatrics 

• Obstetrics 

• Health Visiting  

• Healthcare Support  

  

 

TMs have also delivered interagency FGM training to Police Scotland and social 

workers.  

 

Particular to care provision, Insight services relevant to non-pregnant women and girls 

include, but are not limited to: 

 

• treatment for general complications (see Appendix I),  

• FGM-sensitive gynaecological services (including deinfibulation), 

• contraceptive support,  

• psychological counselling,  

• and paediatric support and examination.   

 

 

70 While chiefly aimed at and advertised to CMWs, the training is open to all interested HCPs. 

Reportedly, uptake has largely included CMWs, maternity staff, and student midwives. 
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          # 

Figure 7: Common Communication Links Enabled by Insight 

 

 

Finally, particular to interdisciplinary and interagency liaising, as depicted in Figure 7 

this most often involves TMs in professional consultations (such as between TMs and 

other HCPs), interdepartmental and interagency referrals, and interagency referral 

discussions (IRDs) (see Section 2.5.5).71  

 

While Insight includes a named GP for FGM, it is also important to note that per the 

Insight healthcare guideline, all GPs have a responsibility to apply the appropriate read 

code72 for FGM (e.g., indicating “family history of FGM,” “at risk of FGM,” or has 

 

71 This comes in contrast to procedure in England and Wales, which include the “mandatory 

reporting” duty for FGM (established by the Serious Crime Act 2015; see Appendix IV). This requires 

that “health and social care professionals and teachers in England and Wales … report known cases 

of FGM in under 18-year-olds to the police” (UK Government, 2020a).  
72 NHS Digital defines “read codes” as “a coded thesaurus of clinical terms. They … provide 

a standard vocabulary for clinicians to record patient findings and procedures, in health and social care 

IT systems across primary and secondary care” (NHS Digital, 2020a). 
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“FGM”) to the health record of women and girls known to have FGM. GPs can expect 

to be informed of the FGM status of women and girls registered at their practice when 

discovered by midwives or the Insight midwife, paediatricians, or other clinicians; but 

should also apply the read code if a woman discloses to the GP directly. Most relevant 

to this study, the following sections will now provide a brief overview of each of the 

three main components of the Insight antenatal care pathway, including relevant 

portions of the Insight healthcare guideline, the CMW FGM training and FGM 

enquiry, and antenatal care referrals for FGM.   

 

2.5.3 Insight: A Brief History of Its FGM Healthcare Guideline  

Distinguished health policy scholar Nancy Milio (1989) has argued that “healthful 

lifestyles are not a matter of ‘free’ choice, but rather the result of opportunities 

available to people … policy affects those opportunities” (69). Prior to the 2010s (see 

Appendix III), policies supporting opportunities for women with FGM living in 

Scotland to maintain their right to the highest attainable standard of antenatal health 

were significantly limited. As will be discussed in Section 3.3.1, national and 

international calls to action targeted at the health sector have often been focused on 

public protections or recommendations for services and clinical practice (WHO, 

2008). They have also been broadly supported by policies such as: 

 

• The UN Convention on the Rights of the Child (1991)  

• The UN Convention on the Elimination of All Forms of Discrimination 

Against Women (1981),  

• National Guidance for Child Protection in Scotland (Scottish Government, 

2014a) 

• Getting It Right for Every Child (GIRFEC) 

• Tackling FGM in the UK Intercollegiate Recommendations for 

Identifying, Recording & Reporting (Royal College of Midwives [RCM] 

et al., 2013) 

 

However, these policies have rarely inspired the development of clear managerial and 

practice-based guidance or systems of accountability within Scottish health boards.  
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In step with the histories detailed above (see Section 2.5.1), it was not until the mid-

2010s when intensified public scrutiny, improved public awareness, and evidence of 

limited FGM management quality that Insight and its healthcare and interagency 

guidelines were developed. While the interagency guidelines have been critical for 

establishing positive relations between FGM specialists and interagency partners (e.g. 

Police Scotland), this study only focuses on the Insight healthcare guideline, as it is 

the inclusion of HCP-related procedures for the protection of girls and women at risk 

from FGM that is most relevant to the study aim (see Section 1.2).73 Contributors to 

the development of the Insight guideline included the local health board, HCPs 

(including consultants from midwifery, paediatrics, and gynaecology), social work, 

childhood education, Police Scotland, and community groups. Consequently, the 

unique interests of these groups have influenced the formalisation of one of the first 

Scottish health board guidelines for FGM management. The guideline is also managed 

in accordance with several other guidelines, procedures, and policy frameworks, which 

include: 

 

• The General Medical Council (GMC) and Caldicott Guardianship policies 

on health information sharing,  

• the Prohibition of Female Genital Mutilation (Scotland) Act 2005, and  

• policy frameworks (e.g., GIRFEC) and child and adult protection 

procedures under the force of the Adult Support and Protection (Scotland) 

Act 2007 and the Children and Young People (Scotland) Act 2014.  

 

Thus, HCPs practicing within the scope of the Insight guideline not only have a duty 

of care to women and girls affected by FGM but also a legal responsibility to protect 

women and children from risks from FGM. Embedding the Insight guideline within 

existing policy also implies (as does the existence of the Insight interagency guideline) 

that the guideline depends on the cooperation of a large swath of agencies (the NHS, 

social work, child protection, Police Scotland, etc.) to consistently achieve its intended 

outputs and outcomes for an issue previously addressed in ad hoc and fragmented 

ways.  

 

73 To protect the anonymity of the Insight Team members who are referenced in the guidelines, 

they are not directly identified in this thesis. 
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2.5.4 Insight: In-Service Training for CMWs & Antenatal FGM Enquiries 

As CMWs remain responsible for women’s general antenatal care, and now with the 

establishment of Insight, for enquiring about FGM and referring potentially affected 

women to Insight; they are routinely offered in-service FGM training by Insight TMs 

to ensure that their work with affected women is informed, sensitive, and effective. 

Insight offers two types of training:  

 

1) A 40-minute awareness-raising tutorial provided by the Insight midwife. 

2) A two-hour interactive session provided by the Insight midwife and child 

protection advisor (CPA). 

 

While these sessions are not required for CMWs’ professional registration—nor is the 

training formalised within the Insight healthcare guideline—all CMWs are expected 

to attend, as FGM is now included as a routine question on the antenatal booking form. 

As shown in Appendix IX, training attendees are informed on a number of topics. 

Firstly, FGM terminology and typologies,74 the various ways FGM is practiced, its 

sociocultural dimensions, and physical and mental health implications (see Section 

2.1) are described. Scots FGM law (see Section 2.3) is also explained, with high-

prevalence community midwifery teams and high-risk countries of origin highlighted 

(see Section 2.4; NHS Scotland, 2021). To help improve their confidence in supporting 

affected women, TMs also encourage CMWs to utilise the FGM knowledge they gain 

from the training in conjunction with their PCC training (see Section 2.5.1). This is 

intended to facilitate informed FGM enquiries rather than assumptions about a 

woman’s health, culture, or social status (among others) based on her nationality. 

Finally, in training TMs clarify that some women may be unaware of their FGM status, 

not know FGM is rare in Scotland, be afraid to disclose (due to fear of judgement or 

prosecution), or have little or no experience talking about FGM (see also Sections 

2.1.2; 3.3.2).  

 

 

74 This includes intersex and cosmetic surgeries.  
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For women not able to, unwilling, or sceptical about disclosing their condition, much 

of the antenatal Insight pathway depends on CMWs’ ability to ask about FGM—with 

clinical identification unlikely as routine practices in the UK seek to avoid invasive 

procedures such as antenatal pelvic examinations unless absolutely necessary. This is 

why the Insight training also provides support for CMWs to undertake the initial FGM 

enquiry, or “universal enquiry”, included on the booking form. In training CMWs are 

instructed to consider the universal enquiry a routine aspect of history-taking for all 

antenatal booking appointments75 regardless of a woman’s country of origin (see 

Appendix X). TMs also provide CMWs with support on how to enquire about FGM 

using inclusive wording (e.g., “Have you had any cuttings or piercings to your genital 

area?”) and how to refer a woman to Insight should they receive a positive or uncertain 

response. To further encourage these practices, at the close of each FGM training 

session TMs remind CMWs to:  

 

• Ascertain the country of origin of the baby’s father.  

• Ask all women if they have been cut.  

o If yes, refer them to the Insight midwife.  

 

CMWs are also encouraged to rerefer women with FGM to Insight for consecutive 

pregnancies. Compared with the NHS Scotland procedures prior to 2015, as described 

in Section 2.5.1, these sessions represent a significant departure. In place of an absence 

of formal FGM training, CMWs now have access to a comprehensive curriculum and 

the procedural clarification needed to meet their obligations to both the Insight 

antenatal care pathway and women with FGM.   

 

2.5.5 Insight: The Antenatal Care Pathway 

Once a woman has agreed to attend the Insight referral offered by their CMW, an 

appointment with the Team midwife is scheduled after the booking scan76 (between 

11- and 14-weeks’ gestation). This primary visit is offered in-home and includes 

antenatal, intrapartum, and postnatal FGM management planning as required; 

 

75 Usually occurring between weeks 8 and 11 of pregnancy. 
76 This refers to an ultrasound performed to determine the viability of a pregnancy.  
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investigation into the family’s views on FGM, their intentions for their children, and—

when appropriate—education on FGM and Scots law. Relevant to women’s healthcare, 

if a woman is uncertain about her FGM status, the Insight midwife will offer a referral 

for examination with the Insight obstetrician. Primiparous women and those with 

Type-III FGM may also receive an obstetric referral for examination to ensure that 

they can make informed decisions regarding their birth plan and potential need for 

intrapartum intervention. For example, such examinations may determine whether the 

degree of a Type-III infibulation is likely to obstruct intrapartum dilation assessments 

or even labour, which may inform a recommendation from the Insight midwife for a 

Cesarean birth (C-section). Whenever relevant, the Insight midwife will also offer 

women multidisciplinary Insight referrals to address non-pregnancy related FGM 

concerns (e.g. for mental or sexual health services).  

 

Relevant to public protections and social support for women and their families, when 

applicable the Insight midwife will offer information on relevant national and 

international FGM protection resources (e.g., see Figure 1) and support (see Scottish 

Ministers et al., 2015). For example, the Team midwife may raise women’s awareness 

of UK FGM travel protections77 and local community organisations that offer support 

with language assistance, employment, or informal counselling. Relatedly, after the 

20-week ultrasound (when a baby’s sex can be determined), a secondary visit from the 

Insight midwife, known as a “risk assessment,” is scheduled for all women with FGM. 

Here, the Insight midwife files an early concern form for affected women, which helps 

identify:  

 

• Women at risk of reinfibulation.  

• Other at-risk persons within the family.  

• Internal or external intent to perform FGM on a newborn.  

 

While not routine, the Insight midwife may also arrange postnatal visits to address any 

new or lasting health or protection risks. For example, a postnatal visit may be 

scheduled if a woman has experienced significant intrapartum or postpartum 

 

77 See Scottish Government (2015c).  
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complications, or if a family has expressed persistent non-protective views. Upon 

confirmation of the latter, the Insight midwife will refer the case to the Insight CPA, 

who then organises an IRD (see Scottish Government, 2021; Appendix X). 

Interagency FGM reporting is not mandatory in Scotland; however, it is considered 

best practice to report when the IRD threshold is met. IRDs generally involve 

consultations between health, Police Scotland, and social work to inform each 

agency’s understanding of the present risk and any existing protective factors, and to 

initiate safety planning and action.  

 

2.6 Summary 

This chapter has contextualised the complex standpoints and needs of the expanding 

populations of BAME women with FGM living in HICs, as well as the responses of 

key actors. Critically, interventions examined at the national and international levels 

reveal the importance of a balance between health and human rights support for 

positive outcomes regarding both risks from FGM to women’s health and well-being 

and the behaviours, attitudes, beliefs, and knowledge responsible for perpetuating 

them. The chapter is a brief overview of the history and development of Insight and 

its guidelines intended to implement balanced, multiagency services. However, the 

Scottish response to FGM has also been notably susceptible to intersecting structural 

discrimination, which hinders the meaningful involvement of communities in the 

development, implementation, and evaluation of such services. The next chapter 

considers how FGM literature relevant to contexts like Scotland conceptualises 

antenatal care (in)equity and social (in)equality for BAME women with FGM.  
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Chapter 3: Literature Review 

This chapter presents the narrative synthesis of maternal care HIC FGM literature 

(including indexed research and grey literature78) which examines and assesses the 

quality of the knowledge on this topic. Section 3.1 details the processes used to identify 

recognised barriers and enablers to equity and equality for women with FGM and 

analyses the quality of the selected literature.  In order to contextualise the literature, 

Section 3.2 then briefly summarises its relatively short history. The findings of this 

review are presented in Sections 3.3 and 3.4, organised into five exclusionary and 

transformative themes, including: 1) maternal care guidance and organisation; 2) FGM 

competencies; 3) de- and reinfibulation procedures; 4) intersectional realities and 

discrimination; and 5) communication on FGM. Section 3.6 summarises these findings 

in relation to the quality of the literature and the aims of this study.  

 

3.1 Literature Review Design 

As briefly discussed in Section 3.2, the complete body of FGM literature includes 

evidence related to women living in countries where FGM is prevalent among migrant 

communities. While the contributions of African literature in particular to our 

understanding of FGM are undeniable, Einstein et al. (2019) note how the reasons for 

negative obstetric outcomes can differ considerably between native and host countries. 

For example, while HIC services like Insight must address high rates of maternal care 

avoidance (by as much as 50% [see Banke‑Thomas et al., 2019]; see also Section 

3.3.5), services in Africa are more often concerned with geographic barriers to access 

(Einstein et al., 2019; see also Johnson et al., 2005; Robinson & Cort, 2014; Jacoby et 

al., 2015; Agbemenu et al., 2019). Therefore, to understand concepts of antenatal care 

equity and equality in high-income contexts like Scotland, the following review only 

considers FGM literature relevant to HICs. Due to limited HIC FGM research specific 

to the field of antenatal care, as discussed below, the review also considers the wider 

field of maternal care.  

 

78 Grey literature refers to research that has “not been indexed in data bases,” such as academic 

theses, regulatory policies and guidelines, private or third-sector informal reports (e.g., “white papers”), 

conference reports, and so on (Smith & Noble, 2016:2).  
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In line with the scope of this review, its objectives are:  

  

1) Summarise the knowledge that constructs concepts of maternal care equity and 

social equality for women with FGM living in HICs, and  

2) Critically evaluate the quality of the literature informing that knowledge.  

 

To meet these objectives this review answered the following question: What are the 

known barriers and enablers to maternal care equity and social equality for women 

with FGM living in HICs (Bechhofer & Paterson, 2000)? Not taking for granted the 

quality of these conclusions, the review has also noted the trustworthiness, limitations, 

and knowledge gaps associated with this body of literature. In doing so, this review 

describes both the concepts of equity and equality that inform the development of 

Insight and the quality of the knowledge that has contributed to constructing these 

concepts.   

 

3.1.2 Review Methodology & Methods  

To complete a review within the time constraints of a PhD, a targeted literature review 

was conducted. While not exhaustive, the clear and concise question and explicit 

methods detailed below used to “identify, select, critically appraise, qualitatively 

analyse and interpret key relevant research” and other forms of literature ensured its 

results would be relevant to the review question. To mitigate biases resulting from any 

literature missed over this period (e.g., over- or underrepresentation of outcomes), a 

narrative synthesis was used for an easily recordable, prompt, and thorough analysis 

of the perspectives of women with FGM, HCPs, and other key stakeholders (e.g., 

governmental organisations) on barriers and enablers to maternal care equity and 

social equality (CRD, 2009; Booth, 2006; Grant, 2004). Unlike meta-analyses—which 

aggregate their literary findings (see Berg & Underland, 2013)—this has created an 

overarching descriptive summary of the themes or “constructs” that recur across both 

qualitative and quantitative FGM literature (Dawson et al., 2015a; Mitchison & Mond, 

2015). This synthesis was also intentionally guided by mechanisms that correspond to 

the critical communicative methodology (e.g., policies, organisation, practices, 
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principles, values, behaviours, etc.; see Section 4.2). In doing so, mechanisms 

disenabling and enabling equity and equality were identified within the literature and 

then categorised as a function of either the exclusionary or transformative dimension 

of maternal care for women with FGM living in HICs. 

 

As indicated in Figure 8, the review began with an initial search in 2017 that 

encompassed the period 1990 (the year when the first significant numbers of FGM-

related work were published) to 2017 (Sweileh, 2016; see also Section 3.2). This 

search formed the basis for the development of the study and its materials (see Section 

4.4.1). Literature produced prior to 2015 was also recognised as available to the 

development of Insight and its guideline. The review was then updated in 2019 

(following data collection and analysis) to evaluate literature produced from 2017 to 

2019. This grounded the study within contemporary knowledge. To improve the 

timeliness, accuracy, and relevance of the review, a number of criteria for inclusion 

and exclusion were developed. The inclusion criteria qualified papers that  

 

1) addressed views and/ or experiences of maternal care for women with FGM  

2) were published in a peer-reviewed journal,  

3) produced by a government, agency, or organisation with interests in FGM,79 or 

4) were completed as a requirement for a postgraduate degree. 

 

 

The exclusion criteria disqualified papers that  

 

1) only addressed LICs,  

2) were published before 1990, or  

3) were not published in English. 

 

 

Advanced research methods used to increase the accuracy and relevance of each search 

included truncation and Boolean operators (i.e., AND/OR and NOT). To account for  

#

 

79 Inclusive of grey literature. 
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Figure 8: Literature Search History for the Initial & Update Reviews* 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Adjusted from the PRISMA (2009) flow diagram.

 

PUBMED n=22 

EBSCO HOST n=39 

WILEY n=108 

PROQUEST n=8 

SCIENCE DIRECT n=63 

SCOPUS n=22 

WEB OF KNOWLEDGE 

n=14 

TAYLOR & FRANCIS 

n=259 

GREY LITERATURE n=3 

SEARCH OUTCOME 

n=538 Records Identified 

(461 Excluded by Criteria) 

Papers Screened by Abstract 

(n=77) 

(26 Excluded by Criteria) 

Papers Screened by Full Text 

(n=51) 

(11 Excluded by Criteria) 

Quality Appraisal 

Papers Included (n=60) 

20 Papers from References 

 

REVIEW (1990–2017) UPDATE (2017–2019) 

PUBMED n=14 

EBSCO HOST n=14 

WILEY n=4 

PROQUEST n=13 

SCIENCE DIRECT n=39 

SCOPUS n=34 

WEB OF KNOWLEDGE 

n=7 

TAYLOR & FRANCIS 

n=14 

GREY LITERATURE n=17 

SEARCH OUTCOME 

n=156 Records Identified 

(124 Excluded by Criteria) 

Papers Screened by Abstract 

(n=32) 

(15 Excluded by Criteria) 

Papers Screened by Full Text 

(n=17) 

(8 Excluded by Criteria) 

Quality Appraisal 

Papers Included (n=11) 

2 Papers from References 



PhD Global Health Matriculation #16008544 

 

50 

 

the varied nomenclature used in FGM and maternal care research, search terms and 

phrases were generated using an adapted PICO guide to consider relevant: P) 

populations/ problems, I) interests, and O) outcomes (Methley et al., 2014; Robinson 

et al., 2011).80 The resulting word bank is summarised in Appendix XI. Upon 

inclusion, the Critical Appraisal Skills Programme (CASP) tools (also described in 

Appendix XI) were used to assess the quality of each item (Higgins et al., 2010; CASP, 

2019). This was used as a means of developing understanding of the quality of FGM 

management and care knowledge rather than of determining whether papers should be 

included or excluded in the review.  

 

As summarised in Figure 8, the initial review of eight databases and an additional three 

(including OpenGrey, the British Library, and Google Scholar) particular to grey 

literature returned 538 potential items. After the removal of replicated papers and title 

screening, 77 items remained for abstract review. Sixty papers were ultimately 

included in the initial review after final content screening and forward and backward 

reference review. CASP assessments were then carried out, finding that the majority 

of literature ranged from medium to high quality though with highly variable levels of 

local and topical relevance. In December 2019, the review update discovered an 

additional 156 items for consideration. Eleven of these items were ultimately included, 

were generally of high quality, and—while largely containing findings in support of 

the initial literature review—contributed to the depth and quality of the overall review.  

 

All the 71 articles included in this review were produced in one of eleven HICs. The 

most productive countries included the UK (37%), Switzerland (13%), and Sweden 

(11%). Within the UK literature, only seven items originated from Scotland. Articles 

which focused on HICs alone were in the majority, with 56 items. The remaining 15 

addressed both HIC and low-income country contexts. Research studies accounted for 

58 articles and 13 for organisational, institutional, and governmental guidance or 

reports. Of the studies, 23 (40%) utilised qualitative methods. Quantitative methods 

 

80 The PICO factor “C Comparison” was excluded due the known absence of randomised 

controlled trials (RCTs) conducted in the field of FGM (Balogun et al., 2013).  



PhD Global Health Matriculation #16008544 

 

51 

 

accounted for 21%, with the remainder being 6 mixed-methods studies and 17 

literature reviews. Study participation varied greatly, from 2 to 432 persons. Nine 

(16%) studies included fewer than 20 participants, and of these, 28% had women with 

FGM participating, and 21% had HCPs. Only 6 studies included both women and 

HCPs.  

 

3.2 A Brief Note on FGM Literature & Its Quality  

As explained in the 2016 bibliometric analysis by Sweileh, the 45-year period between 

1930 and 1975 saw fewer than 25 FGM-related publications (Slack, 1988:444). This 

was likely precipitated by ethical limitations and the social taboos and historically 

limited resources associated with FGM-affected people (see Section 2.1.2).  

Interestingly, however, surges in international interest in FGM—particularly in the 

1990s and 2010s (see Section 2.2; Appendix III)—have been linked to improved FGM 

research productivity. Including this period, for example, Sweileh (2016) found that 

84% of the 537 articles published by the top ten most productive countries from 1930 

to 2015 were produced in Europe and North America. Publications in Africa (n=173) 

also included more international co-authorships (40%) than African co-authorships on 

international publications (15%). Similarly, the dominant origin and geographic focus 

of HIC literature addressed by this review was Europe, accounting for 72% of included 

articles with little African co-authorship or authorship. Thus, while international anti-

FGM momentum has clearly had a positive influence on FGM research productivity, 

it is important to recognise the significant influence of non-African actors on this body 

of knowledge.   

 

Equally important to recognise are the topics of interest that have recurred across FGM 

literature. As reported in the three-part systematic review completed by Dr Catrin 

Evans et al. (2019a; 2019b; 2019c), one-third of health-related OECD81 FGM literature 

from inception to 2017 centres on obstetrics (see also Biglu et al., 2017). In fact, in 

 

81 The Organisation for Economic Co-operation and Development (OECD) represents a 

coalition of 38 countries founded to stimulate global economic progress. Most of these countries are 

HICs.  
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2019, Dr Gillian Einstein et al. found that in over a decade only a single paper 

examining “care for FGC82 patients beyond childbirth and delivery” had been 

published (50). While an obstetric focus is relevant to this review, it is also important 

to consider that the evidence present within the literature has relied heavily on 

observational and self-reported data produced via a narrow diversity of qualitative 

(e.g., individual and group interviews) and quantitative (i.e., case studies, 

questionnaires, surveys) methodologies (Balogun et al., 2013; Population Council, 

2002; Sweileh, 2016:9; WHO, 2016b:2). Also, their aims and analyses have often 

combined aspects of antenatal, intrapartum, and postnatal care. Consequently, while 

they have expanded understanding regarding the experiences and knowledge of 

women and their HCPs with obstetric FGM management, several gaps have remained, 

such as the efficacy of clinical (e.g., randomised controlled trials [RCTs]; see WHO, 

2016b), psychological, and social (e.g., safeguarding and protection) interventions 

specific to each stage of the maternal care experience and the unique HCPs they 

implicate (Evans et al., 2019a; 2019c).  

 

3.3 The Exclusionary Dimension of Maternal Care for Women with FGM 

This section discusses the subthemes within the considered literature that have 

contributed to the overarching theme of maternal care inequity and social inequality 

for women with FGM living in HICs. Section 3.3.1 summarises the HIC-focused 

healthcare guidance and recommendations that have constructed conceptions of 

maternal care equity and equality for affected women. Where the organisation of HIC 

health systems has repeatedly failed to address these concepts is then identified. 

Sections 3.3.2 to 3.3.5 examine how these organisational weaknesses inhibit care 

access and contribute to healthcare practices and values, behaviours, and beliefs that 

reduce maternal care equity and social equality for women with FGM living in HICs. 

Due to the notable lack of community representation—with the mean participation of 

HCPs nearly double that of women with FGM across the literature (45; 26)—this 

narrative is largely based on the perspectives of HCPs and non-governmental or 

governmental organisations.  

 

82 Female genital circumcision / cutting. 
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3.3.1 Gaps in Maternal Care Guidance & Organisation 

Articles 20 and 22 of the 2011 Council of Europe (CoE) Convention on Preventing 

and Combating Violence Against Women and Domestic Violence83 require signatory 

states to protect and support women and girls with FGM (8).84 This includes the legal 

obligation to provide integrated and specialised services by FGM-competent staff. 

Similar calls for the health sector to take an active role in FGM survivors’ care have 

been made by international organisations such as those included in a 2008 interagency 

statement on the elimination of FGM (WHO, 2008),85 governmental bodies like the 

UK Department of Health (DH) (2015) and the National Institute for Health and Care 

Excellence (NICE) (2008), and notable third-sector organisations such as FORWARD 

(2010). For example, in 2016 the WHO introduced three guiding principles for FGM 

elimination measures and stated: “Girls and women living with FGM have experienced 

a harmful practice and should be provided quality health care” (WHO, 2016b:16).  

 

International recommendations for FGM-related maternal care services have existed 

for more than two decades, and are often recognised as critical during pregnancy, 

which “may be the only occasions on which many women engage with the health 

system” (WHO, 2018:158). In 2008, NICE reflected this claim in an FGM guideline, 

citing the work of Momoh et al. (2001) that showed that 94% of women’s referrals to 

an African well-woman clinic in London were made by midwives, and that only 20% 

had disclosed their FGM to a general practitioner (GP) (NICE, 2008:116).86 Relatedly, 

in 1997 a WHO technical consultation suggested that women should have access to 

FGM risk and legislative education, deinfibulation (including pre- and post-surgical 

support), psychological counselling, and postnatal follow-up (see also CoE, 2011; 

Einstein et al., 2019; WHO, 2001a). Sensitivity in service delivery is also commonly 

emphasised, particularly to women’s potential apprehension regarding “routine” 

 

83 A.k.a. the “Istanbul Convention.”  
84 While 45 countries have signed the Convention, 12—including the UK—have yet to ratify 

and comply with the agreement (Scott, 2021).     
85 Inclusive of OHCHR, UNAIDS, UNDP, UNECA, UNESCO, UNFPA, UNHCR, UNICEF, 

UNIFEM, and WHO.  
86 See also DH (2015), NHS Digital (2017), and O’Brien et al. (2017).  
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procedures such as pelvic examination or surgery (Scottish Government, 2016a).87 The 

WHO states:  

 

All pregnant women should receive adequate and timely 

antenatal care that respects their dignity.…  A birth plan will 

allow both the provider and the woman to plan in advance for 

childbirth and will ensure the healthiest possible outcome for 

the woman and the baby. 

(WHO, 2001a:158; see also NICE, 2008) 

 

A thorough and holistic antenatal approach is hence widely agreed upon across many 

HICs to represent equitable services for women with FGM. This is often recognised 

as critical to rapport and trust building, needs and FGM type assessment, the delivery 

of appropriate care and referral (for psychological or psychosexual counselling, 

gynaecology or urology, and child protection), and FGM prevention for women 

affected by FGM and their families (DH, 2015).  

 

In 2018, the WHO (2018) released extensive guidelines for the clinical, ethical, 

practical, and sociocultural management of FGM. Holistic guidance such as this is 

often reflected in different degrees across HICs. In the UK, for example, an RCN 

(2019) guideline highlights the importance of integrated multiagency FGM services 

(24). Highly engaged community organisations like FORWARD (2019) also agree that 

coordination—especially with VAWG services (Ellsberg & Emmelin, 2014)—is 

critical to effective care and protection. While this is recognised to be both labour- and 

resource-intensive, NHS England (2018) insists that “All maternity services, 

regardless of geography, need to be prepared to support a pregnant woman with FGM” 

(11). Thus, the WHO (2001a), RCN (2019), and others recommend that development 

account for local resources and experience. To do so sustainably, commissioning 

recommendations by the UK DH (2015), NHS England (2018), and the Scottish chief 

medical officer (CMO) (Scottish Government, 2016a)—to name a key few—suggest 

consulting first with communities for service development and review. The DH also 

 

87 See also Einstein et al. (2019:49), Strickland (2001), Leval et al. (2004), and Nour (2015). 
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suggests that low FGM prevalence localities may also find a “hub-and-spoke”88 

approach more sustainable than a dedicated FGM clinic. They explain: 

 

In these circumstances it may be more appropriate to have a 

named FGM lead who can advise on FGM issues including 

safeguarding and can refer via well defined clinical pathways 

to other regional FGM services. 

(DH, 2015:9; see also RCOG, 2015) 

 

Despite local adaptations, many more recommendations for the development of 

equitable care for women with FGM are common in different literary and policy 

sources. NHS England, for example, lists the ten high-priority issues illustrated in 

Figure 9. This includes naming an FGM lead (often from maternity or obstetrics) and 

appropriately trained cover staff (for leave, training, or sickness) for every NHS trust 

in England (NHS England, 2018:10). A suitably trained workforce is also highly 

recommended (ibid.; see also Scottish Government, 2016a). Equitable services should 

also establish measures to meet their obligation to the English DH FGM Enhanced 

Dataset89 (see Sections 5.1.1.3; 8.2.1.3) and include self-referral avenues; 

interdisciplinary care; in- and outpatient treatment, counselling, and follow-up; 

outpatient safeguarding pathways; and discharge procedures (DH, 2015:9). Several 

guidelines further address social equality though the concept of “patient/ person- 

centeredness” (DH, 2015:13; RCN, 2019; Scottish Government, 2016a; see also 

Section 2.5.1). Elements of person-centred care for women with FGM include their 

direct access to FGM leads, interpretation services, healthcare advocates, and 

community support group referrals (DH, 2015). The Scottish National Action Plan 

states that competent and ethical assessments  

 

 

 

88 According to health administrators James Elrod and John Fortenberry Jr. (2017), “The hub-

and-spoke organization design is a model which arranges service delivery assets into a network 

consisting of an anchor establishment (hub) which offers a full array of services, complemented by 

secondary establishments (spokes) which offer more limited service arrays” (25).  
89 The NHS Digital FGM Enhanced Dataset strategy documents multiple outcome measures, 

such as completion of the FGM e-learning modules, FGM referrals, operative complications, 

deinfibulation uptake, and psychological and psychosexual counselling uptake (DH, 2015:9). 
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must be sensitive to ethnicity, culture, gender, religion and 

sexual orientation. They should not stigmatise or make 

assumptions about the girl or woman affected, or her 

community. 

(Scottish Government, 2017a:7) 

 

Furthermore, in a 2016 directive, the Scottish CMO, Dr Catherine Calderwood, 

recommended that specialist referrals be made before undertaking any form of 

intervention, that FGM leads be known to all local HCPs and communities, and that 

the community and third sector be involved in development and training (Scottish 

Government, 2016a). As illustrated in Figure 10, this long history of HIC maternal       

#       # 

Figure 9: Top 10 Recommendations for Commissioning Quality FGM Services  

 

 

(NHS England, 2018:9) 
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Figure 10: Recommended Healthcare Pathway for Pregnant Women & Girls with FGM 

 

(NHS England, 2018:8)
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care guidance for women with FGM has informed model pathways. Again, while local 

considerations remain key to effective and sustainable services, such a pathway is 

recommended for every NHS trust in England (NHS England, 2018). From the SRC’s 

determination of a wide geographic spread of FGM-affected communities living in 

Scotland (Baillot et al. 2014; see also Section 1.1), the CMO also calls for universal 

implementation (Scottish Government, 2016a:2). This measure is met by Insight, as 

assessed in the Chapter 5 guideline analysis. However, it should be noted that in their 

review of FGM healthcare organisations among 30 countries, Abdulcadir et al. (2017) 

identify a significant gap in the literature concerning the efficacy of the organisational 

recording, reporting, and child protection strategies (including HCPs’ role in 

prevention) that are part of many of these policies. 

 

In line with the growth of international policy, the global systematic literature review 

of HCP FGM knowledge, attitudes, and practices by Yvonne Zurynski et al. (2015) 

found that the majority of HIC HCPs (mostly obstetricians, gynaecologists, and 

midwives) from 10 studies had cared for at least one woman with FGM. Studies 

specific to HICs often replicate these findings following political, economic, and 

migratory shifts affecting FGM-affected peoples, such as those described in Appendix 

V. For example, Adriana Kaplan (2005)—well-known for her research in FGM—

described the 1986 addition of Spain to the EU as a migratory pull factor for Gambians 

and other West Africans. Two decades later, a highly influential Catalan study (Kaplan-

Marcusán et al., 2009) found that 80% (n=224) of gynaecologists had cared for a 

woman with FGM. Similarly, in the US survey by Lane et al. (2019), 60% (n=306) of 

HCPs reported experience with FGM.90 Despite the development of guiding policies 

to support these interactions, however, the OECD review by Evans et al. in 2019(b) 

identified FGM training, guideline, and care pathway development as continuing 

priorities for HIC health systems (see also Baillot et al., 2014).  

 

 

90 One notable exception is an Italian survey which determined that 71% of HCPs working in 

a shelter for refugees and asylum seekers had no FGM experience (Caroppo et al., 2014). 
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The provision of training in FGM is recognised by policymakers and professionals 

alike as critical to both the health and well-being of women with FGM, and their HCPs. 

While the former is discussed at length in the following sections, Lancet writer Jules 

Morgan (2015) reported from London that for HCPs:  

 

To approach the subject with cultural sensitivity, from an 

educated and informed standpoint, requires specialist quality-

approved training. The emotional effect on midwives and 

health professionals is substantial: “we need our own support 

group”, [specialist FGM midwife Joy Clarke] says.… Clarke 

believes that therapeutic support, “for processing and 

reflecting”, is vital. 

(Morgan, 2015:843) 

 

In the Abdulcadir et al. (2017) review on FGM knowledge, attitudes, and practices of 

HCPs in high- and low-income countries, research on the efficacy of training to meet 

this need identified a significant gap in the literature.91 Moreover, the review found:  

 

Statistical analyses to explore potential associations or 

correlations between the training of caregivers and their 

clinical practice or attitude were not conducted in any of the 

studies. Therefore, there is a lack of rigorous evidence on the 

impact of existing training programs on actual practice. 

(Abdulcadir et al., 2017:12) 

 

Yet among existing studies, prominent FGM researcher R. Elsie B. Johansen et al. 

(2018) found the systematic training of HIC HCPs across 30 countries92 (though 

making “substantial progress”) to be considerably lacking (10).93 Specific to Scotland, 

Els Leye (2018) found that both the curricular and professional development aims of 

the National Action Plan were unmet (65; see also Baillot et al., 2014).94 Accordingly, 

from Belgium (Cappon et al., 2015) to London (Relph et al., 2013), high levels of 

 

91 However, assessments were found to be relatively similar in how they measured HCPs’ 

competencies in FGM (Abdulcadir et al., 2017). 
92 This included 11 countries of origin and 19 countries of migration (the majority of which 

were HICs) (Johansen et al., 2018).  
93 See also Abdulcadir et al. (2014b), Leye et al. (2008), Ogunsiji (2015), Jäger and Schulze 

(2002), and Lane et al. (2019).  
94 See also Relph et al. (2013), Balaam et al. (2013:1925), Johansen (2006), Moore (2012), 

Paliwal et al. (2014), and Widmark et al. (2002).  
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untrained HCPs have been found; at 68.8% (n=564) and 75% (n=59), respectively (see 

also Abdulcadir, 2018; García-Aguado & López, 2013). Yet surveys disaggregated by 

work experience—as Johansen et al. (2018) suggest—show how curricular changes 

are being made. For example, in the large-scale study on the FGM knowledge, 

attitudes, and practices of Flemish midwives, Cappon et al. (2015) found that FGM 

training was significantly more common among younger midwives (see also Surico et 

al., 2015). Similarly, in a more detailed study by Lane et al. (2019), the majority of 

508 American HCPs reportedly first learned about FGM at the graduate or 

postgraduate level (61.8%),95 with only 28% gaining awareness from practice and 

9.8% from participating in the study itself (957). Specialised training for practicing 

HCPs, however (including that offered by Insight), has notably been found to be 

offered irregularly (Ogunsiji, 2015). Interestingly, where training has been scarce or 

unavailable, a small number of studies also reported HCPs (mostly in high-prevalence 

areas) seeking out FGM knowledge on their own initiative (Kaplan-Marcusán et al., 

2009; Vangen et al., 2004; Widmark et al., 2002). Yet Johansen (2006) described the 

information HCPs found as lacking in “care procedures and on how to relate to 

circumcised women in general” [523–24]. Consequently, HIC HCPs have agreed with 

the RCOG (2015) Green-Top Guideline No. 53 recommendation that they receive 

“mandatory training on FGM and it’s (sic.) management” (3; Dawson, 2015b; 2015c; 

García-Aguado & López, 2013; Johansen, 2006; Paliwal et al., 2014; Surico et al., 

2015). In Belgium, for example, over 92% of the 820 surveyed midwives shared this 

opinion (Cappon et al., 2015).96 Furthermore, FGM-affected men and women 

participating in the influential two-part Scottish My Voice study by O’Brien et al. 

(2016) agreed that HCPs should be adequately trained in FGM management.  

 

Despite HIC HCP support for FGM training, there is also evidence to suggest that 

training may not effectively sustain care equity and equality for women with FGM on 

its own. For example, Kaplan-Marcusán et al. reported that among surveyed female 

HCPs in Spain: 

 

95 Fifty-six percent specified having received didactic training, and 26% said they had received 

practical training (Lane et al., 2019). 
96 See also Tamaddon et al. (2006), Evans et al. (2019b), and Lane et al. (2019).  
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A statistically significant decrease was observed in the grade of 

knowledge of FGM (98.1% in 2001, 94.7% in 2004) and in 

relation to the correct identification of the typology of FGM 

(48.7% in 2001, 39.5% in 2004). 

(Kaplan-Marcusán et al., 2009:4) 

 

This suggests that FGM knowledge may not be sustainable among some HCPs without 

adequate maintenance. In an interview in the Nursing Times, a UK specialist FGM 

midwife anecdotally also confirmed this. She explained: 

 

The difficulty is that unless you work somewhere where you 

see a lot of women with FGM, you don’t know how to diagnose 

different types.… They don’t realise how complex FGM is and 

the pressures on women and families to perpetuate the practice.  

(Stephenson, 2019) 

 

Therefore, even HCPs who receive training—especially those in low-prevalence 

areas—may find it difficult to maintain FGM knowledge, skill, and sensitivity to the 

detriment of women’s maternal care experiences (detailed in Section 3.3.2).  

 

Another significant barrier to maternal care equity and equality for women with FGM 

is guideline availability and use, especially for specialised postnatal care (Seymour, 

2020). A 2012 UK quantitative survey published by the Royal College of Midwives 

(RCM) found that 22.2% of NHS trusts had no clinical FGM guideline. In Scotland, 

the CMO also acknowledged a lack of guidance dissemination among staff (first 

response, reporting, clinical, or otherwise) (RCN, 2019:24; Scottish Government, 

2016a:2; see also Baillot et al., 2014). Similarly, in a hospital-led audit of several 

clinical departments in the UK (including A&E and gynaecology), while nearly all 

HCPs were aware of FGM and its countries of origin, only 32% were aware of hospital 

policy (a 5% drop from a prior audit) (Holmes, 2020). This suggests that a high 

national FGM prevalence—the UK being highest in prevalence among HICs (see 

Figure 5)—does not guarantee effective health system guideline provision or 

distribution. Thus, the 2012 UK interpretive review by Moore found that inconsistent 

FGM guidance had limited the clinical knowledge, cultural competency, sensitivity, 
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and respect of HCPs for FGM-affected women. Equally, HCPs unfamiliar with or 

unable to access guidelines were found five times more likely to incorrectly diagnose 

a woman’s FGM type (Kaplan-Marcusán et al., 2009:4–5; see also Purchase et al., 

2013). For women with FGM, Moore (2012) further linked such a deficit in FGM 

competency to amplified “feelings of fear and anxiety,” physiological distress, and a 

mistrust of professionals during the obstetric period (42; see also Baldeh, 2013; 

Section 3.3.2). 

 

Even when FGM guidance is locally available, Rebecca Seymour (2020) identifies an 

outweighed focus on public protection and immediate postnatal care. Studies have also 

noted a lack of guideline awareness, knowledge, and utilisation among HCPs 

(Abdulcadir, 2014b; Bulman & McCourt, 2002; Dawson et al., 2015c; Leye et al., 

2008; Surico et al., 2015; Widmark et al., 2002). In Belgium, Cappon et al. (2015) 

reported that only 29 out of 820 surveyed midwives were aware of national guidelines. 

In a Birmingham hospital, Paliwal et al. (2014) reported, of 91 women who attended 

a specialist antenatal care service for FGM, only 10.3% were fully managed according 

to guidelines. In Evans et al. (2019c), the limited use of guidelines is linked to HCPs’ 

limited time, understanding, and the perception that they are overly burdensome. 

While the nature of this “burden” remains an open question, several studies do note 

questionable quality among HIC FGM guidelines. This includes inefficacious enquiry 

and documentation procedures,97 inadequate deinfibulation and reinfibulation 

guidance (especially for adult women in the UK), and unclear role descriptions (Baillot 

et al., 2018; Evans et al., 2019c; Johansen et al., 2018). Public protection guidance is 

also found particularly lacking within some HIC guidelines. One intercollegiate UK 

guideline (RCM et al., 2013) is also noted in the European review by Balliot et al. 

(2018:10) as advocating two completely different policies on police reporting (see also 

Evans, 2019b). Research across Australia has shown that FGM law is often 

misinterpreted or unknown to HCPs due to ineffective guidance (Moeed & Grover, 

 

97 The recording of FGM in clinical notes was highlighted as a particular issue. Questions for 

FGM in forms were often not clear or compulsory. Even when coding for FGM was used, its accuracy 

remained dependent on an HCP’s knowledge (Baillot et al., 2018).  
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2012; Ogunsiji, 2015).98 This has led Evans et al. (2019c:19) to conclude that 

prevention across OECD countries may more often take place “in an ad-hoc way 

(dependant on individual providers) rather than [as] a routinized aspect of care.” For 

women’s maternal care equity in Birmingham, Paliwal et al. (2014) further conclude 

that this has limited the delivery of legal education and child protection follow-up.  

 

In 2018, Baillot et al. linked specialised service availability to improved healthcare-

seeking (e.g., self-referring for services like deinfibulation), access, outcomes, and 

anti-stigmatisation for women with FGM (see also Daley, 2004; O’Brien et al., 2016). 

Evans et al. (2019c) also found nine studies that showed that HCPs themselves valued 

specialised FGM services as their physical link to affected communities. However, as 

recently as 2019, HIC FGM pathways have been described as absent, unclear, 

inconsistent, or “sub-optimal” in the mitigation of FGM-related health disparities by 

women (O’Brien et al., 2016), HCPs (Stephenson, 2019), and researchers (Evans et 

al., 2019b) alike.99 For example, in the UK, Moore (2012:25) identified the unequal 

distribution of “African well woman clinics” offering “culturally competent medical 

and psychological care for women with FGM,” particularly in “areas with a small, 

dispersed population of women with FGM” (see also RCM, 2012). Consequently, 

Stephenson (2019) described an economic barrier where women must travel long 

distances to access equitable maternal care. This is an issue, a specialist FGM midwife 

in the UK explained, that may leave women who are unable to travel outside of low-

prevalence areas limited to “a safeguarding lead who is meant to do FGM as well but 

hasn’t got that much training” (ibid.). Unsurprisingly, community members in O’Brien 

et al. (2016)—while generally unaware of existing FGM-specific services beyond 

those offered for maternal care—voiced a need for improved provision across 

Scotland.  

 

Reasons for limited FGM service distribution and sustainability have been linked to 

both political and economic instability. Baillot et al. (2018) argued that the dearth of 

 

98 See also Cappon et al. (2015), Hess et al. (2010), Ogunsiji (2015), and Surico et al. (2015). 
99 See also Baillot et al. (2014), DH (2009), McCauley and van den Broek (2018), and 

Randhawa (2007). 
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FGM services in the UK may be linked to the national prioritisation of policy and 

legislative development (see Section 2.3.1). This is especially concerning as key 

informant interviews used to support the scoping review also revealed that specialised 

services often depend on “interested and committed individuals at both service and 

policy level” rather than a systematic adherence to those policies themselves (ibid.:11). 

Additionally, services have been described as “fizzling out” when losing this key 

person, or ultimately losing their support (i.e., funding) when budgetary restrictions or 

a loss of political will altered local authority spending (Baillot et al., 2014; Stephenson, 

2019). Baillot et al. (2018) further notes that those enthusiastic HCPs who do remain 

are usually based in maternity (midwives, obstetricians, or gynaecologists). While this 

follows the recommendations of many of the policies described above, evidence 

suggests that these services often lack the “hub-and-spoke” structure suggested by the 

UK DH (2015), resulting in the neglect of non-pregnant women’s and girls’ needs. 

Relatedly, authors such as Widmark et al. (2002) and Ogunsiji (2016) note little to no 

interdepartmental coordination between antenatal and ward services—considered by 

midwives in Australia to be key to birth plan adherence (see also Evans et al., 2019c).  

 

As to the impact of economic instability on specialised FGM service provision in the 

UK, Dr Arianne Shahvisi (2019) has described how concerns regarding NHS funding 

have led to a narrowing of its “free at the point of use” feature for migrants. While 

arguably justified on the grounds of “frugality,” Shahvisi argues that this has produced 

a xenophobic and hostile healthcare environment that discourages migrants from 

accessing healthcare. Relatedly, Baillot et al.’s (2018) key informant interviews further 

revealed that while there is a “clear consensus” on community involvement in FGM 

healthcare development across Europe, this is rarely honoured by governments (see 

also Section 2.5.1). The UK is highlighted as a particularly challenging case: 

 

In Holland, you’ve seen the example of them being much more 

engaged with the communities and working with them on these 

issues. In the UK we tend to have a piecemeal approach. 

(Baillot et al, 2018:7) 

 



PhD Global Health Matriculation #16008544 

 

65 

 

Due to this political, economic, and social marginalisation, HIC maternal care services 

for women with FGM (when available) have largely remained vulnerable to 

underfunding and unsustainability (Baillot et al., 2014; Moore, 2012:25; Stephenson, 

2019). Where amplified by inconsistent provider training and underdeveloped 

healthcare guidance—even after nearly two decades of improving evidence-based 

recommendations at both the national and international levels—shortcomings in HIC 

maternal care organisation represent a significant barrier to care equity and equality 

for women with FGM. Yet understanding of these barriers remains incomplete as this 

body of literature largely relies on observational and self-report studies. Therefore, 

with a dearth of guideline analyses, RCTs, or formal service evaluations, a gap remains 

regarding the efficacy of existing guidance and HCP training.  

 

3.3.2 Negative Behaviours & Practices Related to FGM Competencies   

As recently as 2016, the perception that FGM poses no risk to maternal health has been 

found among both FGM-affected communities and HCPs in high- and low-income 

countries (O’Brien et al., 2016; WHO, 2001a).100 To combat this misconception, 

recommendations for FGM curricula have been supplied by organisations such as the 

WHO (2001b) and RCN (2006). More general HCP guidance is also available in 

countries like New Zealand (New Zealand Ministry of Health, 2009) and Scotland 

(Chapter 5; see also Dawson et al., 2015a). These guidelines often include a mix of 

organisational and practice-based recommendations. For the latter, for example, the 

RCN (2019) asserted that non-specialised HCPs should understand “from whom they 

should seek help and advice” when working with women with FGM (24; see also Njue 

et al., 2019; Scottish Government, 2016a). In 2015, the RCOG also highlighted that 

HCPs (in instances where mandatory reporting is in place) should understand the 

difference between their responsibilities regarding documentation and reporting to 

authorities. Practice-based recommendations from the WHO have stated that HCPs 

should be prepared to determine  

 

 

100 See also Chalmers & Omer-Hashi (2000), Thierfelder et al. (2005), and Vangen et al. 

(2004).  
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whether or not [a woman] has undergone FGM and what type; 

treating common health complications of FGM that may arise 

during pregnancy; discussing the potential for complications to 

arise during labour and childbirth and creating an appropriate 

birth plan; and promoting prevention messages for the next 

generation.  

(WHO, 2018:158) 

 

Best practices from the WHO (2001a) and RCOG (2015) include: 

 

• Recording the appearance of the vulva,  

• identifying major risk factors (e.g., Type-III),  

• noting persistent obstetric complications,  

• delivering legal education,  

• carrying out different deinfibulation methods, and 

• delivering psychosexual counselling.  

 

To carry out these practices effectively, the WHO (2001a)—based on evidence from 

countries where FGM is endemic—also recommended that HCPs receive training for 

sensitive FGM inquiry, rapport building (especially for primiparous women), and 

working with patriarchal family structures. This includes anti-discriminatory training 

to address potential or perceived racism, as the Scottish CMO’s letter to HCPs 

explains:  

 

Professional practice involves asking questions in sensitive 

areas.  A professional’s personal fears of being thought “racist” 

or “discriminatory” should not compromise the duty to provide 

effective support and protection. 

(Scottish Government, 2016a:5)101 

 

This holistic approach to practice development should mitigate unnecessary 

examinations, procedures (e.g., C-sections), and re-traumatisation and improve PCC 

and birth plans. It should be noted, however, that in 2016(b) the WHO also determined 

that the quality of evidence informing many national and international 

recommendations and “best” practice statements was low to non-existent.  

 

 

101 See also Scottish Government (2017a) and Stephenson (2019).  



PhD Global Health Matriculation #16008544 

 

67 

 

In 2016(b), a WHO guideline on FGM management information, education, and 

communication (IEC)-based interventions102 for FGM-affected people in Africa was 

reported to have reduced FGM intent and incidence and improved FGM 

communication (27). Yet the guideline also stated that these programmes are 

exceedingly rare and therefore cannot be presumed to be part of the knowledge of HIC 

migrants. Instead, the WHO recommended that pregnant women have access to FGM-

specific educational content with accurate and well-evidenced information and that it 

be sensitive, respectful, and non-stereotypical (28). The WHO further specified that 

this include accessible information about all types of FGM (including long-term health 

risks), the risks and benefits of deinfibulation, and anti-medicalisation (see Section 

2.1). Despite the clarity of this guideline, the literature suggests that both HCPs and 

women have continued to receive limited FGM education via health system 

organisations. As discussed at length below, this is indicated by limited FGM 

knowledge, which has contributed to undesirable behaviours such as discrimination 

and service disengagement. Poor HCP practices regarding FGM screening, 

identification, and clinical management are also a consequence, and significantly 

degrade maternal care equity and equality.  

 

While keeping in mind Najla A. Barnawi’s (2018) argument that accurate instruments 

for the measurement of FGM knowledge and awareness are largely absent (see also 

Abdulcadir et al., 2017), in 2019, Einstein et al. found both women and HCPs in HICs 

identifying their mutual need for education.103 Among women, this shift in attitude has 

been evidenced over the last decade (especially concerning HIC laws [Vaughan et al., 

2014]), yet is still particularly challenging for new migrants, those without HIC ties, 

and those who have experienced irregular forms of FGM (see Figure 2). For example, 

women unaware of their status have demonstrated difficulties understanding the term 

“FGM” and lacked the words to describe it, which could lead to delays in receiving 

critical treatment (Agbemenu et al., 2019; Evans et al., 2019b; Jacoby et al., 2015; 

 

102 The WHO (2016b) defines IEC interventions as “a public health approach aiming at 

changing or reinforcing health related behaviours in a target audience, concerning a specific problem 

and within a pre-defined period of time, through communication methods and principles” (65).  
103 See also Tamaddon et al. (2006), Zaidi et al. (2007), Leye et al. (2008), Kaplan-Marcusán 

et al., (2009), Purchase et al. (2013), Caroppo et al. (2014), and Rushwan (2000).  
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Litorp et al., 2008; O’Brien et al., 2016). Among HCPs, HIC studies such as García-

Aguado and López (2013) have also found general FGM knowledge to be mixed—

with only 51.8% of 110 maternity-based HCPs in Spain aware of the potential risks 

from FGM (see also Caroppo et al., 2014). HCPs with a limited FGM education were 

also noted as exhibiting associated fear, anxiety, and uncertainty (Dawson, 2015c; 

Einstein et al., 2019; Ogunsiji, 2015; Scottish Government, 2016b:5; Scottish 

Government, 2017a). In the UK, for example, while “basic knowledge” among 

midwives has also notably improved, a specialist FGM midwife anecdotally explained 

that many still “panic” when working with affected women and are uncertain of “what 

to do or where to turn for help” (Stephenson, 2019). In Dawson (2015c), an Australian 

midwife described their experience of being left alone with a woman with FGM in 

labour as “terrifying.” Other HCPs also describe “mini panic attacks” and feeling 

“emotionally confronted,” shocked, and outraged when learning a woman had FGM 

(Dawson et al., 2015c; Einstein et al., 2019; Ogunsiji, 2015). These reactions were also 

noted in the influential qualitative study of Somalis’ birth experiences in Canada by 

Chalmers and Omer-Hashi (2000), where women recalled HCPs as making “verbal 

(74.2%) and non-verbal (78.0%) expressions of surprise when the perineum was 

observed” (232).104 Limited HCP FGM education has also been linked to missed 

opportunities to discuss the condition with and the insensitive treatment of women 

(Abdulcadir et al., 2014a; Banke‑Thomas et al., 2019; Evans et al., 2019a; Kaplan-

Marcusán et al., 2009; Purchase et al., 2013). 

 

To deliver effective care and education for women with FGM, HCPs’ ability to 

sensitively and effectively enquire about and identify FGM is paramount. Though 

Abdulcadir et al. (2017) recognised the accuracy of FGM diagnoses to be a significant 

gap in the literature, others have determined HCP training to be inadequate in high- 

prevalence countries. For example, while third-highest in FGM prevalence in Europe, 

an Italian study of 41 HCPs revealed that just 9% were aware of the WHO typology 

(Caroppo et al., 2014; see also Figure 5). Abdulcadir et al. (2014a) also found 

 

104 See also Thierfelder et al. (2005), Murray et al. (2010), Vaughan et al. (2014), Abdullahi et 

al. (2009), and Evans et al. (2019b).  
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university hospital staff in Sweden misclassifying women’s FGM despite their access 

to interdisciplinary guidelines and training. Other studies found FGM enquiry skills to 

be mixed. For example, Relph et al. (2013) reported that among 79 participating HCPs 

in London, just over half (58.2%) were able to correctly categorise FGM by type.105 

Moreover, while UK HCPs in Zaidi et al. (2007) were largely aware of FGM, its 

potential complications, deinfibulation, and origins, “58% were not aware that women 

should be specifically identified at the booking antenatal visit” (162).106 Despite the 

guidance described above, Leye (2018) also cited the fear of being accused of racism 

as an unaddressed barrier to sensitive and effective FGM enquiry across European 

health systems (63). Relevant to this, in 2008 a NICE guideline warned that inadequate 

antenatal assessment may contribute to delayed preventative healthcare and poor 

maternal and foetal outcomes. This hypothesis was also supported by Zenner (2013), 

who reported that, over a six-month period, the FGM of 39 women in London went 

unidentified up until delivery. 

 

Abdulcadir et al.’s (2017) review identifies significant gaps in the literature, including 

“the assessment of clinical management” for women with FGM (9).107 Within existing 

literature, however, the consequences of limited clinical FGM training (especially 

among intrapartum and postnatal professionals) are significant. For example, Einstein 

et al. (2019) theorised that FGM-related complications in pregnancy and childbirth 

(Johnson-Agbakwu et al., 2014; Zurynski et al., 2015) have more to do with a lack of 

HCP training than the clinical complexity of FGM itself (Vangen et al., 2004; Wuest 

et al., 2009). Indeed, inadequately trained HCPs have described their fear of causing 

harm when facing both specialised (e.g., deinfibulation) and routine (e.g., episiotomy) 

clinical procedures for affected women (Dawson et al., 2015c; Ogunsiji, 2016). As a 

Norwegian HCP recalled:  

 

 

105 See also Kaplan-Marcusán et al. (2009), Zaidi et al. (2007), and Evans et al. (2019b).  
106 See also Vaughan et al. (2014), Dawson et al. (2015c), Ogunsiji (2015), García-Aguado and 

López (2013), and Cambronero-Aguilar (2008).  
107 One exception includes the few clinical assessments of deinfibulation management 

(Abdulcadir et al., 2017).  
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I had to use physical force to hold her legs apart so that the 

child could be delivered. This made me feel like an abuser. She 

was screaming in death fright. It was as if she re-experienced 

her circumcision. 

(Vangen et al., 2004:32) 

 

The WHO (2016b) and HCPs themselves (Johansen, 2006; Widmark et al., 2002; Zaidi 

et al., 2007; Thierfelder et al., 2005) have also noted unnecessary C-sections being 

performed due to a lack of skill.108 Even when natural births were attempted, women 

in London linked the mismanagement of inelastic scar tissue—often resulting in severe 

perineal tearing—to insufficient HCP instruction (Bulman & McCourt, 2002; Belihu 

et al., 2017; Sharif-Mohamed, 2020). When extensive damage occurred, Chalmers and 

Omer-Hashi (2000) further reported that 40.5% of participating Canadian Somalian 

women perceived postnatal staff as unable to secure adequate pain management, 

insensitive to their postpartum pain, or otherwise  

 

unaware that women with circumcision experienced 

particularly severe postpartum pain (13.7%). Over one-half of 

women (56.7%) reported not receiving any special care in the 

postpartum period.  

(Chalmers & Omer-Hashi, 2000:232)109 

 

Interestingly, women in Murray et al. (2010) also described arguments with their 

Australian midwives regarding their care, or otherwise needing to explain how their 

FGM had been managed in the past. Widmark et al. (2002) similarly reported conflict 

where midwives felt “provoked” when “having to negotiate decisions with family 

members, ‘experts’ with different perspectives and different types of knowledge” 

about how to manage FGM during labour (2002:118; see also Leye et al., 2008; Moeed 

& Grover, 2012). In addition to those adverse health outcomes noted above, Einstein 

et al. (2019) also attributed this tension and experiences of negligible clinical HCP 

FGM knowledge to women’s subsequent avoidance of maternal care (see also 

 

108 See also Ameresekere et al. (2011), Brown et al. (2010), Essén et al. (2011), Finnström and 

Söderhamn (2006), Johansen (2006), Johnson-Agbakwu et al. (2014), Paliwal et al. (2014), Small et al. 

(2008), Thierfelder et al. (2005), Widmark et al. (2002), and Zaidi et al. (2007). 
109 See also Chalmers and Omer-Hashi (2002) and Lundberg and Gerezgiher (2008).  
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Robinson & Court, 2014; Jacoby et al., 2015). Yet researchers—perhaps due to a lack 

of African authorship and representation—have yet to consider the potential impact of 

FGM training on gendered discrimination (see Section 2.3.1), the inability of HCPs to 

admit knowledge gaps, and to respect women’s knowledge, views, and decision-

making processes—leaving understanding of these barriers incomplete.  

 

In addition to the effects of limited FGM training for HCPs, knock-on effects beyond 

clinical implications for women are also described in the literature. In Baldeh (2013)—

though often criticised for its negligible sample size (n=7)—Scottish African women 

often perceived that they had been their HCPs’ first experience with FGM (22). Women 

who have described such an experience also recalled their own resulting shock and 

anxiety but also the fear of excessive pain, re-traumatisation, and death (Evans et al., 

2019b; 2019a; Turkmani et al., 2019; Hamid et al., 2018). They also described feeling 

insecure, vulnerable, and helpless; for example, when not expecting to be deinfibulated 

properly (Vangen et al., 2004; Lundberg & Gerezgiher, 2008; Cappon et al., 2015; 

McLeish, 2005; Evans et al., 2019a). In the anthropological analysis of maternal care 

for infibulated women in Norway, Johansen (2006) reported:  

 

Somali women generally considered significant cuts to be 

essential to avoid extensive tearing and prolonged labor, and 

their main worry about Norwegian birth care concerned 

insufficient cutting. Some felt this made deliveries harder in 

Norway than at home, as they believed that restrictive cutting 

increased the hardship of birth and demanded too much 

pushing.  

(Ibid.:524)110 

 

Consequently, women have also reported lasting uncertainty concerning HIC HCPs’ 

FGM competence—linked by Chalmers and Omer-Hashi (2000) to their own shame 

and the fear of judgement (Bulman & McCourt, 2002; McLeish, 2005; Carroll et al., 

2007a; 2007b). For example, they also found that approximately half of 432 Canadian 

Somali women would change providers for future pregnancies—though they still 

 

110 See also Chalmers and Hashi (2000), Widmark et al. (2002), Bulman and McCourt (2002), 

and Nienhuis and Haaijer (1995). 
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preferred Canadian to Somali healthcare (Chalmers & Omer-Hashi, 2000).111 

Interestingly, a US study by Banke‑Thomas et al. (2019) also found younger Somali 

women and those who resettled as minors less likely to delay or avoid maternal care. 

From this the authors suggested that, perhaps due to more experience within their host 

country, “negative perceptions regarding health systems in developed countries … is 

much more ingrained in the older and married women” (ibid.:950; see also O’Brien et 

al., 2017). Therefore, while evidence regarding clinical FGM management and the 

mechanisms of adverse outcomes (see Section 2.1.3) remains of low quality and 

evaluations into educational FGM interventions for women and HCPs are largely 

absent from the literature, it is clear that HIC health systems’ lack of organisation in 

these respects has had significant negative consequences for maternal care behaviours 

and practices.  

 

3.3.3 The Consequences of Limited Deinfibulation & Reinfibulation Support for 

HCPs & Women 

While not found to be statistically significant in the retrospective audit of a UK hospital 

by Paliwal et al. (2014), the WHO collaborative study of six African countries led by 

Banks et al. (2006) determined that deinfibulation mitigates several obstetric risks of 

Type-III FGM (see Chapter 2.5; Appendix II). This included the reduction of 

spontaneous lacerations, extensive episiotomies, urinary incontinency, and healthcare 

costs (such as those of unnecessary C-sections). Thus, Banks et al. concluded that 

deinfibulation may  

 

be seen as a necessary part of upholding a woman’s right to 

health and ensuring access to health-care goods and services 

needed by women to enjoy the full extent of this right.  

(Banks et al., 2006:17) 

 

WHO (2016b) deinfibulation guidance has also clarified that, despite deinfibulation 

being a “relatively simple” and low-cost surgical procedure, a lack of HCP instruction 

may contribute to HCP deinfibulation avoidance and women’s fears of childbirth (see 

 

111 See also Agbemenu et al. (2019), Chalmers and Omer-Hashi (2002:276), and Lundberg and 

Gerezgiher (2008).  
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Section 3.3.2). Consequently, the WHO suggested that HCPs be adequately trained to 

provide preoperative briefings and debriefings on surgical deinfibulation and have 

access to adequate facilities (ibid.). As mentioned in Section 2.5, the RCOG (2015) 

also recommended midtrimester deinfibulations to ensure adequate healing before 

labour, as well as a controlled procedural environment, and that properly trained staff 

be in attendance. In support, Moore’s (2012) review clarified that when compared to 

antenatal deinfibulation, intrapartum deinfibulations in the UK and EU resulted in 

higher rates of intervention and perineal trauma (see Bikoo et al., 2006; Vangen et al., 

2002; Thierfelder et al., 2005). Yet the WHO and RCOG (and the Insight midwife 

herself [see O’Brien et al., 2017:29–30]) have also argued that women’s ability to 

choose when they are deinfibulated should be protected. The WHO (2016b) therefore 

also stipulated that HCPs be trained to respect this right. It should be noted that 

deinfibulation guidance is recognised by the WHO (2016b:17) as based on “very low 

quality” evidence from the UK (Raouf et al., 2011; Paliwal et al., 2014) and Saudi 

Arabia (Rouzi et al., 2001; 2012).  

 

While Brady et al. (2019) argue that “little research is available to describe decision-

making about deinfibulation among women” (1), women represented in HIC literature 

have consistently demonstrated a preference for intrapartum deinfibulation and have 

described choosing to do otherwise as a difficult decision (e.g., O’Brien et al., 2017; 

Moore, 2012; see also Shukralla & McGurgan, 2020). For example, NICE (2008) 

reported:  

 

In a study of women attending an African well-woman clinic, 

among pregnant women who required defibulation and were 

offered it antenatally, 8% (3 out of 39) agreed to the procedure. 

The rest preferred to be defibulated during the second stage of 

labour. 

(NICE, 2008:116)112 

 

Reasons for avoiding antenatal deinfibulation have included lack of perceived 

necessity due to a planned C-section and—as explained by NICE (2008)—that women 

 

112 See also Momoh et al. (2001) and Johansen (2006).  
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would “rather go through a number of painful procedures all at once” (deinfibulation, 

potential episiotomies, and childbirth) (Banke‑Thomas et al., 2019; Evans et al., 

2019a; Turkmani et al., 2019).113 For example, in My Voice, O’Brien et al. reported 

that among women in Scotland, many  

 

did not understand why the two processes had to be carried out 

separately and if they then required a caesarean or an 

episiotomy, felt that they might have made the wrong decision. 

(O’Brien et al., 2017:8) 

 

Sudanese women participating in My Voice also clarified that, as reinfibulation is 

prohibited in most HICs (see Section 2.1.2), undergoing a deinfibulation without the 

option to “restore” their Type-III FGM would leave them vulnerable to communal 

stigmatisation “as if they had not had FGM in the first place” (ibid.; see also Section 

2.1.1). At the final consultation workshop for My Voice women also explained that, 

on top of deinfibulation being a difficult personal decision, HCPs’ antenatal argument 

was not well understood (ibid.). In the review by Evans et al. (2019b), additional 

evidence such as this led to the proposal that “if there were opportunities for women 

to have appropriate discussions, conducted in a sensitive way in context of a trusting 

relationship with a healthcare provider” (32), women might alter their intrapartum 

preference. As explained in Section 3.3.2, this suggests that decisions to undergo 

intrapartum deinfibulation—and therein higher obstetric risk—may have more to do 

with inadequate HCP training in deinfibulation consultation and support than the 

obstetric complexities of infibulation (Einstein et al., 2019).  

 

Evidence of limited HCP understanding of deinfibulation can be found among several 

studies that reported practices, behaviours, and outcomes exclusionary to equitable 

consultations for women with FGM. Studies have also demonstrated how unsupported 

HCPs can disenable guiding institutional principles linked to PCC such as the 

provision of dignified and personalised care (see Section 2.5.1). For example, in 2004, 

Vangen et al. reported that a Norwegian Somali woman’s request for antenatal 

 

113 See also Moore (2012), Moxey and Jones (2016), O’Brien et al. (2017), Paliwal et al. 

(2014), and Thierfelder et al. (2005).  
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deinfibulation was denied by her HCPs (see also Lundberg & Gerezgiher, 2008). 

Relatedly, participating African women recalled how “they did not perceive that the 

caregivers listened to them” (Vangen et al., 2004:54), even when explaining their need 

to be deinfibulated.114 HCPs in the study were also described as not consulting women 

on deinfibulation, and overinterpreting or imposing religious or cultural beliefs such 

as wanting to “preserve” their infibulation. When asked if they had considered 

deinfibulation for affected women, for example, one participating midwife argued, 

“No?! Of course she wants to remain the way she is” (Vangen et al., 2004:32; see also 

Johansen, 2006). Two years later, another Norwegian study, by Berggren et al. (2006) 

found that, paradoxically, antenatal staff considered deinfibulation to be an intrapartum 

responsibility while ward staff considered it an antenatal responsibility. In 2017, 

O’Brien et al. also released evidence of inequitable pre- and post-operative 

consultation, as women who required an episiotomy or emergency C-section even after 

undergoing an antenatal deinfibulation expressed feelings of guilt and confusion.115 

This is particularly concerning for women with all types of FGM, as C-sections in 

Chalmers and Omer-Hashi (2000), for example, were wanted by less than 1% of 432 

Canadian Somali women but experienced by over 50% (232).116 In a follow-up study 

conducted by Chalmers and Omer-Hashi in 2002, women were also not aware that 

multiple C-sections were unnecessary and found delaying labour ward admission due 

to C-section fears. As one woman recalled:  

 

I avoid going to hospital when my waters break because of C 

section. The doctor frightened me by saying you may not have 

a healthy or live baby as a result of your [female circumcision].  

 (Chalmers & Omer-Hashi, 2002:276)117 

 

 

114 See also Evans et al. (2019b), Momoh et al. (2001), and NICE (2008).  
115 See also Agbemenu et al. (2019), Ameresekere et al. (2011), Banke‑Thomas et al. (2019), 

Berggren et al. (2006), Bulman & McCourt (2002:373), Essén et al. (2011), Jacoby et al. (2015), 

Lundberg and Gerezgiher (2008), Moxey and Jones (2016), Paliwal et al. (2014), Thierfelder et al. 

(2005), and Vangen et al. (2004). 
116 See also Johansen (2006), Johnson et al. (2005), Small et al. (2008:1638), Ameresekere et 

al. (2011), and Einstein et al. (2019:49).  
117 See also Agbemenu et al. (2019) and Chalmers and Omer-Hashi (2000).   
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Other studies have similarly reported inadequate consultation, with HCP silence on 

deinfibulation sometimes self-justified as “sensitive.” However, authors such as 

Johansen (2006) identified this argument as highly counterproductive to equitable care 

(see also Vangen et al., 2004; Dawson et al., 2015c). Moxey and Jones (2016) also 

reported how even after deinfibulation women have described fears of examination—

which suggests that treatment without adequate consultation may not improve 

antenatal and intrapartum engagement (Banke‑Thomas et al., 2019). 

 

As explained in Section 3.3.1, inadequate HCP training in the various aspects of FGM 

represents a consistent HIC barrier to equitable antenatal care for affected women 

(Johansen et al., 2018), and deinfibulation skills are no exception. For example, though 

studies specifically assessing HCPs’ deinfibulation competence are few, as recently as 

2019, Lane et al. determined that among American HCPs,   

 

obstetrician/ gynecologists and family medicine physicians 

were more likely than midwives to have been trained to 

perform defibulation procedures (23% vs. 4%; p < .0001) and 

were more likely to feel confident performing this procedure 

(34% vs. 9%; p < .001). 

(Lane et al., 2019:957) 

 

For those untrained HCPs, this lack of educational support is significant. Inadequately 

trained Norwegian and Australian HCPs have demonstrated limited confidence and the 

belief that their role in deinfibulation was re-traumatising for women (Dawson et al., 

2015b; Section 3.3.2). In Johansen (2006), a midwife recalled, “I felt as if I was 

violating her. It is a terrible experience” (538). In response to encountering such HCPs, 

women have also described feelings of anxiety, fear, and shame (Ameresekere et al., 

2011; Degrie et al., 2017; Moxey & Jones, 2016). Furthermore, while studies such as 

My Voice (O’Brien et al.; 2017) have reported improvements in HCP deinfibulation 

competence in Scotland, one Eritrean woman living in Australia also argued: “I still 

think it depends on the midwife, yeah. Sometime, not everyone know [sic] what they 

are doing” (Vaughan et al., 2014:25). Therefore, while deinfibulation awareness and 

skill may be improving, this improvement may be highly variable within and across 

health systems (Evans et al., 2019a).  
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Finally, HIC HCPs faced with requests for reinfibulation have reported ethical 

conflicts and uncertainty, which led to additional barriers to maternal care equity and 

equality (Evans et al., 2019b; Rosenberg et al., 2009), especially when bans on 

reinfibulation are perceived to be a double standard in countries where women “can 

avail themselves of cosmetic genital surgery” (Einstein et al., 2019:49; Manderson, 

2004). For example, some women have reported to have returned or been forcibly 

taken back to their home countries for the procedure (O’Brien et al., 2017). Several 

studies also found HIC HCPs performing reinfibulations themselves, which HCPs 

have justified by their ignorance (clinical or legal); respect for the woman’s culture; 

choice; or beliefs in its medical benefit (e.g., preventing blood loss)118 (García-Aguado 

& López, 2013; Johansen, 2006; Litorp et al., 2008; Ogunsiji, 2015; Thierfelder et al., 

2005; Vangen et al., 2004). As an American midwife wrote in Hess et al. (2010): 

 

We have many women from the Sudan, Somalia, and Ethiopia 

who come to us for care. We always ask about what they want 

us to do after the delivery. There was only one woman who 

wanted her labia to remain open. The other 30 women I’ve 

delivered wanted the labia closed as before. We always do the 

repair as requested.  

(Hess et al., 2010:49)119 

 

While this approach is somewhat common in the literature, as with medicalisation (see 

Section 2.2.1), many HCPs, governments, and international guidelines also challenge 

it (Widmark et al., 2002). These requests are also not universal, as other women have 

reportedly sought assurance that reinfibulations would not be applied postnatally in 

accordance with preexisting anti-FGM views or after having learnt about the long-term 

risks of Type-III FGM, described in Appendix I (Dawson et al., 2015c; see also Section 

2.1.2). Regardless, these findings further demonstrate how a lack of health system 

organisation specific to HCP education and support enable behaviours, practices, and 

 

118 There was also some confusion within the literature as to whether the reinfibulations 

described were performed in women’s country of origin or HICs, and whether women and HCPs 

considered different degrees of postnatal repair to be reinfibulation (Vaughan et al., 2014). 
119 At the time, FGM was not illegal in Pennsylvania, where this midwife practiced (Equality 

Now, 2021).  



PhD Global Health Matriculation #16008544 

 

78 

 

beliefs exclusionary to maternal care equity and social equality for women with FGM. 

Additional research is required to ensure that HCPs have access to high-quality clinical 

evidence in the consultation and support of infibulated women that is specific to both 

the antenatal and intrapartum periods.   

 

3.3.4 Intersectional Realities & Discrimination   

Occasionally, maternal care guidelines have highlighted the importance of accounting 

for the intersectional realities of being a BAME woman with FGM in a high-income 

country. This is often particular to migrants, who are described throughout the 

literature as vulnerable to untreated physical and mental health issues due to negative 

migratory “push factors” (see Appendix V) and ongoing abuses. For example, in a 

2019 qualitative study of US asylum seekers and refugees with FGM by Lever et al., 

out of 13 participants, “anxiety and depression were exhibited by 92[%] and 100% of 

women, while all seven women screened for PTSD had symptoms” (484). Factors 

identified in the literature include women’s experiences with alternative forms of GBV 

such as sexual assault, trafficking, forced or child marriage, or honour-based violence 

(Aguirre et al., 2020; Keygnaert et al., 2012). Poor mental or physical health among 

migrants with FGM may also be the result of experiencing conflict zones, persecution, 

or displacement (Lever et al., 2019; NICE, 2010).  

 

Additional causes of poor mental and physical health relevant to maternal care for 

migrants with FGM also include known challenges in HIC integration. For example, 

Abdullahi et al., (2009) found that migrant women in the UK demonstrated low health 

and health system literacy; they were unaware, for example, that they could request a 

female provider (see also Moxey & Jones, 2016; Evans et al., 2019a). Migrant women 

have also been shown to be at risk of social isolation, housing instability, economic 

limitations due to labour restrictions or remittances,120 limited cultural and health 

system literacy, or hostile attitudes, racism, and institutional discrimination within 

their host country (Dunne, 2007; Hynes & Sales, 2010; Karlsen et al., 2019; 2020; 

 

120 The Oxford Migration Observatory defines remittances, in this context, as “transfers of 

money from residents of one country to residents of another country and are often associated with 

migrants sending money to families and communities” (Vargas-Silva & Klimaviciute, 2020).  
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Smith, 2001; Turkmani et al., 2019; see also Section 2.3.1). For example, Fang et al. 

(2015) found that stigmatised UK refugees and asylum seekers were perceived to be a 

“drain” on an already underfunded NHS, potentially further damaging women’s 

interactions with their HCPs (3; see also Grove & Zwi, 2006). Khaja et al. (2010) have 

argued that cultures of silence on FGM within affected communities are informed not 

only by their own culture (see Daly, 1978:153–77; Section 2.1.2) but also, 

 

the distrust of global female circumcision eradication agendas 

because general discourse on women’s health issues stemming 

from the practice has been viewed as sensationalized, 

ethnocentric, racist, culturally insensitive, and simplistic.  

(Khaja et al., 2010:692)121 

 

This has been further complicated where health systems fixate on safeguarding. For 

example, Karlsen et al. (2019) reported that when protection procedures were 

duplicated by midwives, GPs, and health visitors—regardless of the potential for re-

traumatisation—women perceived this to be both insulting and criminalising, and for 

the benefit of government regulation or data collection rather than for their health and 

safety. This is described as “putting salt on the wound” (19; see also Akinsulure-Smith 

et al., 2018) and is linked to women’s disengagement from health services and 

increased fear of HCP hostility. Consequently, integration issues such as this have been 

linked to social and economic healthcare hesitancy and impediments to healthcare 

access among migrants with FGM (Fang et al., 2015; Smith, 2001). In their study of 

African women’s maternal experiences in Australia, Murray et al. (2010) also argued 

that where the health system did not account for migrant needs (including in HCP 

training), women felt fearful and lacked control over their care and bodies (see also 

Berggren et al., 2006). Integration issues have also been found to significantly impact 

women’s continuity of care,122 especially where community healthcare is unavailable 

(Balaamb et al., 2013; Murray et al., 2010). Therefore, recommendations from both 

 

121 See also Khaja (2004); Section 2.3.1.  
122 Continuity of care often refers to the level of consistency in a “patient’s” access to their 

HCP. Therefore, according to Forster et al. (2016), a woman with a high level of maternal care 

continuity will have had “antenatal, intrapartum and postpartum care from a primary midwife with back-

up provided by another known midwife when necessary” (1). This is often referred to as the “caseload” 

model of maternal care.  
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international and national bodies (e.g., WHO [2018] and RCN [2019]) have argued for 

PCC (see Section 2.5.1) and family involvement in care for migrants with FGM. These 

guidelines also recommend that FGM services provide access to cultural mediators 

and interpreters who “appreciate” the complexities of not only FGM but also these 

intersectional realities.  

 

As introduced in Section 2.3.1, intersectionality theory has been described by gender 

theorist Greta Bauer (2014) as improving the potential validity of healthcare research 

by encouraging the consideration of interpretive domains beyond sex or gender and 

race or ethnicity. For example, BAME inequality and inequities research might also 

consider “identity, social position, processes of oppression and privilege, and policies 

or institutional practices” (ibid.:10). Despite the identification of such intersectional 

issues by certain FGM guidelines, HIC FGM literature still lacks even more 

established racial or colonialist interpretations and often resists characterising 

privileged and subordinated groups as in conflict with one another (Weber and Parra-

Medina, 2003). Yet the omission of racialisation theory is not unusual within European 

healthcare research, as extensively argued by David T. Goldberg (2006) (see also 

Section 2.3.1). This is epitomised in the very title of the 2018 volume No Problem 

Here: Understanding Racism in Scotland, by Davidson et al. Accordingly, individual 

and institutional racialized actions, “in the production of the negative health outcomes 

… when interventions are designed,” remain unconsidered in HIC FGM research 

(Davidson et al., 2018:195–96). What is present are experiences of systemic and 

institutional cultural, gendered, and racial discrimination and their contribution to 

maternal care inequity (Sen & Östlin, 2008; Rogers, 2011; Turkmani et al., 2019).123 

 

Descriptions of systemic discrimination within HIC FGM research most often focus 

on how “cultural” discrimination has contributed to the obstruction of maternal care 

access, FGM disclosures, and positive psychosocial and health-related outcomes 

(Murray et al., 2010). Systemic cultural discrimination has also been linked to those 

 

123 See also Moxey and Jones (2016), Bulman and McCourt (2002), Widmark et al. (2002), 

Johansen (2006), and Cappon et al. (2015). 
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xenophobic attitudes and policies noted above, which have been shown to influence 

HCP behaviours (Hynes & Sales, 2010). Introduced in Section 3.3.1, for example, a 

UK specialist midwife stated,    

 

Some people are very judgmental and very quick to say things 

like “it’s ignorance” or “it’s barbaric”—things that aren’t 

actually that helpful when you are talking to women…. They 

don’t realise how complex FGM is and the pressures on women 

and families to perpetuate the practice.  

(Stephenson, 2019) 

 

In O’Brien et al. (2016), Scottish African My Voice participants described how the law 

has stigmatised their communities, especially after the Scottish political climate raised 

the profile of FGM with an emphasis on safeguarding and prosecution (see also 

Section 2.3.1).124 Women further linked the criminalisation of the practice—though 

supported by many—to FGM disclosure hesitancy and their fears of persecution “for 

having a daughter” (42). In line with Khaja et al. (2010), Johansen (2006) has also 

linked the stigmatisation of FGM-affected communities to a “high degree of silence 

and taboo” (539), reducing the chance of reaching the mutual understanding required 

for PCC. They explained,  

 

This distanced health workers personally from the women they 

were trying to assist, who, in turn, became typified rather than 

being treated as individuals.  

(Johansen, 2006:539) 

 

However, polarised misrepresentations of women as both “victims of an oppressive 

culture” and “noble savages” have persisted among HCPs even after experiences with 

women who have been more comfortable and eager to speak about FGM once asked 

(Johansen, 2006). Accordingly, Einstein et al. (2019) argued that the fear of 

stigmatisation or misinterpretations by their HCPs may encourage women to avoid or 

disengage from maternal care, contributing to adverse outcomes (see also Akinsulure-

Smith et al., 2018). 

 

124 See also Chalmers and Omer-Hashi (2000), Vissandjée et al. (2014), Jacobson et al. (2018a; 

2018b), and Turkmani et al. (2019).  
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Dr Luke Rogers (2011) has argued that despite an “implied beneficence,” health 

systems have not been immune to discrimination. Indeed, examples of structural 

discrimination are more numerous in FGM literature than their systemic counterparts. 

This comes despite evidence from Evans et al. (2019c) that HCPs have  

 

noted the importance of understanding FGM/C within the 

context of women’s wider non-healthcare needs and culture 

(i.e. being person centred as well as “culturally” sensitive) and 

having time to build rapport. 

(Evans et al., 2019c:16)125 

 

Moxey and Jones (2016) found that this perception is shared by women and extends 

to the multidirectional sharing of cultural knowledge (including plans for their 

daughters regarding FGM). Yet value was only perceived when these exchanges were 

conducted sensitively. Unfortunately, this qualifier is often complicated by HCP 

anxiety over how to communicate sensitively while maintaining a clarity that enables 

effective FGM enquiries. A midwife represented in Moore’s review, for example,  

 

found that embedded in her desire to remain sensitive to the 

varying cultures, was an element of uncertainty and doubt 

about her ability to provide culturally appropriate care; 

“Sometimes I feel as though I’m walking on cultural egg 

shells” (emphasis in original).  

(Moore, 2012:35) 

 

In addition to culturally sensitive communication (further discussed in Section 3.3.5), 

standards of modesty and language barriers also represent cultural differences 

inadequately addressed across HIC health systems. The former often involves reports 

of stress and conflict following requests for female HCPs or experiences perceived to 

disrespect women’s dignity. For example, while Canadian HCPs in Aubrey et al. 

(2017) have argued that female HCPs should be provided upon request as a best PCC 

practice, others have prioritised the argument that this reinforces gender inequalities 

(i.e., for male HCPs) in medicine over women’s right to choose (ibid.). Disregard for 

 

125 See also Vaughan et al. (2014) and Dawson et al. (2015c).  



PhD Global Health Matriculation #16008544 

 

83 

 

the dignity and personhood of women with FGM is also noted in Chalmers and Omer-

Hashi (2000). Here, Canadian Somali women note how “caregivers did not take steps 

to provide privacy during examinations,” with over half “having a colleague called to 

have a look (58.6%)” without seeking women’s permission (Chalmers & Omer-Hashi, 

2000:233).126 Thus, when asked how experiences such as this could be improved, 

Swiss African women in Thierfelder et al. (2005) reported that care practices could be 

more empathetic toward women with FGM, that female providers should be offered, 

and more privacy made available during examinations (see also Evans et al., 2019b; 

Chalmers & Omer-Hashi, 2002).  

 

As to language barriers—which are significant across HIC health systems, even among 

those who report no link to discrimination (O’Brien et al., 2017; Banke‑Thomas et al., 

2019)—UK migrants with FGM described in Abdullahi et al. (2009) have reported that 

the anxiety of expecting to be misunderstood alone has prevented them from seeking 

care.127 Evans et al. (2019c) also reported that those who have accessed care have faced 

variable and inconsistent service provision, no adjustment to the length of bilingual 

consolations (see FORWARD, 2019), and dependence on informal interpreters (i.e., 

family members). This stands despite RCN (2019) guidance having stated that “it is 

essential that women are not reliant on family members for interpretation when dealing 

with health care professionals” (25). Somali women who spoke languages other than 

English (LOTE) in Bulman and McCourt (2002) also perceived a “lack of effort and 

interest in trying to understand” from their HCPs in London (372; see also Dawson, 

2015c). Therefore, Evans et al. (2019c) have explained that while HCPs may intend to 

be culturally sensitive, they may not always succeed. Yet rather than completely 

attributing discriminatory maternal care experiences to some fault of HCPs, most of 

the authors argue for the improvement of “cultural competence” (see Section 2.5.1) 

and sociocultural FGM training (Baillot et al., 2014; Baldeh, 2013; Evans et al., 2019b; 

2019a; Lazar et al., 2013; Ogunsiji, 2015; Paliwal et al., 2014; Thierfelder et al., 2005). 

 

126 See also Chalmers and Omer-Hashi (2002), Carroll et al. (2007a), and Evans et al. (2019b; 

2019a). 
127 See also Agbemenu et al. (2019), Cappon et al. (2015), Carroll et al. (2007a; 2007b), Moxey 

and Jones (2016), Paliwal et al. (2014), and Upvall et al. (2009).  
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Reports of more direct cultural discrimination experienced by women with FGM vary 

across the literature. In the first Scottish cross-sectional survey on BAME 

discrimination, by Nasar Meer (2018), 18% (n=90) of participants self-reported 

discrimination in the health sector. In Canada, 87.5% of 432 Somali women “reported 

hurtful comments being made by caregivers,” including “being regarded with disgust 

(55.1%), and having no respect shown for their cultural practice (57.4%)” (Chalmers 

& Omer-Hashi, 2000:232; see also Banke‑Thomas et al., 2019). Women further 

described nurses who “regarded them as being lazy (83.6%) or reluctant to cooperate 

(79.6%)” (Chalmers & Omer-Hashi, 2000:232).128 Women were not the only persons 

discriminated against in the literature, however. For example, Widmark et al. (2002) 

and half the studies in the Evans et al. (2019c) review reported HCPs with difficulties 

concealing frustration, anger, and aggression toward the wider family. HCPs 

demonstrated such feelings toward male partners who exert significant influence on 

women’s healthcare decisions and behaviours despite evidence of anti-FGM views 

among men (O’Brien et al., 2016; see also Banke‑Thomas et al., 2019; Ogunsiji, 2015). 

Of these varied discriminatory views, Johansen (2006) has argued that institutionally 

unaddressed stereotypes and misinterpretations of cultural beliefs (e.g., a Norwegian 

HCP’s perception that “culturally meaningful pain could not be experienced as 

traumatic” [536]) may play a significant role (see also Chalmers & Omer-Hashi, 2000; 

Ogunsiji, 2015). They may also inform discriminatory or culturally insensitive 

practices such as providing limited to no pain management or not actively attending to 

a woman’s first stage of labour (Chalmers & Omer-Hashi, 2000; 2002; Lundberg & 

Gerezgiher, 2008). Consequently, women have reported feeling offended, lonely, or 

abandoned by obstetric HCPs who were characterised as distant, unsympathetic, and 

even cruel (Ameresekere et al., 2011; Baillot et al., 2014; Baldeh, 2013; Evans et al., 

2019a).   

 

 

128 See also Chalmers and Omer-Hashi (2002), Bulman and McCourt (2002), and Vaughan et 

al. (2014).  
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Where cultural, gendered, and racial institutional discrimination meets within Patricia 

Hill Collins’ (1990) “matrix of domination” (see also Section 2.1.1), migrants with 

FGM note hostile attitudes and discriminatory views regarding their particular 

maternal needs and presence in the system. One thirty-nine-year-old American Somali 

woman, for example, explains that in their third pregnancy, “a midwife said, ‘Are you 

here again already? We’ll probably see you here next year and next year again.’ Then 

when I came back, I didn’t feel good” (Banke‑Thomas et al., 2019:54; see also Fang 

et al., 2015). Canadian Somali women in Chalmers and Omer-Hashi (2002) have also 

reported judgement for becoming pregnant and had also been told that they must have 

C-sections (to account for limited HCP skills with FGM), should be sterilised, or were 

actually sterilised following a childbirth (276). One woman in the study stated,   

 

([My HCP] said) if I didn’t have C section my child will die. 

“Why the fuss when you went through female circumcision? 

Just because you are in Canada you don’t have to pretend you 

are in control of your body.”  

(Chalmers & Omer-Hashi, 2002:277) 

 

From the multiracial feminist interpretation of Leye (2018), forced narratives and care 

“requirements” such as this have located women with FGM and their HCPs within 

“conflicting normative frameworks” regarding gender equality and identity, sexuality, 

and reproductive ability (63–64). This has even occurred in contradictory ways—

although equally disadvantaging women. For example, while Somali women’s 

reproduction in Chalmers and Omer-Hashi (2002) has been stigmatised and 

subordinated by the Canadian health system, in Norway—where natural births are 

idealised—Johansen (2006) reported that Somali women have been seen as 

representing “‘ultimate nature’ in matters of the body, especially sexuality and 

delivery” (521). This view, therefore, prioritises Norwegian cultural ideals over 

requests for reinfibulation or C-sections, despite the risks faced by women with FGM 

(Johansen, 2006). Moreover, as BAME migrants with FGM have little power against 

such privileged norms within HIC social hierarchies (simultaneously marginalised by 

class, race, culture, legal status, and other factors), it is not surprising that 

misrepresentations and erasures of women’s social location, gender norms, and 
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maternal care knowledge, needs, and expectations are present in the literature on FGM 

(Alarcón, 1991; Lugones, 1990; Zinn & Dill, 1996). Thus, without addressing the 

exclusionary values, beliefs, and behaviours of staff and the resulting behaviours of 

the women affected by these intersectional experiences health systems can expect to 

encounter difficulties in reducing care inequities and inequality.  

 

3.3.5 The Extensive Impact of Poor FGM Communication  

As discussed in Section 3.3.1, communication about FGM is especially relevant to 

maternal HCPs, as they may be the first professional with whom women discuss the 

practice (NHS, 2017; NICE, 2008). Yet communication is the most often cited barrier 

to maternal care equity and equality for women within HIC FGM literature 

(Ameresekere et al., 2011; Balaam et al., 2013; Berggren et al., 2006; Einstein et al., 

2019; Evans et al., 2019a; 2019b; Hess et al., 2010; Johansen, 2006; Moore, 2012; 

Odemerho & Baier, 2012; Paternotte, et al., 2017; Thierfelder et al., 2005), and 

especially where limited continuity of care was also reported (Bulman & McCourt, 

2002). Poor FGM communication was also stated to have contributed to many of the 

above-mentioned barriers, maintained in part by health systems’ limited organisation 

of HCP FGM training (Moore, 2012; Relph et al., 2013).  

 

Few guidelines offer clear recommendations for effective FGM communication with 

affected women, their families, interpreters, or cultural mediators (RCN, 2019; WHO, 

2018). Some of the most in-depth advice, for example, has come from the UK charity 

FORWARD (2019), which has advised HCPs to 

 

provide enough time, possibly another appointment. Make sure 

you can provide the quiet, relaxed and trustful atmosphere.… 

Let her determine the speed, atmosphere and path of your talk. 

Express your gratitude and why you’d like to know more. If 

there is a language barrier, bring a female interpreter. Mirror 

her language and use “mutilation”, “cutting”, “circumcision”, 

or “the thing done” just like she does.  

(FORWARD, 2019:7) 
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Similarly, the Scottish CMO acknowledged that while there is a considerable local 

(i.e., economic) difficulty in providing consistent FGM training and language support 

for communities affected by FGM, doing so would enable HCPs to “handle sensitively 

any disclosure, appropriately assess and protect individuals at risk, and provide 

relevant and acceptable support” (Scottish Government, 2016a:2).  

 

The issues relevant to challenging communication between HCPs and women with 

FGM vary greatly. For instance, as indicated by FORWARD’s guidance, women have 

expressed their offence at the use of contested words like “mutilation”129 (see Section 

1.1; Baldeh, 2013). As discussed in Section 3.3.4, women have also described 

insensitive and discriminatory remarks, even by FGM-experienced HCPs (Vangen et 

al., 2004; Ahlberg et al., 2004). For example, a woman in Canada recalled an HCP who 

remarked, “[You] should not have got pregnant in the first place” (Chalmers & Omer-

Hashi, 2002:276). Most often, though, communication that perpetuated care inequities 

and inequalities has concerned non-communication (by women and HCPs) on FGM, 

its clinical implications, and child protection.  

 

As introduced in Section 2.1.2, Baldeh (2013) linked evidence of women’s silence on 

FGM in healthcare to fears of judgement and cultural and linguistic factors (e.g., 

taboos) (see Section 3.3.2). This was exemplified by a participating woman who 

stated: 

 

It’s very hard to talk to other people about this thing. It’s easier 

for me to talk to you130 because you know what I am talking 

about. But for someone who does not know how do I explain 

to them? I have been told [childbirth] is very painful and I am 

very worried and scared but I do not know how to tell them. 

(P3 in ibid.:23) 

 

 

129 Such experiences cannot be generalised among HIC HCPs. As one Australian midwife 

argued, for example, “It is us who see them as mutilated” (Dawson et al., 2015c:210). 
130 The study clarifies that the researcher, Fatou Baldeh (2013), is Gambian and has 

experienced FGM.    
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While such women have expressed concern over not receiving adequate care, their 

fears have reportedly sustained apprehension regarding both asking and being asked 

about FGM (although the latter is often preferred) (Baldeh, 2013; Dawson et al., 

2015c; McCafrey et al., 1995; Momoh et al., 2001; Moxey & Jones, 2016; Paliwal et 

al., 2014; Wuest et al., 2009). Women cited in Thierfelder et al. (2005) expressed that 

while they had many questions about FGM, since there was no one they could relate 

to, they felt “quite relieved” (88) when ethnically dissimilar HCPs did not address this 

difficult and sensitive issue. These compounding anxieties may therefore increase the 

likelihood of women’s silence, potentially diminishing their care participation and 

access to education and support (Agbemenu et al., 2019). Women who have not 

discussed FGM with their HCPs have also described being unable to address divergent 

expectations between themselves and their HCPs or their feelings of confusion, fear, 

stigmatisation, and diminished trust in HIC health systems (Ameresekere et al., 2011; 

Balaam et al., 2013; Banke‑Thomas et al., 2019; Lundberg & Gerezgiher, 2008; 

Vangen et al., 2004). 

 

In Australia, Dawson et al. (2015c) identified HCP difficulties in “the development of 

rapport with women” (207) linked to a lack of confidence and fear (see Section 3.3.2). 

Limited communication from HCPs on FGM is noted in 13 of the 16 European articles 

in Balaam et al.’s (2013) systematic review of migrant women’s obstetric needs, which 

represents prevalent experiences across HICs. Women in Scotland (Baldeh, 2013) and 

Canada (Chalmers & Omer-Hashi, 2000), for example, described antenatal HCPs as 

disinterested in FGM, making minimal to no attempts to “discuss birth practices and 

care management” (233).131 As the exception, one woman in Baldeh (2013)—after 

being told to disclose by a friend—described an antenatal FGM consultation so 

“traumatic” and humiliating that they recommended others keep silent. Strained HCP 

FGM communication has also extended to child protection. In Belgium, 97% of 

midwives reported taking no preventative actions (Cappon et al., 2015). Only 10.8% 

of them were also able to explain this, arguing: 

 

 

131 See also Bulman and McCourt (2002), Turkmani et al. (2019), and Vangen et al. (2004).  
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It is not their responsibility, they experienced too many 

communication problems, parents themselves have already 

indicated that they did not want FGM, they did not council out 

of respect for the cultural or religious tradition, they thought 

the delivery room is not an appropriate place for prevention 

work, a lack of knowledge, or they stated that FGM does not 

occur in Belgium.  

(Cappon et al., 2015:e32) 

 

This is particularly concerning for HICs like Scotland, where participating women in 

Baldeh (2013)—while sharing protective views—explained that they “receive lots of 

pressure from the grandparents to take children back home for circumcision” (25). The 

literature also suggested that related institutional policies (see Section 3.3.1) and FGM 

discussions are becoming more commonplace in HICs. Among 53 affected women 

who received care in Australia, discussed in Shukralla and McGurgan (2020), 47 had 

a documented discussion about their FGM type. However, only 11% had been told 

about the maternal risks from FGM, and only 9 had been informed of the law in 

Australia.  

 

When antenatal FGM communication has been neglected, both HCPs and women with 

FGM have described the unavoidable intrapartum discussions that result as highly 

challenging. As a midwife in Dawson et al. (2015c:21) stated, “You cannot rationalise 

with women” in the midst of their labour pains regarding, for example, their immediate 

need for deinfibulation but also the illegality of reinfibulation. Women in Australia 

also found that their requests for deinfibulation while in labour were ignored and as a 

result they experienced painful perineal tears (Vaughan et al., 2014). In addition to the 

negative physiological outcomes of poor communication, negative psychosocial 

outcomes have also been reported, such as women feeling fatalistic, out of control of 

their care, and alienated by uncommunicative or unskilled HCPs (Scamell & 

Ghumman, 2019:15; see also Turkmani et al., 2019; Berggren et al., 2006:55; Essén et 

al., 2000:1510). However, little evidence exists on interventions addressing the issue 

(Scamell & Ghumman, 2019; Ogunsiji, 2015). Instead, anecdotal recommendations 

for how to improve communication dominate the literature. For example, in 

Thierfelder et al. (2005), Swiss African women requested more time for antenatal 
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discussions and more information on the implications of FGM and what to expect for 

their maternal care and labour (see also Villani et al., 2016). In Baldeh (2013), Scottish 

African women also recommended that HCPs receive more intercultural training to 

improve not only antenatal communication on FGM but also other relevant cultural 

experiences (e.g., accessing unfamiliar healthcare systems). As one woman argued, 

 

They make the forms look as if everyone pregnant is the same 

regardless of their culture. But the truth is we all have different 

experiences in our lives. These cultural differences should be 

taken in to account during antenatal care.  

(P1 in Baldeh, 2013:27) 

 

Therefore, to best address the lack of healthcare organisation, policy, and evidence-

based practices regarding FGM and intersectional communication, significantly more 

research is required to understand and validate such recommendations, and in 

particular studies that consider how HCP communication strategies might differ 

depending on the stage of maternal care (i.e., antenatal or intrapartum) of women with 

FGM. Only then can effective interventions be developed to combat behaviours linked 

to poor FGM communication among women and their HCPs, as well as the other 

associated barriers to maternal care equity and social equality discussed throughout 

Section 3.3. Fortunately, the following section summarises additional 

recommendations included within HIC FGM literature that further suggest how all 

levels of society can support such transformative efforts.  

 

3.4 The Transformative Dimension of Maternal Care for Women with FGM 

Themes present within the literature relevant to the transformative dimension of 

maternal care equity and equality for women with FGM are described throughout this 

section. Section 3.4.1 details notable organisational advances where HIC health 

systems have begun to embed FGM policies into practice. Sections 3.4.2 to 3.4.5 

address each exclusionary theme discussed in Section 3.3 (FGM competencies, de- 

and reinfibulation, intersectionality and discrimination, and FGM communication) by 

summarising the dearth of literature that has responded to those barriers (as identified 

by Leye, 2018). Therefore, this narrative largely describes examples of unvalidated 
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recommendations, interventions, and resources for women and professionals, which 

often continue to reflect national and international guidance, as described in Section 

3.3.1.  

 

3.4.1 Evidence of Institutional Guidance, Resource & Training Provision 

Reflecting findings addressed in Section 3.3.1, one enabler of maternal care equity and 

social equality for women with FGM living in HICs found in the literature is the 

development of organisational responses to FGM. For example, third-sector and 

government reports have published contact information for FGM clinics and specialist 

HCPs available in the UK (FORWARD, 2017; 2019; RCOG, 2017). However, the 

efficacy of these resources remains untested. For HCPs, more consistent and accessible 

safeguarding (UK Government, 2017) and data-collection guidance (NHS Digital, 

2018), materials, and training have also become available (Health Education England, 

2021b; National FGM Centre, 2016; RCM, 2021; UK Government, 2016). In support 

of these developments, Barnawi (2018) conducted one of the only FGM course 

assessments this review found. That study found that a digital e-book covering FGM 

for undergraduate nursing students significantly improved their FGM knowledge and 

confidence. Students’ attitudes toward the importance of that knowledge; the provision 

of clinically, culturally, and ethically competent care; and engagement of women in 

FGM discussions were also more positive. Conversely, their attitudes toward the 

minimisation of the “current clinical gap regarding complications” (Barnawi, 

2018:142) due to FGM and its impact on women’s health and healthcare were 

significantly more negative.  

 

As discussed in Section 2.5.1, Leye (2018) has noted how European health systems 

have historically reduced FGM to an intrapartum surgical issue. Yet their assessment 

of “multidisciplinary FGM/C reference centres” in Belgium (ranked seventh in FGM 

prevalence in Europe [End FGM European Network et al., 2020:52]) also detailed a 

transformative exception that has provided “medical, psychological and sexual 

healthcare to women and girls” (64). Here, Leye explained that the identification of 

locally substandard care for affected women, limited training for HCPs, and the early 

(circa 2008) interest of the Belgian Federal Minister of Health (especially as regards 
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clitoral reconstruction) led to the establishment of these centres. Interestingly, O’Brien 

et al. (2017) also described the inception of Insight to be “a result of Baldeh’s [2013] 

research” (29) and their evidence of an underdeveloped healthcare response to FGM. 

This indicates that research and political will are significant transformative factors in 

the development of maternal care equity for women with FGM—prioritising the issue 

in both discourse and funding. Furthermore, Belgian HCPs in Leye (2018) perceived 

that once established, the service sent a powerful message to communities that FGM 

was understood; could be skilfully addressed; and was taken seriously as a legal, 

ethical, clinical, and psychological concern by the health system.132 Therefore, Leye 

determined these centres to be critical for both HCPs’ professional development and 

women’s access to care. However, Leye further noted how HCP FGM training was 

still not standardised in Belgium, and that a lack of inter-centre cooperation and 

interdisciplinary meetings persisted. Participating HCPs also argued that the 

significant administrative burden exerted by the centres and the shifting “political 

climate” (i.e., to anti-migration discourses [see also Section 2.3.1, Section 3.3.4]) 

would likely threaten their future financial sustainability (Leye, 2018:74). Thus, while 

organisational responses to FGM among HIC health systems have begun to improve—

particularly in embedding existing policies into holistic practice—further research is 

required to address gaps regarding more consistent service evaluation, long-term post-

surgical and postpartum follow-up accessibility, and how deficits in workforce 

cooperation impact specialised services for women with FGM.       

 

3.4.2 FGM Competence & Improved Healthcare & Support Access  

Literature related to FGM competencies has found increasingly positive attitudes 

toward learning about the practice (Section 3.3.2; Cappon et al., 2015; Dawson, 2015b; 

2015c; García-Aguado & López, 2013; Johansen, 2006; O’Brien et al., 2016; Paliwal 

et al., 2014; RCM, 2018a; Surico et al., 2015). As a woman who participated in a 2010 

UK Participatory Ethnographic Evaluation Research (PEER) study conducted by 

FORWARD explained: 

 

132 Interestingly, Leye (2018) also noted that surgical follow-ups were not well attended by 

women, representing an ongoing complication to long-term monitoring and evaluation.  
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We want to come and learn this because we like a challenge, I 

wanted to know more, I had an idea but the information I 

received was more helpful. I didn’t know about Type 1, 2, or 

3. 

(FORWARD, 2010:3) 

 

However, little research has been conducted to specifically investigate the relationship 

between FGM competencies (among women and HCPs) and maternal care equity or 

equality. Instead, the literature has more often included recommendations based on 

assumptions of their positive correlation. For example, the review by Moore (2012) 

recommended that an obstetric education include an expansion on cultural competence 

training, as with sufficient reflexivity it is believed to improve clinical procedures, 

respect, and communication (see Section 2.5.1). As Moore explained:  

 

[Cultural competence training] represents a journey where 

HCPs acknowledge their own limitations. It is integral in the 

management of obstetric care as it increases the scope for early 

identification of FGM and promotes a patient centred approach 

to defibulation, pain management and intervention during 

childbirth. 

(Ibid.:v) 

 

In the few papers that have considered the outcomes of improved FGM competencies, 

improved access and experiences for women have been found (Bulman & McCourt, 

2002; Leye, 2018; Lundberg & Gerezgiher, 2008; Moxey & Jones, 2016; O’Brien et 

al., 2017). As regards access, a UK specialist FGM midwife anecdotally linked HCP 

FGM awareness to increased specialist referrals (Stephenson, 2019). Dawson et al. 

(2015c) also found that when HCPs were perceived by affected communities to be 

knowledgeable in FGM, women’s awareness of services improved. This was 

demonstrated by a participating midwife who stated:  

 

Women turn up at my clinic and I’ve never met them before but 

they know me, and they know where I’m from and they know 

it’s because … we’ve been recommended by somebody. Word 

of mouth is a really powerful recommendation.  

(Dawson et al., 2015c:211) 
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Women who have described positive care experiences have also often emphasised the 

importance of HCP FGM awareness, educational ability, and skill. In O’Brien et al. 

(2017), for example—while fears of accessing healthcare (see Section 3.3.2) 

persisted—African women in Scotland described Insight Team members as 

knowledgeable and sensitive, and that midwives were an important source of 

information on FGM in relation to their bodies, their lives, and childbirth (ibid.:29). In 

context with Baldeh’s (2013) findings, O’Brien et al. (2017) have therefore offered the 

first evidence of transformative contributions to maternal care equity and social 

equality for women with FGM enabled by Insight. Literature such as this has also 

indicated that improved FGM competencies are likely to improve on those negative 

behaviours and practices noted in Section 3.3.2, even though research specific to 

determining the efficacy and outcomes of interventions seeking to improve FGM 

competencies among women and HCPs in context with maternal care remains scarce.  

 

3.4.3 Deinfibulation Accessibility & Women’s Confidence in Their Care   

Literature that evaluates the relationship between maternal care equity and equality for 

women with FGM and de- and reinfibulation-related experiences is highly limited. As 

a notable exception, women in O’Brien et al. (2017) described improved de-

infibulation procedures compared to their absence, as reported by Baldeh in 2013 (see 

Section 3.3.5). One participating woman provided a clear example of this shift: 

 

The midwife said to me “If you want I can open it for you. If 

you don’t want that I won’t.” We talked about it a lot. After 

four months I tell her “I want you to open it for me. Do me a 

small operation.”  

(O’Brien et al., 2017:31) 

 

This discussion was also noted to have had a positive impact on the woman’s second 

pregnancy, which was simply described as “much easier.” O’Brien et al. also linked 

this change in practice to improved trust and confidence in HCPs among women. 

However, beyond those positive clinical outcomes described in Section 3.3.3 (see also 

Banks et al., 2006), no additional information was found within the literature on 
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transformative enablers to care equity and equality related to antenatal or intrapartum 

deinfibulation beliefs or decision-making, education, surgical skills, or reinfibulation 

communication.   

 

3.4.4 Improvements in Intersectional & Anti-Discriminatory Organisation & 

Practice 

Evidence of enablers related to intersectionality and the discrimination of BAME and 

migrant women with FGM within HIC literature is often limited to untested 

recommendations based on exclusionary barriers. For example, Dr Sabera Turkmani 

et al. (2019) have argued that HIC health systems should develop services that promote 

“cultural safety.” According to Curtis et al. (2019), cultural safety is arguably a more 

accountable alternative to HCP cultural competence training (Moore, 2012; Shahawy 

& Nour, 2021; see also Section 8.2.2.3). For example, culturally safe development 

should apply to HCPs, healthcare organisations, and health systems alike, and 

specifically that each of these mechanisms “be prepared to critique the ‘taken for 

granted’ power structures and … to challenge their own culture and cultural systems” 

(1). Moreover, health systems would actively communicate to their workforce that the 

reorganisation, training, and evaluation used to maintain cultural safety (as defined by 

relevant communities) is vital to health equity. Beyond theoretical recommendations, 

some articles also addressed HCP attitudes toward factors that may address 

intersectional discriminatory issues. For example, while recognising the economic 

constraints of their health system, Australian midwives in Dawson et al. (2015c) and 

Ogunsiji (2016) acknowledged the importance of extending consultation times, 

sensitivity, PCC, and mental health and language awareness for affected women (see 

also Leye, 2018).  

 

A few HIC papers highlight transformative enablers relevant to language 

discrimination and intersectionality with direct evidence. Regarding language 

discrimination, in 2020, Susan Jacoby tested the use of historietas or “graphic comic 

book style educational brochures” to address language barriers for migrant Somali 

women. While these historietas were ineffective at improving women’s understanding 

of the health information needed to participate in their healthcare (i.e., their health 
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literacy), the historietas did improve their FGM knowledge significantly. In Bulman 

and McCourt (2002), English HCPs who maintained continuity of care were also 

identified as more likely to take additional consultation time with LOTE-speaking 

Somali women to mitigate language barriers. However, the barrier was still perceived 

to be a significant challenge to women’s involvement in their care, with one woman 

explaining, “They made an effort, but there was always something missing. They try 

and try to explain, but still you cannot get it, the real information you need” (Bulman 

& McCourt, 2002:373).  

 

As to intersectionality, in 2020 a woman identified as “Tasneem” reported more 

interdisciplinary FGM support in the UK than in their native Sri Lanka. They 

explained:  

 

When I was 40, I went to tell my GP that I’d had FGM when I 

was seven, please can I have counseling. I could only do that 

because I was in Britain. The counselor was marvelous, she let 

me rage and cry. Now I am able to speak about things.  

(End FGM European Network et al., 2020:29) 

 

This counselling referral was also further described as contributory to Tasneem’s 

willingness and future ability to seek care, communicate about, and even advocate 

against FGM. In Leye (2018), women who attended counselling in Belgium were also 

perceived by HCPs to be grateful to receive interdisciplinary support (e.g., regarding 

additional gender-based traumas, sexual identity, body image, etc.), as FGM was not 

always their primary concern.133 A specialist sexologist explained:  

 

I receive very positive feedback. Many women tell me that it 

feels good to have space where they can finally speak out, ask 

questions, where there is no judgement.… They tell me: “Wow, 

I learn something about a subject that has always been taboo.”  

(Ibid.:73)  

 

 

133 See also Abdulcadir et al. (2015), Einstein et al. (2019), and Johansen (2002; 2006).  



PhD Global Health Matriculation #16008544 

 

97 

 

Yet Leye also noted that the national reimbursement scheme for interdisciplinary FGM 

reference centres was unavailable to asylum seekers and undocumented migrants. An 

inadequate number of translators was also linked to persistent language barriers and 

dropouts for psychological and sexual counselling referrals. Therefore, a small number 

of authors have begun to propose interesting organisational alternatives to unreliable 

anti-discriminatory frameworks like cultural competence, such as measuring attitudes 

toward anti-discriminatory practices and testing interventions that more holistically 

address the realities of FGM-affected pregnancies. However, a better understanding of 

the effectiveness of these organizational alternatives in changing those discriminatory 

values, beliefs, and behaviours identified in Section 3.3.4 and their outcomes for 

women’s maternal care experiences is still required.   

 

3.4.5 The Influence of Community Involvement & Carer Continuity on FGM 

Communication 

In 2010, FORWARD’s UK PEER study suggested that simply engaging women in 

FGM discussions had the potential to improve their confidence to do so. Additional 

studies have pinpointed appropriate ways of talking to women about FGM that 

contribute to maternal care equity and equality. For example, Heinrichs and 

Oluwatoyin’s (2020) beta test of an FGM screening tool identified FGM-related 

language that was potentially embarrassing to affected women, but otherwise 

innocuous to many Canadians (e.g., “scar,” “sex”). The review by Turkmani et al. 

(2019) also highlighted how women from countries where FGM is endemic often 

preferred to speak about FGM in person and appreciated being spoken to directly, even 

when translators were used or when they did not fully understand their HIC HCPs. 

Transformative recommendations have also included the “caseload care” model (i.e., 

maintaining HCP continuity through the antenatal, intrapartum, and postnatal periods 

[see Forster et al., 2016]) (Bulman & McCourt, 2002); specialised FGM training 

(O’Brien et al., 2017); and the inclusion of community advocates or  “confident peers” 

in consultations (Evans  et al., 2019a:13; see also Sharif-Mohamed, 2020). However, 

further evaluation of these methods is required. Finally, Leye (2018) found that 

specialised services in Belgium improved FGM communication, particularly when 

pathways were described as moving at each woman’s “individual pace” (see also 
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Thierfelder et al., 2005). Therefore, studies have indicated that policy and practice 

regarding FGM communication are improving—though the evaluation of specialised 

care pathways (including those prioritising care continuity) has still been neglected.    

 

3.5 Summary   

This review has found that literature relevant to maternal care for women with FGM 

living in HICs often describes equity and social equality as defined by sustainable, 

interdisciplinary specialist FGM services with person-centred pathways supported by 

the training and resources HCPs need to deliver them. Barriers that keep in place 

inequity and inequality are also informed by this interpretation. Organised under five 

distinct themes, this has included persistent organisational weaknesses in the 

translation of policy and guidance into practice—particularly in the provision of 

adequate HCP training and community support regarding FGM competencies, de- and 

reinfibulation risks, intersectional and anti-discriminatory practices, and FGM 

communication. In response to these barriers, promising enablers have also been 

identified within the literature, including: 

 

• Accessible HCP training in FGM, de- and reinfibulation, and LOTE 

communication.   

• Culturally safe and accessible resources for women (e.g., sign-posted 

services, LOTE-accessible information and education, healthcare 

advocates, translators) and HCPs (e.g., e-learning,134 screening tools).  

• Interdisciplinary and intersectional counselling. 

• Continuity of maternal care.  

 

However, in considering the quality of the literature, limitations regarding the 

knowledge constructing this interpretation of maternal care (in)equity and (in)equality 

are also recognised. Primarily, the literature continues to demonstrate a lack of 

community input (especially in policy and guideline development), as discussed in 

Section 2.3.1. This has left the present interpretation of the needs of BAME women 

with FGM vulnerable to (mis)interpretation. As previously suggested by Sweileh 

 

134 “E-learning” refers to educational activities carried out via electronic media (e.g., the 

internet).  
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(2016), to “widen and enrich the literature on FGM/C” (11), future investigations 

should therefore consider research methods more genuinely inclusive of a diversity of 

cultures, organisations, and individuals.  

 

HIC FGM literature is also saturated with descriptive studies concerning the FGM 

awareness, attitudes, and knowledge of women and their HCPs in the generalised 

context of “maternal care.” Consequently, existing knowledge is overwhelmingly 

focused on generalised micro-level barriers (e.g., inadequate HCP FGM knowledge) 

and significantly lacks follow-up investigation into effective interventions. This focus 

has also left the present interpretation of the needs of BAME women with FGM 

vulnerable to fundamental attribution error135 (a.k.a. correspondence bias or the 

attribution effect)—a concept which recognizes when observers prioritise the 

importance of individual “dispositions” rather than “situational pressures and 

constraints acting upon all subjects” (Ross & Anderson, 1982). Therefore, in the 

absence of further investigation into how health systems contribute to exclusionary 

mechanisms such as individual or group values, beliefs, and behaviours and how to 

address organisational weaknesses, the understanding of maternal care (in)equity and 

social (in)equality for women with FGM remains incomplete.  

 

Additional gaps in the literature key to understanding the antenatal care of women with 

FGM living in HICs like Scotland also include validated:  

 

• Mechanisms for effectively understanding local FGM epidemiology;  

• Best practices for FGM management from antenatal to postnatal care;  

• Tools to assess and address gaps in HCP FGM knowledge and attitudes 

and screening, identification, documentation, care, and support 

competencies; and 

• Intersectional and anti-discriminatory FGM policy evaluations 

(Atkinson et al., 2019:1524).  

 

 

135 The term “fundamental attribution error” was coined by social psychologist Lee Ross in 

response to the studies of Jones and Harris (1967) and Bierbrauer (1973).  
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In context with the present study, this review has not only described the concept of 

antenatal care equity and equality for women with FGM living in HICs informing 

services like Insight but also critically assessed the quality of the underpinning 

knowledge. The following chapter explains how this understanding was used to design 

a more inclusive, multilevel case study of Insight and its guideline.   
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Chapter 4: Research Design 

This chapter describes the methodology used for this research. It starts with the 

presentation of a diagram that summarises the components of the research design 

(Section 4.1). In Sections 4.1 and 4.2, the various influences on methodological 

decision-making for this study and the selected critical communicative methodology 

(CCM) are explained. Section 4.3 then briefly outlines how professional and public 

involvement (PPI) was used to further refine the study design. Within Sections 4.4 and 

4.5 the study methods—including primary interviews and secondary statistical, survey, 

and documentary data analysis—are detailed. Section 4.6 then details the data 

management and safeguard protocols for the study. Section 4.7 discusses the various 

analysis methods (thematic, descriptive statistical, and document) applied to each data 

set, and their triangulation (Bouregault et al., 2010:566). The ethical integrity of the 

study design is included in Section 4.8. Section 4.9 then details the key study 

constraints and limitations that have affected the research design. Finally, Section 4.10 

presents an account of my personal and professional influences on the project, and the 

reflexive practice used to mediate them. 

 

4.1 Research Preparation 

The initial preparation phase of this study included conversations with a diverse group 

of local stakeholders. There were several discussions with the Insight Team lead, 

community health service leaders, the Police Scotland public protection unit, and 

African community members. In addition, governmental, academic, and community-

led activities related to FGM protection, prevention, and service provision136 were 

observed. A key benefit of these preparations included a better understanding of the 

development processes that produced Insight and its guideline, and in particular its 

increasingly multisectoral and community-inclusive approach, although a significant 

lack of BAME leadership (especially in the public sector) within those processes was                  

#

 

136 For example, FGM International Day of Zero Tolerance events led by the NHS and KWiSA, 

educational talks led by Fatou Baldeh (2013) and other anti-FGM advocates, and a My Voice 

dissemination event (O’Brien et al., 2016, 2017).  
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Figure 11: Illustrated Research Design 

 

 

(Adapted from Boehnert, 2012)

Communicative Interaction 

Case Study 
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noted, as also indicated by authors represented in Sections 2.3.1 and 3.3.4. 

Stakeholders also helped identify four key topics of interest related to local antenatal 

FGM management, including: 1) the impact of collaborative and motivated individuals 

on programme development; 2) the moral dimensions of FGM management (i.e., care 

equity); 3) the power relations in health system policy (i.e., social equality); and 4) the  

intersectional needs of affected women. Therefore, an interdisciplinary literature 

review was conducted to identify a methodology that would both practically support 

descriptions of stakeholder views of and experiences with Insight and philosophically 

support an examination of these topics. 

 

4.1.1 Methodological Considerations for a Relevant Research Design  

Essentially, the primary purpose of this study was to explore the issue of antenatal 

FGM management within a multidisciplinary NHS Scotland FGM healthcare 

programme, and to use the resulting understanding to inform quality improvement. 

The study was designed to serve this purpose, with a careful consideration of the 

setting, the existing knowledge in the field of FGM, and the sociological theories 

considered within that body of knowledge. This design process helped to contextualise 

the four key Insight-related topics identified in consultation with stakeholders, and to 

link them to multilevel concepts such as autonomy, healthcare equity, social equality, 

and intersectionality. As the dearth of HIC FGM literature beyond the field of 

obstetrics is well understood (Section 3.2; see also Biglu et al., 2017; Evans et al., 

2019a; 2019b; 2019c), it is unsurprising that each of these complex concepts has been 

poorly reported on. Thus, I sought a theoretical approach would help capture insights 

related to these contextually underresearched concepts and their impact on programme 

development, implementation, reception, and outcomes. 

 

Initially, two evaluation frameworks were considered for their relevance to the purpose 

of this study: the “Learning, Evaluation and Planning” or “LEAP” framework and 

Reeve et al.’s (2015) unnamed health service evaluation and monitoring framework. 

LEAP is a process evaluation framework developed in part by NHS Health Scotland 

(2003). LEAP practitioners use the seven key domains of development defined by the 

# 
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Figure 12: The LEAP Framework Diagram  

 

(NHS Health Scotland, 2003:2) 

 

framework—and illustrated in Figure 12—to address identified community health and 

well-being needs across diverse settings. These domains, once clearly defined, can 

then be used to plan effective evaluations. The framework is meant to produce public 

health recommendations specific to local community needs and to inform development 

that is innovative and evidence-based. LEAP can also be used to identify or clarify 

developmental agendas, goals for public health planning, and relevant evaluation 

indicators that are uncontested among stakeholders. While I initially identified LEAP 

as a promising approach for describing the organisation of Insight and for generating 

evidence-based recommendations for continuous quality improvement, the framework 

was ultimately deemed inadequate, due to its focus on well-defined needs and 

programme aims, provision, and outputs, and its lack of capacity for exploring ill-

defined needs (e.g., intersectional), external contexts (e.g., institutional policy), or 

morality in the organisation of antenatal FGM management.  
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Figure 13: The Health Service Evaluation Framework 

 

 
(Reeve et al., 2015:93) 

 

As for the second framework considered for use in this study, in 2015, Reeve et al. 

developed the integrated healthcare evaluation and monitoring framework inclusive of 

Dr Avedis Donabedian’s (1988) three domains of structure, process, and outcomes 

(see also Starfield et al., 2005). These domains are used to determine healthcare 

performance, with the foundational concepts included in Figure 13 used to evaluate 

their quality. Simply put, the framework is meant to inform service modifications that 
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are relevant to and effective for the needs of local communities and offers greater 

complexity and flexibility than LEAP. Reeve et al. (2015) developed the framework 

specific to the needs of remote populations (i.e., Australian Aboriginal and Torres 

Strait Islander peoples), but they also instruct:  

 

The key primary health care evaluation principles are 

applicable to other contexts and the indicators can be 

successfully modified for purpose, based on the demographics 

and health needs of the population using local tacit knowledge 

and expertise to ensure flexibility and adaption. 

(Reeve et al., 2015:97)  

 

In particular, the framework’s capability to link policy, cultural, and societal norms 

and values, and health service performance to health outcomes was of particular 

interest to this study (Reeve et al., 2015:91; WHO, 2017b). However, upon review, the 

framework was found to have limited utility for an in-depth exploration of potential 

contentions and trends and forces at the interpersonal level of impact. In regard to the 

former, with the complex integration of public health and protection processes 

included in the antenatal Insight pathway in mind (see Section 2.5.5), I determined that 

the Reeve et al. framework could not effectively explore potentially competing 

stakeholder priorities and professional paradigms that are key to their views of, and 

experiences with, Insight. As for the latter, the framework does not allow the analysis 

of the influence and interactions of key individuals (i.e., Fatou Baldeh, the Insight 

midwife, and Insight gynaecologist [see also Section 2.5.1]) as significant drivers of 

Insight. 

 

Two notable theories were also considered to inform the design of this study: 

healthcare inequalities and healthcare access. Theories of healthcare inequality situate 

health disparities (i.e., differences in health between groups or individuals) in their 

historical and cultural contexts. This is meant to inform policies and services that target 

such conditions for development. Per Arcaya et al. (2015), the theory could also help 

trigger critical discourse on 
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the merits of policies that prioritize the elimination of health 

disparities versus those that focus on raising the overall 

standard of health in a population. 

(Arcaya et al., 2015:1) 

 

Theories of health inequality are highly relevant to this study, as BAME women with 

FGM face the reality of intersecting health disparities. For example, racial disparities 

in maternal health have been well documented among Black women, particularly 

related to mortality and morbidity (Taylor, 2020). At the same time, as discussed in 

Section 2.1, women with FGM face a high relative risk of adverse maternal and 

neonatal outcomes as compared to unaffected maternal populations (Banks et al., 

2006; WHO, 2020b). Thus, theories of health inequality could help identify and 

describe locally relevant factors (psychosocial, geographic, economic, behavioral, 

environmental, and others) to explain these and other social group–level antenatal 

health differences in women’s experiences with Insight. Critically, however, health 

inequality does not consider the potential moral dimension of such conditions (Arcaya 

et al., 2015; Davies & Sherriff, 2011). Therefore, as stakeholders describe the maternal 

health disparities historically experienced by women with FGM living in Scotland as 

unjust due to being partially preventable with reasonable adjustments to education and 

access, it was important that this study focus on theories of healthcare inequity and 

social inequality, with the latter related to women’s disadvantaged access to resources 

enabled at the policy level (see Section 1.1).  

 

Concerning theories of healthcare access, in 2013 Levesque et al. sought to clarify the 

complex concept of access. Often described as closely associated with “healthcare 

performance,” the authors define access as the opportunity for patients 

 

to identify healthcare needs, to seek healthcare services, to 

reach, to obtain or use health care services, and to actually have 

a need for services fulfilled. 

(Levesque et al., 2013:1)  

 

Theories of healthcare access have also developed determinants of accessibility, which 

involve the effective interaction of health system capacities (i.e., approachability, 
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acceptability, availability and accommodation, affordability, and appropriateness) and 

target population abilities (i.e., to perceive, seek, reach, pay, and engage). The theory 

is highly applicable to this study, as its related frameworks can be used to investigate 

how care seekers, Insight, and NHS Scotland produce congruities and incongruities 

between the characteristics of the antenatal pathway and the needs and expectations of 

women with FGM (Levesque et al., 2013:2; see also Cu et al., 2021; Penchansky & 

Thomas, 1981). However, the theory alone does not account for interagency and other 

external health system factors (e.g., systemic discrimination [see Section 3.3.4]) 

potentially influencing stakeholder experiences with Insight. Thus, a more holistic 

methodological approach—potentially inclusive of the concept of healthcare access—

was sought.  

 

Additionally, one might ask why further concepts were not considered for use in this 

study, such as the wider theories of implementation science (IS). The National 

Institutes of Health (NIH, 2023) describe IS as critical to addressing the “research-to-

practice gap” (Bauer et al., 2015). Simply put, since its establishment in the 1960s, IS 

has historically been used to ensure that intervention research is successfully translated 

into policy, service provision, and practice (Fynn et al., 2020; Rogers, 1962). Initially, 

IS practitioners took a highly empirical approach to praxis,137 as they would first test 

intervention methods in controlled research settings to determine their effectiveness. 

Promising models would then be piloted, “in a local context or scale[d] up to 

population level,” to determine their efficacy (NIH, 2023). By the 2010s, however, 

practitioners were becoming more interested in how and why interventions succeed or 

fail. Consequently, contemporary IS theory is now characterised by three aims: 

 

Describing and/ or guiding the process of translating research 

into practice (process models); understanding and/ or 

explaining what influences implementation outcomes 

(determinant frameworks, classic theories, implementation 

theories); and evaluating implementation (evaluation 

frameworks). 

(Nilsen, 2020) 

 

137 According to the McGraw-Hill (2023) glossary, praxis is defined as “Practical action that 

is always intertwined with a theory of society and aimed at revolutionary change.” 
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To meet these aims across contexts—and to address initial conceptual gaps—an 

extensive landscape of IS approaches has been developed. A list of just a few includes 

the Practical, Robust Implementation and Sustainability Model (PRISM) (see 

Feldstein & Glasgow, 2008), the Framework for Reach, Effectiveness, Adoption, 

Implementation, and Maintenance (RE-AIM) (see Tabak et al., 2012), and the 

Consolidated Framework for Implementation Research (CFIR) (see Damschroder et 

al., 2009; 2022). CFIR in particular—illustrated in Figure 14—potentially offered to 

this study a fit-for-purpose approach. Repositories of transferable, standardised, and 

measurable constructs linked to implementation, which enable the systematic 

observation of locally relevant determinants at any phase in the life of an intervention, 

are a keystone of CFIR (Kirk et al., 2016). This framework can also target health 

disparities and improve healthcare utilisation, potentially proving useful for describing 

the development of Insight, identifying the key mechanisms influencing its outcomes, 

and determining successes and failures in its implementation (e.g., see Vickrey et al., 

2012). However, as this study was being designed, CFIR was criticised for the poor 

distinctions made between key framework concepts (e.g., between anticipated and 

actual outcomes) (Kirk et al., 2016). While Damschroder et al. responded to these gaps 

in 2022 with the CFIR 2.0 outcomes addendum, at the time these gaps were known by                  

# 

Figure 14: Consolidated Framework for Implementation Research (CFIR) 

 

(Adapted from King et al., 2020) 
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practitioners to significantly complicate analyses (Kirk et al., 2016). Thus, this and 

other theories of IS were not considered for use in this study. Instead, a case study 

approach utilising the critical communicative methodology was selected for its strong 

applicability to the primary purpose of this study and those four key Insight-related 

topics identified in consultation with stakeholders.    

 

4.1.2 The Case Study Approach  

My methodological review determined that the critical communicative methodology 

(CCM)—discussed in great detail below—was most suitable for an exploration of 

antenatal FGM management by Insight, with an appreciation for a complex inner and 

outer setting, their multilevel impact, and the suspected interference of inequity, 

inequality, and intersectionality in the programme’s success. This capacity is largely 

attributable to the joint interest CCM takes in the objective social and historical 

systems and the subjective individual, intrasubjective, and intersubjective realities 

simultaneously constructing the views and experiences of relevant stakeholders in 

unjust social situations (Flecha & Gómez, 2004; Gómez et al., 2010; 2011). The 

methodology is also committed to this philosophical perspective from research design 

to dissemination, as CCM practitioners give equal status to the experiential knowledge 

and capabilities of target populations and to that of the scientific communities so often 

privileged to represent them (Flecha & Gómez, 2004; Gómez et al., 2010; 2011). Thus, 

CCM promotes the critical reflexivity required to explore, describe, and explain 

diverse mechanisms that produce the potential (in)equities and (in)equalities 

associated with Insight, and to generate recommendations with the potential to 

transform unjust exclusion within and without the programme. However, a suitable 

study design was also required to guide my use of CCM.  

 

As illustrated in Figure 11, my study of the Insight antenatal care pathway integrated 

CCM and a “case analysis” research design. While somewhat underutilised in health 

service research, the case study is a well-established research method used to produce 

in-depth, multifaceted explorations of complex issues in their real-world settings 

(Crowe et al., 2011). Case studies are often characterised as “naturalistic” as opposed 
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to “empirical,” with Crowe et al. describing the “central tenet” of the case study as 

“the need to explore an event or phenomenon in depth and in its natural context” 

(2011:1) rather than in a deliberately manipulated environment (Stake, 1995; Sheikh 

et al., 2002). Thus, case studies can be used to generate insight into particular issues 

in healthcare delivery and in this way illustrate broader lessons that may be learnt for 

development and use elsewhere. Furthermore, CCM has a history of case study 

application. Influential CCM practitioners have stated that the methodology is 

embodied by research methods such as narrative biography, ethnography, and “to a 

large extent, to case studies” (Gomez et al., 2006:9). The suitability of CCM and case 

analyses is also clearly evidenced by its use in the Mondragon (see Redondo et al., 

2011), WORKALÓ, and INCLUDE-ED studies (Munté et al., 2011; Oliver et al., 

2011). 

 

A CCM case analysis was recognised as highly applicable to the purpose of this study, 

especially as an “instrumental” case analysis. Crowe et al. (2011) define instrumental 

case analysis as using a particular case “to gain a broader appreciation of an issue or 

phenomenon” (2; see also Stake, 1995). Indeed, the present case of interest—defined 

as a grouping of NHS Scotland stakeholders in Insight (see Section 2.5.2)—was 

considered exemplary and potentially transferable for healthcare development in other 

geographic contexts and populations. Both a “critical” and an “interpretive” approach 

to the case were taken. Firstly, the interpretive elements of the study sought to 

understand the individual and shared social constructs that shape stakeholder views 

and experiences with Insight. Secondly, its critical elements were included to ensure 

that assumptions—including my own—would be challenged throughout the research 

process, especially in regard to the needs of BAME women with FGM and the 

presumed equity and equality within the cultural, institutional, and organisational 

realities in which they seek care. As clarified by Crowe et al.,  

 

In the context of interpretive case studies, researchers can 

usefully draw on a critical, reflective perspective which seeks 

to take into account the wider social and political environment 

that has shaped the case.  

(Crowe et al., 2011:5) 
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This approach was meant to inform an exploration of both the inner and outer contexts 

shaping interpersonal episodes of antenatal care and individual and professional 

attitudes toward FGM healthcare development (Crowe, 2011:1; Doolin, 1998). As 

reflected in its research questions (see Section 1.3.1), the approach specifically allowed 

for explanatory “what” and “how” questions: What gaps in understanding exist 

regarding causal links and relationships that would help explain experiences with 

Insight and that could help improve those experiences? How does that understanding 

help explain the (in)equities and (in)equalities perceived by stakeholders (Yin, 2009)? 

A CCM-led case analysis has also enabled the flexible collection of the diverse data 

sources required to explore these questions and their multilevel connections to policy, 

morality, and intersectionality. However, while this approach has ensured a high 

degree of data validity, case studies have been criticised for their lack of rigour and the 

need to interpret disparate, voluminous, and detail-rich data (Crowe et al., 2011). This 

will be further discussed in Sections 4.9 and 4.10. Therefore, to address these concerns, 

transparency has been central to the reporting of this study (Crowe et al., 2011).  

 

4.2 The Critical Communicative Methodology  

As introduced in Section 1.3, CCM is largely attributed to Professor Jesús “Pato” 

Gómez, and has been tested by other associates at the University of Barcelona 

Community of Research on Excellence for All (CREA, 2015)138 since the early 2000s. 

Broadly speaking, CCM emerged from the revolutionary traditions of the Latin 

American pedagogical focus (circa 1960),139 which includes the critical pedagogy of 

Paulo Freire (1968). From this foundation, CCM is intended to support researchers in 

the critical investigation of oppressed groups and subversion of the traditional research 

methods that have historically misrepresented them. More specifically, Gómez 

developed CCM as a philosophical approach by which to recognise individuals’ 

critical ability to lead in dialogue about themselves; their perceptions of, role in, and 

impact on society; and the persons and systems shaping society (Morley & Valentino, 

 

138 Established in 1991 by Ramon Flecha (CREA, 2015).  
139 For more information on the Marxist social movement surrounding the pedagogical turn in 

Latin America, see Motta (2013, 2017) and Jara (2010). 
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2013:66). This reflects Gómez and his colleagues’ belief that all people who can 

genuinely relate to a social reality can and should have the opportunity to play an equal 

role in ascribing meaning, knowledge, and understanding about that reality. The 

following sections describe the logic behind this philosophy (Section 4.2.1) and its 

relation to the aim of this study (Section 4.2.2). For critical reflections on the utilisation 

of CCM for this study, see Section 9.1. 

 

4.2.1 The Philosophical Positioning of CCM  

Gómez et al. (2006) describe CCM as based on the contributions of “Chomsky (1988) 

and Searle (1998) to the analysis of linguistic competencies, of Mead (1934) to 

interactionism, and of Habermas (1984) and Beck (1986) to social analysis and the 

creation of dialogic knowledge” (3).While only the second chapter of the CCM source 

material—the Metodología Comunicativa Crítica (Gómez et al., 2006)—has been 

published in English, this and additional CREA literature outlining CCM (e.g., García 

Yeste et al., 2011; Redondo et al., 2011) have assisted in grounding studies in the 

“critical communicative” framework. This framework, outlined in Appendix XII, aims 

to facilitate egalitarian interpretations of unjust social situations for their positive 

transformation (Gómez et al., 2010). As detailed below, the fundamental philosophies 

of this framework include epistemic dialogism in which scientific statements are 

considered the result of dialogue, and the communicative ontology in which social 

reality is constructed through interaction among people (see also Figure 11).  

 

Epistemology is a branch of philosophy that seeks to determine the nature of 

knowledge. Anthropologist Stephen P. Renya (2017) explains how this branch of 

philosophy helps researchers “know how to go about knowing” (3). In CCM, 

dialogism—adapted from the work of literary critic M. M. Bakhtin (1975)—bases its 

theory on the nature of knowledge on the scientific method; knowledge about reality 

is constructed, validated, restructured, and destroyed via recurring intersubjective 

interaction (i.e., “testing” and “retesting”). Gómez et al. (2010) also describe this as 

“scientific statements are the result of dialogue.” Furthermore, while related to social 

constructivist theories in that intersubjectivity is the basis for knowledge, dialogism is 

distinct in that it conceives of the developmental processes of individual intelligence 
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as defined by neither static social or cultural backgrounds (Ausubel, 1968; Zittoun et 

al., 2007) nor universal ones (Piaget, 1987). Instead, individual intelligence is co-

constructed by both culture (the interpersonal) and the individual (the intrapersonal)—

with both “in a state of constant development, dynamically linked and inseparable” 

(De Mello, 2012:134; see also Costa & Lyra, 2002; Vygotsky, 1996). Therefore, 

dialogism supports this study’s objective (see Section 1.3) to describe Insight from key 

perspectives (see Section 4.4.2) in a way that not only avoids the social, economic, 

intellectual, and political marginalisation of any group based on their social 

background but also recognises the potential of their unique authorities for 

understanding antenatal care for women with FGM.   

 

For the social scientist, knowing how to generate knowledge is not enough. As Renya 

(2017) explains, one must also identify a corresponding ontology—or the philosophy 

that “helps to define their object of study” (3) (i.e., the nature of reality). As the 

ontology of CCM (see Figure 11; Appendix XII), communicative interaction was 

developed as a successor to realist ontology (Fetzer & Almeder, 1993). The ontology 

of CCM sets it apart from other purely objectivist, constructivist, or socio-critical 

theories as it combines both subjectivist140 and objectivist141 theory (Flecha & Gómez, 

2004; Freire, 1968; Gómez et al., 2010; Vygotsky, 1986).  Gómez et al. (2010) describe 

communicative social reality as “a human construction” (19; Luckmann, 2008). This 

means that subjective realities and their construction (i.e., via individual processes of 

reflection, self-reflection, and intersubjectivity) should be considered. Additionally, 

communicative studies should consider the multiverse of objective social and 

historical systems (e.g., cultural, institutional, political) in which those individuals are 

embedded (Engeström, 2014; García Yeste et al., 2011; Gómez et al., 2006; Latour, 

2004). In CCM, these systems are represented by groups who share a particular “stock” 

or baseline of knowledge (e.g., regarding concepts like “FGM”) with the power to 

 

140 According to Bahari (2010), “Subjectivism refers to the beliefs that social phenomena is 

created from the perceptions and following actions of those social actors concerned with their existence” 

(23–24).   
141  According to Bryman (2016), objectivism refers to the belief that “social phenomena and 

their meanings have an existence that is independent of social actors” (16).  
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influence action (e.g., practicing FGM or not). Therefore, the communicative ontology 

corresponds to this study in its aim to describe how intersubjective experiences with 

Insight and different institutional mechanisms (policies, organisations, practices, 

principles, values, behaviours, etc.) reinforce, reconstruct, or eliminate antenatal care 

(in)equities and social (in)equalities (Ford & Wargo, 2012; Luckmann, 2008).  

 

4.2.2 Applying the Postulates of CCM to a Study of Insight   

In Gómez et al. (2006), seven “postulates” or philosophical assumptions (outlined in 

Table 1) are provided to guide researchers in the design and conduct of critical 

communicative studies. In development, these postulates were aligned with this study 

in several ways. In particular, they have been used to facilitate a transparent, respectful, 

and egalitarian research design that meaningfully includes a diverse group of 

stakeholders (see Section 4.4.2). They have also been used to direct an interrogation 

and disruption (i.e., transformation) of antenatal care organisation, guidance, and 

practices for women with FGM. As expected by Gómez et al. (2006:9), however, some 

CCM postulates have had a stronger degree of influence on the study design than other. 

In particular, postulates 5, 6, and 7 have informed reflexive research processes used to 

question and mitigate the 1) representative, 2) intellectual, and 3) interpretive 

hierarchies that have historically misrepresented BAME women with FGM living in 

Scotland (see also Section 4.10). 

 

Concerning potential representative hierarchies, the CCM postulates (particularly “5. 

Same Epistemological Level”) supported this study in two direct ways. Firstly, their 

grounding in postmodern standpoint theory helped mitigate against the 

misrepresentation, and therein marginalisation, of BAME women with FGM by this 

study and my influence on it (Section 4.10; see also Sections 2.3.1; 3.3.4).142 

Developed by prominent Black feminists such as Patricia Hill Collins (1990, 1997),   

# #

 

142 This was initially formulated to overcome the representative limitations of earlier feminist 

movements. For more on the origins of standpoint theory, see Hegel (1807b) and Hartsock (1987).  
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Table 1: The Seven Postulates of CCM 

 
Postulate Description 

1) Universality of Language & Action Language and action are not privileged skills. All people are capable of communicating and acting 

in meaningful ways (Habermas, 1987). 

2) Individuals as Transformative 

Agents 

All people are capable of interpreting reality and acting upon it (Garfinkel, 1967). 

3) Communicative Rationality Understanding of a phenomenon is achieved through the intercommunication of individuals 

involved in that phenomenon, leading to the best means to any collective aim (Habermas, 1984, 

1987). 

4) Common Sense People interpret phenomena from their existing stocks of knowledge, beliefs, and conscience 

(Schütz, 1970). 

5) Same Epistemological Level The epistemological abilities of researchers are no more superior to any other person’s. Everyone 

can make arguments from their experience and contribute to research. 

6) Dialogic Knowledge Knowledge is created in a process of intersubjective dialogue. In sharing interpretations, 

perspectives, and beliefs, we can take part in arguments and reach a consensus on interpretations 

of phenomena. 

7) No Interpretive Hierarchy The ontological presumptions of researchers are no more superior to any other person’s. Everyone 

can to give meaning to their experience of their lifeworld from their own perspective. 

(Gómez et al., 2006:3-6) 

 

standpoint theory bases the validity143 of knowledge has enabled those whose “participation had previously been vetoed” to take part in 

the generation of knowledge from its inception to analysis, such as BAME women with FGM (García Yeste et al., 2011:286; see also         

#                    # 

 

143 Validity is defined by CCM scholars as “the ability of the knowledge to become transformative according to the findings of the experiences of the 

subjects” (Puigvert et al., 2012:522). 
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Beck-Gernsheim et al., 2003). Secondly, the inclusion of dialogic feminism144 in CCM 

scholarship has supported the study’s multi-stakeholder objective. Developed by 

Collins (1990) and Yuval-Davis (2012), dialogic feminism stresses that while those 

marginalised perspectives need to be included in social analyses, they should not 

replace dominant perspectives.145 Rather, in the generation of knowledge:  

 

Each group speaks from its own standpoint and shares its own 

partial, situated knowledge. But because each group perceives 

its own truth as partial, its knowledge is unfinished.… 

Partiality and not universality is the condition of being heard.  

(Collins, 1990:236–37) 

 

CCM has been applied in this study in a way which has helped facilitate a dialogic 

relationship (i.e., a relationship in which knowledge is produced from egalitarian 

processes of intersubjective dialogue [Table 1; see also Gómez et al., 2006:3–6]) 

between marginalised and dominant perspectives on both the study methods and 

antenatal care for women with FGM. This has contributed to the generation of socially 

responsible and valid research processes and contextual understanding.  

 

Concerning intellectual hierarchies, the CCM postulates (particularly “6. Dialogic 

Knowledge”) have been used to support this study in challenging real and potential 

power imbalances within the dialogic relationships it facilitated and analysed. Based 

on Jürgen Habermas’ (1984) belief in the universal capacity for language and Paulo 

Freire’s (1968, 1973) critical consciousness theory—which rejects the “banking 

model” of knowledge that conceives “students” as vessels into which “teachers” 

unidirectionally deposit information (Gómez et al., 2011:237)—Gómez et al. (2011) 

require communicative studies to respect the concept of cultural intelligence,146 that 

is, the universal ability to transform and be transformed by the knowledge of others—

including those “who do not possess academic skills” (Gómez et al., 2011:6). 

Moreover, Munté et al. (2011) explain that the level of this respect (i.e., of equality in 

 

144 Coined by feminist theorist Dale Bauer (1988).  
145 See also Munté et al. (2011), García Yeste et al. (2011), and Oliver et al. (2011).  
146 For more on the theory of cultural intelligence, see Racionero and Valls (2007). 
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a dialogic relationship) can be determined in part by whether it constitutes a 

multidirectional exchange of knowledge or a unidirectional assertion of “truth.” In the 

context of this study, this postulate has informed the equal valuation of marginalised 

and dominant knowledge. 

 

Finally, the CCM postulates (particularly “7. No Interpretive Hierarchy”) have been 

used to avoid an analytical approach by which the interpretation of the research team 

“is understood to be the only valid analytic perspective of the reality studied” (Oliver 

et al., 2011).147 Rather, CCM has guided this study in recognising the universal critical 

competence of all stakeholders (Beck et al., 1994; Gómez et al., 2006; Padrós et al., 

2011). Universal critical competence is a principle that includes both community-

based (“emic”) knowledge (Denzin & Lincoln, 2008; 2011) and scientifically based 

(“etic”) knowledge (Headland et al., 1990) as enabling interpretive capabilities (e.g., 

regarding social and historical realities). Essentially, this necessitates the 

empowerment of those without educational, social, or occupational relevance to the 

social situation in question to take part in what Morley and Valentino, (2013) describe 

as the “critical dialogue of their own critical analysis” (67; see also Racionero & Valls, 

2007).148  

 

4.3 Professional & Public Involvement in the Research Design  

As indicated in Figure 11, professional and public involvement (PPI)149 played an 

important role in the development of a relevant and ethical research design. Not unlike 

the advisory committees common among research institutes, universities, and even 

CCM (Gómez et al., 2006), PPI as defined by the National Institute for Health 

Research (NIHR) represents “an active partnership… distinct from participation in 

research” when non-researchers take on an active advisory role in research processes 

(Popay & Collins, 2014:5). The criteria for contribution to this PPI process included a 

 

147 See also Denzin and Lincoln (2013). 
148 See also Denzin and Lincoln (2008, 2011).  
149 In methods literature, “PPI” often refers to “patient and public involvement” (see the 2014 

NIHR guidance by Popay and Collins). I have chosen to substitute “professional” for “patient” to avoid 

characterisations of women with FGM as passive recipients of care, as this would directly contradict 

the philosophical orientation of this study (see Section 4.2).   
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familiarity with the aims of PPI and antenatal care for women with FGM. Joint 

meetings did not take place due to scheduling difficulties. Furthermore, while the 

contributors listed in Table 2 do not represent all relevant groups, their individual 

feedback, as collated in Appendix XIII—particularly regarding the study’s ethicality 

(Puigvert et al., 2012), methods, and materials (e.g., consent forms)—contributed to a 

more respectful and philosophically consistent design process and product. For 

example, PPI feedback helped determine areas for improvement related to the use of 

cultural and professional language within the research materials (see Appendix XIII). 

Contributors also helped improve the internal validity of the semistructured 

questionnaires described in Section 4.4.1 (see also Appendix XIV), with the inclusion 

of an inquiry regarding the RCOG (2015) 20-week deinfibulation standard, for 

example (see Chapter 2.5).  

  

Table 2: Professional & Public Involvement (PPI) Contributors  

 

Public Sector 

NHS Scotland Other 

Insight Team Members Police Scotland Officers 

Midwifery Research Champions Scottish National Action Plan for FGM Strategy 

Group Members Health Visitors 

Consultant Midwives 

Maternal Health Advisors University of Edinburgh Usher Institute PPI 

Advisory Group Members 

QMU Research Ethics Advisor 

Third Sector Community 

Community Public Health 

Organisations 

Members of the Local African Community 

 

 

4.4 Primary Research Methods  

After a review of potential primary research methods, qualitative interviews were 

identified as the best strategy for eliciting multidirectional (i.e., researcher–participant) 

conversations on stakeholder experiences with the antenatal Insight pathway 

(Dickson-Swift et al., 2008; Gómez et al., 2011:235; Liamputtong & Ezzy, 2007). This 

study utilised individual semi-structured interviews modelled after the 

“communicative daily-life stories” described by Gómez et al. (2011). This section 
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outlines this method, including the accompanying methods sampling (Section 4.4.2), 

recruitment (Section 4.4.3), process of conducting the interviews (Section 4.4.4), and 

interpretation procedures (Section 4.4.5).  

 

4.4.1 Communicative Healthcare Stories 

In Gómez et al. (2011), “communicative daily-life stories” are not intended to  

 

construct a biography of the research participant but to elicit a 

very reflective narrative of her or his daily life that sheds light 

on important events, present and past, and reflections as well 

as future expectations. 

(Ibid.:240) 

 

As in other CCM-based studies (e.g., Redondo et al., 2011), unlike more descriptive 

interview methods, this qualitative technique enabled participants to not only recount 

their experience with the antenatal Insight pathway but also interpret and reflect on the 

specific period of their lives in an exchange of knowledge with the researcher 

(Bechhofer & Paterson, 2000:89). Furthermore, by adjusting Gómez et al.’s (2011) 

daily-life stories to include a multidirectional researcher–participant dialogue 

(explained below), each interview stimulated insightful comparisons to and refutations 

of the experiences shared by other participants (recalled by me) and existing scientific 

evidence regarding barriers and enablers to maternal care (in)equity and social 

(in)equality for women with FGM described in the literature (see Chapter 3). These 

combined approaches therefore define the communicative healthcare stories utilised 

by this study to describe the transformative and exclusionary dimensions of antenatal 

care for women with FGM from a multi-stakeholder perspective. 

 

All qualitative interviews conducted by this study were based on semistructured topic 

guides developed specifically for each participant group (see Section 4.4.2), such as 

that exemplified in Appendix XIV. All topic guides were organised into three parts:  

 

1) Introduction and demographics,  

2) Experiences with Insight, and  

3) Participant reflection on research and experience, and recommendations.  
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All interviews began with introductory procedures to inform the participant of their 

rights (e.g., to withdraw from the study) and to establish a dialogic researcher–

participant relationship in which the participant was informed of the study’s objectives 

and that the objective of the interview was to share knowledge with the researcher, 

receive knowledge from the researcher relevant to their experience, and together 

interpret the two to produce a shared understanding of antenatal care for BAME 

women with FGM. Demographic questions (e.g., age, country of origin) were then 

posed to describe the sample. Part two of the interviews involved study-specific 

questions (numbers 2 and 3; as found in Appendix XIV), followed by related prompts 

relevant to each group, on two key topics:  

 

• Antenatal care expectations and pre-Insight experiences;  

• Experiences with antenatal NHS staff and Insight Team members.   

 

Each question was designed to be as universal and transparent as possible, and 

inclusive of both potentially positive and negative circumstances (Freire, 1970; Gómez 

et al., 2011). This improved participant control over the breadth and depth of their story 

and allowed space for unanticipated topics (see Section 7.2.1). In addition to guiding 

participants’ communicative healthcare stories, my role at this stage involved ensuring 

that sensitivity and comfort were maintained throughout the process (see Section 

4.9.2.1). I also engaged in more multidirectional exchanges and interpretations with 

participants when my knowledge of the literature or other participant experiences had 

the potential to elicit further reflection and confirmation, analysis, or refutation related 

to antenatal care equity and social equality for women with FGM. This egalitarian 

approach to knowledge-sharing and interpretation helped build mutual trust and 

confidence between me and the participants, grounded interviews in their experiences 

while not underestimating their epistemological abilities (see Section 4.2.2; Table 1), 

and reduced misinterpretation. 

 

The interviews concluded with questions informed by the evidence on maternal care 

for women with FGM in HICs, included in Appendix XV (Puigvert et al., 2012; Gómez 
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et al., 2006). The knowledge I shared with participants could then be confirmed, 

reorganised, or refuted—often supported by their personal experience (Gómez et al., 

2011:241). The data resulting from this process included further participant 

recollections, reinforced by previously shared experiences, and tapped into interpretive 

rather than just reflective descriptions of Insight and the evidence informing some of 

its processes. This helped to further identify shared and unshared knowledge; locally 

(ir)relevant and unacknowledged evidence; and experientially informed strategies to 

challenge the antenatal care inequities and social inequalities still being experienced 

by women with FGM in Scotland and abroad (Aubert et al., 2011:298). 

 

While CCM’s use of research in interviews has given stakeholders an important 

opportunity to directly critique academic knowledge on maternal healthcare for 

women with FGM living in HICs, it is also important to note that, as further discussed 

in Section 4.9.2.5, the second stage of research planned for this study could not be 

conducted (Gómez et al., 2011:240). Stage 2 of this study intended to invite members 

of all research populations (see Section 4.4.2) to participate in communicative 

discussion groups based on CREA’s AMAL: Immigration and Labor Market study 

(Gómez et al. 2010:28). The ultimate goal of Stage 2 was to request that these groups 

(A, B1, and B2) validate, disprove, and refine my interpretations and conclusions 

through: 

  

1) Communication on and negotiation of the differing interpretations of Insight 

for the establishment of a shared understanding, and  

2) The merging of individual subjectivity with a group subjectivity aimed at 

improving that situation through consensus (Gómez et al. 2010; Munté et al., 

2011:259; Puigvert et al., 2012). 

 

This was meant to improve the reliability of the results and potentially tease out aspects 

of the data I may have missed or did not recognise from my own standpoint (see 

Section 4.10).150 However, as Stage 2 was unable to progress, instead of resulting in 

consensus this study reports my own conclusions—as demonstrated in Figure 11—on 

 

150 See also Aubert et al. (2011), Gómez et al. (2010), Redondo et al. (2011), and Sarantakos 

(2013).  
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the multi-stakeholder dialogue simulated through the analyses described throughout 

Section 4.7 (see also Section 4.9.2.5). Nevertheless, the results of this study are fully 

intended to be put through this process in order to ensure that researchers and 

participants together contribute to the creation of scientific knowledge for the positive 

transformation of antenatal care for women with FGM living in Scotland. 

 

4.4.2 Population(s) Sampling 

The sampling strategy utilised by this study targeted those with precise knowledge in 

relation to the study’s aim. Unlike preceding Scottish research on FGM (e.g., see 

Baldeh, 2013; O’Brien et al., 2016, 2017), this required the participation of both those 

involved in the delivery of antenatal Insight services and those served by it. To identify 

these groups, the populations outlined in Figures 7 and 8 were considered for their 

relevance to the dialogic relationships shaping women’s experiences with the service. 

This warranted the inclusion of women referred to Insight for FGM, Insight Team 

members, and community midwives [CMWs] trained by Insight. Table 3 describes 

these four populations. Group A represents the clinical population subject to the care 

(in)equities and social (in)equalities of interest to this study. Group B1 includes the 

multidisciplinary FGM specialist consultants responsible for the Insight training and 

service delivery (i.e., Insight Team members; see Appendix II), and Group B2 includes 

CMWs as both a populace served by Insight and who serve a role in Insight referral    

# 

Table 3: Sampling Frames & Recruitment 

Population Code Total (#) 

Intended 

Recruitment 

Actual 

Recruitment 

Women Referred to Insight  Group A 110151 10 12 

Insight Team Members Group B1 6 6 5 

CMWs Trained by Insight Group B2 109 16 8 

    Total: 25 

 

 

151 These figures do not accurately reflect the total population of women who have attended an 

Insight referral. The Insight descriptive statistics accessed by this study (see Section 4.5; Appendix 

XVI) only reflects the number of referrals as of 2017, including women who have been referred for 

multiple pregnancies. These figures are therefore considered to be approximations.  
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gatekeeping (see Section 2.5). It is also important to note that, as a significant segment 

of Group A were known to speak a language other than English (LOTE) or speak 

English as a second language (ESL), it was determined that support for interpretation 

and translation in Arabic (i.e., the LOTE most common among LOTE and ESL 

speakers in Group A) would be required for this study. In addition to enabling access 

to professional and experiential knowledge relevant to the aim of this study, this 

sampling frame furthered the methodological congruence (see Section 4.2.2) and 

reliability of this study in including individuals from a variety of social positions. Their 

inclusion in not only an exchange of knowledge but also in the interpretation of the 

literature and data aims to challenge the traditional representative hierarchies described 

in Sections 2.3.1 and 3.3.4 (Redondo et al., 2011:281). 

 

Each cohort considered by this study had very different characteristics. The population 

of Group A included a diversity of 16 nationalities from Africa, the Middle East, and 

South Asia. As demonstrated in Appendix XVI, the majority of the 156 women referred 

to Insight for FGM from 2015 to 2018 were native to Sudan152 (54%), Nigeria (22%), 

and The Gambia (12%). While Insight did not share data relevant to FGM types, 13 

women were reported to have undergone deinfibulation. This suggests that women 

with Type-III FGM were likely in the minority. Only 5 women accessed antenatal care 

in a suburban area in Scotland, with the remaining 151 having done so in an urban153 

area.  

 

In relation to Groups B1 and B2 (i.e., NHS Scotland staff), in 2018, the NHS 

Information Services Division (ISD) reported that nursing and midwifery made up the 

largest staff group of the NHS (42.8%; 59,892) (NHS Scotland ISD, 2018). The 

median age of this workforce was 46 years, with 21.3% aged 55 or over. Interestingly, 

77% of all staff at the time were female. This trend was true for midwives as well, with 

40% in their fifties or sixties in 2018 (RCM, 2018b). Of the 36,916 practicing 

 

152 It should be noted that the Insight descriptive statistics collected for this study (see 

Appendix XVI) did not differentiate between Sudanese and South Sudanese nationals.  
153 The term “urban” is used throughout this thesis in the classical sense, to describe geographic 

areas sharing the general characteristics of a city. “Suburban” refers to those areas directly beyond city 

limits.  
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midwives at the time, 99.7% were female and 84% were White (of English, Scottish, 

Welsh, and Northern Irish ethnicity). Only 2.7% reported being of a Black African 

(772) or South Asian (217) ethnicity, with no data to identify Middle Eastern ethnicities 

(NMC, 2019c).  

 

Of the intentioned sampling frames, total populations at the time of study154 ranged 

from 110 to 6 persons (see Table 3). Therefore, estimated recruitment varied 

considerably by group. A reasonable estimate for Group A was determined by 

considering recruitment in a similar Scottish study (see O’Brien et al., 2016; 2017). 

This involved identifying how many women with FGM living in Scotland O’Brien et 

al. had recruited (n=43; n=48) and adjusting that number to reflect the smaller intended 

population of only such women who had attended an Insight referral. This resulted in 

a maximum expected Group A participation of 10. Given the small population of 

Group B1 and their request for this study, all 6 were expected to participate. 

Furthermore, while the Group B2 population was nearly equal to Group A, the 

expectation that they would be easier to reach than Group A155 led to an expected 

participation of approximately 15. These estimations brought the total anticipated 

sample size to n=25, which was considered to be sufficiently representative of each 

participant group for a valid analysis within the constraints of a doctoral research study.  

 

In consultation with PPI contributors, a number of inclusion and exclusion criteria 

were identified in order to determine who within the sampling frame would be safe 

and ethical to recruit (i.e., with consideration for the mental health of women who may 

have recently experienced a miscarriage). Group A inclusion criteria encompassed all 

persons who were referred to Insight since 2015 who:  

 

1) met with the Team midwife at least once,  

2) were able to provide informed consent, and 

3) were over 18 years of age.     

 

 

154 Early 2018.  
155 Further discussed in Section 4.9.   
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The inclusion criteria for Groups B1 and B2 encompassed all persons who 

 

1) were current members of the Insight Team or  

2) practicing NHS Scotland CMWs.  

 

The exclusion criteria designed for Group A were meant to protect those vulnerable to 

undue distress or unable to provide informed consent. This included all persons who 

 

1) have a physical or mental health condition that prevented their participation, 

2) have experienced a miscarriage, and those who were 

3) unable to communicate in English or Arabic.156 

 

The only exclusion criteria for Group B1 was all persons who no longer served as an 

Insight specialist consultant for FGM and the only exclusion criteria for Group B2 was 

all persons who had not been trained by Insight.  

 

4.4.3 Recruitment & Participation  

To provide an equal opportunity for individuals to take part in the study, the 

recruitment process was guided by a protocol in which all recruiters were trained in 

their respective role in recruitment, as detailed below. Recruitment for Groups A and 

B1 was led by the Team midwife as they had access to the Insight electronic register 

and also had established relationships with the other Team members. To avoid Group 

A selection bias, the Team midwife was provided with a list of 55 random numbers to 

match to referred women on the Insight electronic register. This helped the study 

access as broad a sample as possible. These women were then considered against the 

inclusion and exclusion criteria. Qualifying individuals were then mailed a group-

specific packet containing a study invitation, participant information sheet (PIS), 

consent form, and lay research schedule.  

 

 

156 There may have been a small number of potential participants who did not qualify for 

participation due to translation limited to Arabic. However, it was beyond the operational and financial 

means of this study to provide additional translation services. This is considered inconsequential to the 

integrity of the study. 
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All members of Group B1 were invited to participate by the Insight midwife at an 

Insight Team meeting. The Insight midwife also provided a formal introduction for me 

as the researcher, and for members of Group B2. I then led recruitment with these 

groups via email. Group B2 invitation packets were sent to community midwifery team 

leaders for distribution to CMWs. All potential participants were able to contact me 

(by phone, e-mail, or letter) or the trained Arabic translator (see Section 4.4.5) to 

request further information or communicate an interest in participating. After receiving 

a completed consent form,157 I reconfirmed each individual’s understanding of the 

study and their ability to consent and participate, and scheduled interviews.  

 

As noted in Table 3, 25 participants (all female) were recruited. As indicated in the full 

sample description included in Appendix XVII, Group A had the most participants 

(n=12). This somewhat contradicted the expectation that women with FGM would be 

the most difficult to reach (see Section 4.9). The average age of women with FGM was 

34 years. As noted in Table 4, these participants were native to Nigeria, The Gambia, 

and Sudan. While women were not directly asked about their FGM type in order to 

maintain sensitivity, from interviews it is suspected that most of the women who 

participated in the study live with Type-II FGM. The majority (83%) had a first 

language other than English, be it Arabic, Euroba, Ebu, Fula, or Mandinka. During the 

study period, the women had been living in Scotland between one and six years. The 

women had between one and six children, and 5 of the 12 women gave birth to their 

first child in Scotland. All but one participant were married. 

 

Table 4: Group A Countries of Origin & Interview Languages  

 
Country of Origin Interview Language 

 English Arabic 

Nigeria 4 0 

The Gambia 3 0 

Sudan 0 5 

 

 

157 Via email or the stamped addressed envelope included in the invitation packet.  
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Only one member of Group B1 was unable to participate. As indicated in Appendix 

XVII, eight members from Group B2 participated, proving more difficult to recruit 

than any other participant group. Contributing factors to this include:  

 

• Difficulties negotiating work schedules,  

• Confusion regarding the inclusion criteria,158 and  

• Absence from work.  

 

The average age among participants in Groups B1 and B2 (i.e., NHS staff members) 

was 43 years at the time of study. All self-identified as Caucasian and, as summarised 

 in Table 5, originated from either UK or EU countries. Only four participants were 

native to Scotland, with the remaining having settled in Scotland between 4 and 34 

years prior to their interview. Among NHS Scotland staff, 38% (n=5) were part-time 

employees, with the remaining 62% on full-time contract. 

 

Table 5: Group B1 & B2 Countries of Origin 

 
Country of Origin 

Scotland 4 

England 5 

Northern Ireland 2 

EU Country 2 

 

 

4.4.4 Data Collection Methods & Fieldwork Adjustments  

Several options were offered to participants regarding data collection to address 

challenges and concerns relevant to each group. This included the choice of an 

interview by phone or in person conducted in the participant’s home or place of work, 

QMU, or other public location of their choice. Ten Group A participants invited me to 

their home, with the majority of these interviews attended by myself, the participant, 

and an infant (five included an Arabic interpreter). Two Group A participants were 

 

158 Despite it being clearly indicated on the study invitation that members of the Group B2 

population were not required to have professionally attended to a woman with FGM in any capacity in 

order to participate, some CMWs said that their lack of direct experience meant that they could not 

participate in the study.   
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interviewed by telephone. The majority of Group B1 participants were interviewed by 

telephone. Seven Group B2 participants were interviewed in person at NHS offices or 

clinics, and one interview was conducted by telephone. 

 

A set of procedures were followed for each interview. To begin, I introduced myself 

and my role in the study. Interpreters were also introduced when present. Participants 

were then informed of the research objectives and the reasoning behind the reflective 

and critical roles being asked of them, as described in Section 4.4.1 (Gómez et al., 

2011). I recorded the interviews using either an audio recorder (n=31) or field notes 

(n=1) when requested (for more on data management, see Section 4.8).159 One 

significant adjustment made to the collection protocol involved two Group A women 

participating in a joint interview at their request. These women—being friends—

explained that both their well-being and time would benefit from this approach. As 

they had both been invited to the study, the arrangement was agreed upon. No 

additional changes were made to the data collection protocol for this interview, with 

questions asked to each participant in turn. This flexible approach cultivated further 

trust and participant control without significantly diminishing the reliability of the 

data.  

 

Group A engagement in the demographic and healthcare story portions of the 

interviews was frank and pragmatic. Most women were happy to share their antenatal 

care experiences, with some offering particularly in-depth and reflective accounts with 

little prompting. A small number of unanticipated topics relevant to the research 

question identified by Group A prompted me to add several questions to the original 

topic guide (see Appendix XIV). In the second half of the interviews, the majority of 

women engaged actively in critical comparisons of their own experience with the 

scientific and experiential knowledge I presented (see Section 4.4.1; Appendix XV). 

Participants often independently contradicted or agreed with research findings, 

providing direct examples and reasoning to support their own perspective.  

 

159 Field notes were also taken when participants provided relevant details about the study topic 

before or after recording started. 
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With Groups B1 and B2, the latter generated more unanticipated topics, which 

prompted additional questions to be added to each group’s topic guide. As with Group 

A, the topic guides for each of these groups were supplemented by unanticipated areas 

of inquiry relevant to the study when brought to my attention by participants during 

their interviews.   

 

4.4.5 Use of Arabic Translation & Interpretation  

To ensure that all qualifying Group A invitees could participate, resources for Arabic160 

document translation and interpretation were also included in the study design. Firstly, 

Arabic translations of all study materials were acquired through a private service. 

Translations were acquired for the full study invitation packet (including the invitation 

letter, PIS, consent form, and lay research schedule). Arabic study packets were sent 

in recruitment by the Insight midwife (see Section 4.4.5) to those known in the Insight 

database to require Arabic translations. Additional documents translated for Arabic 

readers also included those used during interviews, such as the study debrief and 

pamphlet with the contact information of local community support organisations (see 

Section 4.8.1).  

 

Secondly, all Group A invitees were given the contact information of the study’s 

primary Arabic interpreter in addition to my own. Key characteristics of the primary 

interpreter included her status as a member of the local African community and NHS 

Scotland health visitor with an MSc in international health and extensive experience 

working with new mothers and women with FGM. This individual was highly 

qualified to liaise with potential participants and facilitate those who speak Arabic to 

ask questions about the study and their potential involvement and provide fully 

informed consent. Thirdly, upon initially low Group A recruitment, the primary Arabic 

interpreter was also asked to offer study invitations to the small number of women 

with FGM whose postnatal care they were then responsible for. This ensured additional 

 

160 This was identified by Insight as the most common LOTE spoken among women referred 

for antenatal care from 2015 to 2018.  
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recruitment with the accurate consideration of potential participants against the 

inclusion and exclusion criteria prior to their invitation, despite the limitations imposed 

on the study by their involvement, as discussed in Section 4.9.2.3. 

 

Finally, all Group A invitees had the option to have an Arabic interpreter attend their 

interview to select on the study consent form. All five of the participants who requested 

Arabic translation represented in Table 4 were recruited by the principal Arabic 

interpreter (see also Appendix XVII). The principal interpreter also interpreted for all 

but one of those interviews. Upon scheduling difficulties, a second Arabic interpreter 

native to the Middle East was asked to assist in data collection for the final Arabic 

interview. Both interpreters were specially trained by me to ensure consistency across 

all interviews. For example, interpreters understood that all researcher–participant 

communication was to be directed to participants (rather than interpreters) to help 

establish a trusting relationship (see Section 4.9.2.3 for additional training topics). 

 

4.5 Secondary Data Analysis Methods 

As indicated in Figure 11, secondary data analysis methods included accessing 

statistical and qualitative data, and one document in the form of the Insight guideline 

(see Section 2.5.3). As in other CCM-based studies, these additional sources helped 

carry out the multilevel, more comprehensive and knowledgeable analysis of Insight 

within its organisational and institutional contexts from guideline development to 

implementation (Gómez et al., 2010). This helped the case study consider the degree 

to which the service had been implemented and adhered to in the experience of 

participants (Baillot et al., 2014; Hoffman et al., 2014; Moore et al., 2015). Data 

validity was also improved by the secondary surveys, as they contributed more timely 

and authentic data than was available to the retrospective primary method.  

 

The descriptive statistics collected by Insight from 2015 to 2018, included in Appendix 

XVI, were accessed through Insight. The variables included therein are shared in an 

aggregated and anonymised form. The Team midwife also provided the 23 Insight 

post-training surveys. These surveys included four short-answer questions (two open-

ended, two closed-ended) relevant to the research aim:  



PhD Global Health Matriculation #16008544 

 

132 

 

 

1) Which element of the course was most enjoyable? 

2) What was the most challenging part of the course? 

3) Is there anything else you would like included in the training session? 

4) Do you have any other comments about the session today? 

 

All surveys were sourced from four training sessions carried out in either 2016 (n=13) 

or 2017 (n=10). As the local NHS guidelines followed by Insight are available for 

public access online, I downloaded these directly for the analysis described in Section 

4.7.2.  

 

4.6 Data Management & Safeguarding 

This section outlines the systematic processes undertaken in primary and secondary 

data management to increase the rigour, methodological quality, and reliability of the 

study (Whyte & Tedds, 2011). They included 1) recording methods for primary data 

collection, 2) data storage and safeguarding, and 3) transcription. As to recording, 

audio capture was the preferred method of collection. This enabled valuable 

communicative engagement with participants that was interrupted only by 

unobtrusive note-taking used in support of follow-up and future analysis. At their 

request, “Aamira” (see Appendix XVII) was the only participant to opt out of an audio-

recorded interview. In this instance, comparatively more detailed field notes were 

collected with guidance from Phillippi and Lauderdale (2018). However, these notes 

were still initially limited to relevant keywords and short phrases in order to maintain 

methodological quality. Shortly after, a comprehensive field note was generated in 

NVivo161 while my memory was still fresh (Phillippi & Lauderdale, 2018:385).  

 

Data storage and safeguarding for this study involved myself as the primary caretaker 

for and only authorized access to participant information and data. All identifiable 

physical materials (e.g., consent forms) were kept in a secure locker at QMU. All 

 

161 Computer-assisted qualitative data analysis software (CAQDAS) like NVivo is widely used 

to improve the “accuracy and speed of the analysis process” (Zamawe, 2015). As a highly trusted 

CAQDAS, NVivo was therefore chosen to assist with data collection (e.g., rerecording field notes and 

transcripts), storage, and analysis for this study, with the intention of improving organisation and control 

over the data.  
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identifiable electronic materials were stored on my personal password-protected QMU 

account (Scottish Government, 2011). The temporary retention of participant 

information and data was stated on all PISs and consent forms—including their 

scheduled destruction. Safeguarding was also supported by a systematic transcription 

method, which included the anonymization of all data intended for analysis (HPS, 

2021). I transcribed each interview into NVivo (stored separately from identifiable 

materials) into a nonstandard orthographic format, as this produced the most 

appropriate level of detail for a discourse-based analysis (Braun & Clarke, 2006).162 

All participant names used within this thesis are pseudonyms, as listed in Appendix 

XVII. Except for anonymization, minimal changes were applied to participant 

responses—limited to the omission of repetitious statements, clarifying additions, and 

rephrasing of third-person Arabic interpretations (e.g., from “Fatima thinks” to “I 

think”). As mentioned in Sections 2.5.3 and 4.8, information was collected in an 

anonymised form. Therefore, to ensure the confidentiality of all participants, the names 

and citations of and quotations from the guideline163 are omitted from this thesis.    

 

4.7 Methods for Data Analysis 

As summarised in Figure 11, this section details the systematic analyses used to 

formulate a thorough, reliable, and replicable multi-stakeholder description of Insight. 

These analyses were carried out concurrently and included methods chosen to maintain 

methodological cohesion (Bechhofer & Paterson, 2000). Section 4.7.1 details the 

deductive thematic analysis of the primary qualitative data gathered with Groups A 

(women referred to Insight for FGM), B1 (Insight Team members), and B2 (CMWs). 

Section 4.7.2 then describes the analyses of the secondary data, including thematic, 

descriptive statistical, and document analyses. Finally, Section 4.7.3 explains how all 

data sources were triangulated and reported. It is also important to note that the order 

 

162 The orthographic transcription recorded participants’ speech, excluding other elements of 

communication (e.g., body language) not necessary to a CCM analysis (Hayes, 2011). The use of a non-

standard orthography also included some internal language variety (i.e., slang and dialect) so long as it 

did not threaten the anonymity of the participant (Jaffe, 2000).  
163 Neither of the Insight guidelines (see Section 2.5.3) are directly cited in this thesis as the 

names and contact information of the Group B1 study population are included in their appendices.  
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in which these processes are presented does not necessarily reflect the order in which 

they were conducted. 

 

4.7.1 Thematic Primary Data Analysis 

A thematic analysis was used to organise the semi-structured interview data (see 

Section 4.4) into a multi-stakeholder description of Insight (Bechhofer & Paterson, 

2000:201). In broad terms, a thematic analysis is a social constructivist coding exercise 

used to seek (tentative) meaning within data. In this case, meaning was sought by both 

deductively testing the data against literature review findings and inductively 

identifying links to theory. This analysis was intentionally guided by CCM in also 

organising codes, themes, and subthemes by the CCM-based dimensions of social 

situations (i.e., transformative or exclusionary) (see Section 1.3; Section 4.2). This 

method therefore supported the identification of the absence or presence of known and 

unknown topics relevant to the data, and their contributions to antenatal care 

(in)equities and social (in)equalities for women with FGM living in HICs. Table 6 

summarises the analytical steps utilised in this analysis, as adapted from Braun and 

Clarke (2006). The most notable change to their design was my postponing of data 

visualisation and reporting. This allowed patterns in participant experiences with 

Insight to be identified and refined into authentic statements relevant to care (in)equity 

and social (in)equality before their triangulation (see Section 4.7.3) with findings from 

the secondary data analysis (see Section 4.7.2). During fieldwork, this analysis began 

with my familiarisation with the data and recording of early ideas and observations in 

NVivo Memos during transcription. The interview transcripts were organised by                     

#  

Table 6: Steps Taken in the Thematic Analysis of the Primary Data 

 
Step  Description 

1 Data Familiarisation 

2 Initial Code Generation 

3 Searching for Themes 

4 Reviewing Themes 

5 

5b 

Definition & Naming of Themes 

Finalisation of Theoretical Themes 

(Adapted from Braun & Clarke, 2006) 
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participant group for further familiarisation and to isolate any population-specific 

trends in the data. As illustrated in Figure 15, to ensure accuracy, each transcript was 

quality checked (QC) by simultaneously listening to the audio files while reading the 

transcript three times. This also helped ensure my familiarity and exhaust coding 

inspired by data segments most relevant to the research questions (i.e., thematic 

analysis step 2). To maintain an equal value attributed to all participant perspectives, 

each code was populated according to the similarity, difference, correspondence, and 

contribution of data segments to one another without consideration of their source 

(Todres & Galvin, 2005).164 Finally, more detailed interpretations of each code 

(including their tentative CCM-based exclusionary or transformative nature165) were 

also populated into individual NVivo Memos (Braun & Clarke, 2006). This resulted in 

61 broad, conceptual codes. As indicated in Table 6, step 3 of the thematic analysis 

process began with a more focused classification of initial codes to better organise the 

analytic claims I was preparing to make based on participant views of and experiences 

with Insight (Braun & Clarke, 2006). This involved the refinement of the initial codes                

# 

Figure 15: Initial Data Familiarisation & Coding Process by Participant Group 

 

 

 

 

164 Rather than their frequency or sequence as defined by Hatch (2002:155). 
 165 As a reminder, Gómez et al. (2011) explained that CCM studies should seek to identify 

both “the elements that reproduce inequalities and the elements that transform them.” These elements 

are defined by exclusionary mechanisms that “are the barriers that face certain individuals and groups 

and that keep them from participating in certain areas or enjoying social benefits” such as antenatal care. 

In contrast, transformative factors “are those that help to overcome such barriers” (241).  

•QC-1

•QC-2

•QC-3

Group A

•QC-1

•QC-2

•QC-3

Group B1

•QC-1

•QC-2

•QC-3

Group B2

Initial  

Coding } 
Initial  

Coding } 
Initial  

Coding } 



PhD Global Health Matriculation #16008544 

 

136 

 

into key themes and subthemes via their removal, combination, and/ or 

reconceptualization, eliminating all unnecessary cross-coding, obfuscations, and 

logical inconsistencies. Each theme was also clearly defined in NVivo Memos. This 

resulted in 27 distinct themes, listed in Table 7.  

 

Table 7: Initial Conceptual Codes by Participant Group 

 
 Transformative Exclusionary 

 Themes Subthemes Themes Subthemes 

 Group A 2 6 3 6 

 Group B1 9 13 5 9 

 Group B2 4 7 4 11 

 TOTAL THEMES 15 + 12 = 27 

 TOTAL SUBTHEMES 26 + 26 = 52 

 

 

Lastly, as indicated in steps 5 and 5b (see Table 6), a final refinement process was 

conducted to summarise the perspective of each participant group on the 

transformative and exclusionary dimension of antenatal care for women with FGM 

and the care (in)equities and social (in)equalities they encounter. This included the 

identification of the most vivid and compelling extracts for each theme (Braun & 

Clarke, 2006). Those themes were also more rigorously assessed as transformative or 

exclusionary based on, as CCM scholars explain, “how they are categorised by the 

people providing the information” (Gómez et al., 2010:30; Gómez et al., 2006; 

Puigvert et al., 2012; Redondo et al., 2011). All themes and subthemes were also 

subjected to final combination and/ or reconceptualization, resulting in 20 finalised 

themes and 48 subthemes, listed in Appendix XVIII. These themes were used for data 

triangulation as described in Section 4.7.3. 

 

4.7.2 Secondary Thematic, Descriptive Statistical & Document Data Analyses 

The three steps included in Table 8 summarise the secondary data analyses conducted 

for the data sources described in Section 4.5. This section details the methods used to 

conduct these analyses. Section 4.7.2.1 details the thematic analysis used to organise 

the Insight training surveys. Section 4.7.2.2 then describes the descriptive statistical 

analysis used to represent the Insight descriptive statistics accounting for the 2015 to 
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2018 period of service delivery. Finally, Section 4.7.2.3 summarises the method of 

analysis used with the Insight guideline. Again, the order in which these processes are 

presented does not necessarily reflect the order in which they were conducted. 

 

Table 8: Steps Taken in the Secondary Data Analyses 

 
Step  Analysis Processes  

1 Thematic Analysis of Insight Training Surveys  

2 Descriptive Statistical Analysis of Insight Descriptive Statistics 

3 Document Analysis of Insight Guideline  

  

 

4.7.2.1  Thematic Analysis of the Insight Training Surveys  

As the Insight training survey data was subjected to a thematic analysis replicated from 

the primary data analysis covered in Section 4.7.1, the following description is 

relatively brief. While the generation of this data was highly restricted in comparison 

to the flexibility of the interview analysis method (see Section 4.5), due to its collection 

immediately following Insight training they provided authentic and timely CMW 

reflections intended to improve the validity of the primary (especially Group B2) data. 

Of the 92 potential responses across all the surveys, only 52 questions were completed 

(54%). The least frequently answered question was, “Is there anything else you would 

like included in the training session?” This received only 6 responses (26%), and just 

1 respondent provided suggestions for improvement. 

 

The thematic analysis of the survey data followed the same steps as those listed in 

Table 6, except for the transcription. Instead, data familiarisation and initial code 

generation were achieved through a triple reading of all survey responses. This 

produced 35 initial codes. Theme generation, review, definition, and finalisation then 

further refined the data into the 3 themes (“Information,” “Delivery,” and “Service 

Improvement”) and 22 subthemes, as listed in Table 9. Due to the relative shallowness 

and limited amount of data included in the surveys, themes were much broader in 

concept than those produced for the primary data (see Section 4.7.1). Consequently,              

# 
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Table 9: Finalised Themes, Subthemes & Dimension for the Insight Training Survey 

Data Analysis 

 

 

these themes were organised to include both transformative and exclusionary 

subthemes. All themes were ultimately linked to issues discussed in the primary 

interviews, which helped to further underscore the relevance of the semistructured 

topic guides described in Section 4.4.1. 

 

4.7.2.2  Analysis of the Insight Descriptive Statistics (2015–2018) 

To broaden understanding of Insight and improve the accuracy of its description, a 

statistical analysis of the Insight descriptive statistics was conducted, as collated in 

Appendix XVI. In research, descriptive statistical analyses are used to summarise data 

sets representative of either a sample or entire population using brief coefficients (e.g., 

mean, median, standard deviation). As explained by Dr Adam Hayes (2021) of the 

Hebrew University of Jerusalem, this is achieved using “graphs, tables and general 

discussions.” This allowed me to interpret, describe, and exhibit relationships in the 

data such as between the perceived and actual deinfibulation trends among women 

with FGM referred to Insight (see Figure 19, Section 7.2.3). As explained in Section 

 TRANSFORMATIVE EXCLUSIONARY 

Themes Subthemes Subthemes 

FGM Information 

Scots Law (T) Scots Law (E) 

Cultural Views/Beliefs Cultural Dissonance 

FGM (the Practice) Emotive Topic (FGM) 

Local Prevalence 
Not Enough Detail 

“No Suggestions” 

Delivery 

Engaging Instructors 
Low Attendance 

Skilful Delivery 

Unidirectional Instruction Open Multidirectional 

Discussion 

Service 

Improvement 

Accountability Difficult to Face (FGM) 

Simplified Referral System 
Communication w/ “Local” vs. 

“Foreign” Women 

Upskilling Remaining Objective 

Fulfilling Support Role “No Challenges” 

TOTAL 

THEMES 
3 

TOTAL 

SUBTHEMES 
22 
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4.9.2.4, all findings related to this data are to be considered approximations rather than 

accurate reflections that can be generalised.   

 

4.7.2.3  Document Analysis of the Insight Guideline 

To better describe multilevel influences on (in)equity and (in)equality for women with 

FGM referred to Insight, an analysis of the Insight guideline (see Section 2.5.3) was 

conducted. To do so, the validated166 determinants of health policy (DoHP) framework 

by Rütten et al. (2003a, 2003b) were adapted for the analysis of study-relevant 

guideline determinants in context with the relevant experiential knowledge contributed 

by participants in their interviews. As per Rütten et al. (2003b), “determinants” refers 

to factors that contributed to guideline outcomes and outputs. Within the context of 

this study, “outcomes” refers to changes to antenatal care equity and equality for 

women with FGM intended by the guideline. “Outputs” refers to intended NHS staff 

implementations (e.g., including the universal enquiry in routine history taking). 

 

The philosophy underpinning the DoHP seeks to determine the internal validity of a   

policy based on Georg von Wright’s (1976) “logic-of-events” theory, as illustrated in 

Figure 16 (Rütten et al., 2003a:295). This framework guides researchers in linking the 

actions of policymakers (determinants) to their intended impacts at the institutional 

(output) and population (outcome) levels. Therefore, once adapted, the DoHP offered 

a useful tool for determining the intentions of the Insight guideline and its theoretical 

implications for equity and equality for women with FGM. Based on the adaptations 

suggested by Cheung et al. (2010) for document-based analyses, Figure 17 summarises 

my adjustments to the DoHP theoretical structure. 

 

A full account of these adaptations and the resulting adapted framework are also 

detailed in Appendix XIX. The determinants conceptualised by Rütten et al. (2003a) 

considered by this analysis included 1) goals, 2) resources, and 3) obligations, with the 

# 

 

166 See Rütten et al. (2003b).  
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Figure 16: Logic of Events Theory: From Policy Determinants to Health Outcomes 

 

(Rütten et al., 2003a:297) 

 

Figure 17: Adapted DoHP Theoretical Structure 

 

(Rütten et al., 2003a:297) 
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addition of “Monitoring and Evaluation,” “Guideline Background,” and 

“Accessibility.” Initially, the two “political” and “organisational opportunities” 

determinants were considered beyond the capabilities of a retrospective analysis. 

However, upon the triangulation of the guideline analysis with the other forms of data 

utilised by this study (see Section 4.7.3), these determinants were also included (see 

Section 5.2).  

 

The Insight guideline analysis was conducted using NVivo. This facilitated an 

organised analysis of the Insight guideline’s degree of fulfilment of each criterion 

within the adapted DoHP framework. The analysis was then repeated to ensure the 

accuracy and consistency of my conclusions regarding the guideline’s internal validity 

for the triangulation described in Section 4.7.3.  

 

4.7.3 Thematic Mapping, Data Triangulation & Findings Report 

As shown in Table 10, this section explains how the primary (see Section 4.4) and 

secondary (see Section 4.5) data analyses were mapped, triangulated, and reported 

using the final thematic steps conceptualised by Braun and Clarke (2006). To begin, 

thematic maps were produced for all prior analyses with an accompanying NVivo 

Memo with long-form interpretations. This step was delayed until all initial analyses 

were complete in order to formulate the most concise and relevant narratives for the   

case analysis of Insight (ibid.:89–91). Thematic mapping involved linking related 

themes (including points of agreement and contention between participant groups 

when applicable) developed in the analysis of each data set. This helped to develop 

organised yet appropriately complex and interconnected descriptions of stakeholder 

experiences with Insight—upholding a communicative construction of reality (see        

# 

Table 10: Steps in the Final Analysis & Reporting of All Data Sources 

 
Step  Analysis Processes  

1 Thematic Mapping 

2 Triangulation of Data 

3 Findings Report   
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Section 4.2.1). For example, Figure 18167 illustrates how members of Group A and 

Group B2 who participated in the primary interviews (see Section 4.4) shared 

experiences of persistent poor communication during antenatal booking appointments. 

Those links then served as the basis for the more complex interpretations produced in 

the triangulation of all data sources. See Appendix XX for all thematic maps produced 

for data triangulation. 

 

To produce a thorough case analysis of Insight, the thematic maps described above 

were used to triangulate (or integrate) findings from all data sources (the primary 

interviews, Insight surveys, Insight descriptive statistics, and Insight guideline). 

According to Carter et al. (2014), data source triangulation in qualitative research is a 

method of analysis that involves  

 

the collection of data from different types of people, including 

individuals, groups, families, and communities, to gain 

multiple perspectives and validation of data.  

(Ibid.:545)168 

 

 

While criticised by theorists such as David Silverman (1985) due to the belief that 

producing knowledge must consider each subject in question on their “own terms” 

(567),169 this offered a final validation strategy (against intergroup perspectives and 

prior research [see Chapter 3]) and a useful tool for the collation of stakeholder 

knowledge particular to 1) the care (in)equities and social (in)equalities enabled by 

Insight and 2) the mechanisms shaping them (Oliver et al., 2011:272; Bryman, 2016; 

Creswell & Poth, 2018; Mathison, 1988; Vogt et al., 2012). This does not imply that 

the data sources were cross-validated to produce a “complete” understanding of 

Insight, but rather that they were linked to construct a more accurate and rigorous (i.e., 

less subjective) thematic dialogue (Gómez et al., 2006; Oliver et al., 2011; Bourgeault 

et al., 2010).  

 

167 Figure 18 is included as a demonstration of the thematic analysis processes used to analyse 

the primary data. It is not a representation of the study findings but is for illustrative purposes only.  
168 See also Patton (1999) and Denzin (2017b).   
169 See Bourgeault et al. (2010:566–72). 
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Figure 18: Thematic Map for the Primary Interview Data 
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Triangulation began with a comparison of all thematic maps and their accompanying 

NVivo Memos. Points of agreement and contestation relevant to the research questions 

were given special attention in the generation of finalised multi-stakeholder themes, 

as they were best able to simulate the egalitarian dialogue intended by CCM (see 

Section 4.2). This applied to both inter-stakeholder data as well as within and across 

the literature review (see Chapter 3) and Insight guideline analysis (see Section 

4.7.2.3). Unique perspectives on antenatal care (in)equity and (in)equality from each 

standpoint where also considered thematically for their relevance to the research 

questions. As with the prior thematic analyses (see Sections 4.7.1; 4.7.2.1), 

triangulation was also intentionally guided by CCM in characterising finalised 

subthemes by dimension (transformative or exclusionary), as well as the mechanisms 

(e.g., policies, organisation, practices, principles, values, behaviours, etc.) that 

predominantly shaped their associated stakeholder experiences (Gómez et al., 2010; 

see also Section 1.3; Section 4.2). This produced an enriched analysis of Insight as 

reported from the perspectives of women with FGM, the antenatal NHS staff 

responsible for their care, and the policymakers leading in the development of Insight.  

 

Table 11: Collated Triangulated Subthemes by CCM Dimension 

 
 Theme 1 Theme 2 Theme 3 (Total) 

Transformative Subthemes 1 2 5 8 

Exclusionary Subthemes 2 2 0 4 

 

As shown in Table 11, three final themes were determined along with their numerous 

subthemes as each reported on separately in Chapters 5, 6, and 7. These themes 

included 1) a supportive guideline for those who support Insight, 2) the conditional 

transformative impact of the Insight FGM training on general antenatal care, and 3) 

the innovative principles guiding Insight antenatal referrals for FGM. Table 10 also 

notes the transformative (n=12) or exclusionary (n=8) nature of each theme’s 

subthemes. Though the communicative discussion groups intended by CCM have been 

postponed (see Sections 4.4.1; 4.9.2.5), due to the systematic research design described 

throughout this chapter, these findings reflect an in-depth (though dualistic [see 

Section 9.1]) multi-stakeholder perspective on antenatal care (in)equalities and social 

(in)equities for women with FGM and the social structures shaping the women’s 
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experiences with Insight—inclusive of unresolved contestations (e.g., regarding 

Insight service provision) and overlapping themes (e.g., with both transformative and 

exclusionary characteristics). Consequently, the data was organised in a 

methodologically congruous and as comprehensive as possible report ready for further 

critique by women and their HCPs (Denzin, 2017a; Bechhofer & Paterson, 2000). As 

the majority of the findings presented in Chapter 5 reflect the DoHP guideline analysis 

(see Section 4.7.2.3), rather than being organised by themes generated from the data 

the chapter is organised by the eight DoHP determinants (see Appendix XIX).  

 

4.8 Ethical Concerns & Approvals 

CCM scholars Puigvert et al. (2012) argue that conducting research with vulnerable 

groups is crucial to the generation of relevant and socially responsible knowledge and 

social transformation. Due to the illegality of FGM and heightened vulnerability of 

affected women (see Section 4.9.2.1), this study falls neatly into this category. 

However, to protect all researchers and participants from harm, this also necessitated 

a study design that would effectively manage these risks. As suggested by Gómez et 

al. (2006), this was achieved with the invaluable support of relevant populations—

particularly My Voice researchers170 and PPI contributors (see Section 4.3; Appendix 

XIII)—on the “critical revision of documents, and their guidance for the development 

and process of the project” (29; Gómez et al., 2010; O’Brien et al. 2016, 2017). 

Additional contributors included the various local governing bodies listed in Table 12. 

# 

Table 12: Ethical Approvals Received in Support of Study171 

 
Local NHS Scotland Governing Body  Approval 

Research Ethics Committee (REC)  February 2018 

Research & Development (R&D) February 2018 

Caldicott Guardianship Office  April 2018 

 

 

170 As a project with similar methods of data collection—which can be simplified as 1-to-1 

qualitative interviews—My Voice received ethical consultation and support from the Options 

consortium (a leader in UK FGM intervention research) (O’Brien et al. 2016, 2017; Girl Generation, 

2018).  
171 While this study was conducted at QMU, which has its own processes for research ethics 

and approvals, it is standard institutional practice to forgo University approval following an NHS ethical 

approval. This is largely due to the inherent rigour of the NHS ethics process. 
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As intended, these processes led to procedural adjustments and additional safeguarding 

mechanisms to ensure that the sum of all existing risks was not greater than the 

potential social and scientific benefit of the study. This section describes some of the 

key procedures that secured ethical approval of this study, including risk management 

strategies for participants (Section 4.8.1) and researchers (Section 4.8.2). 

 

4.8.1 Key Ethical Considerations: Participants  

To fully inform and empower all potential and consenting participants, several 

protective procedures were included in the study design. The four key risks managed 

by these procedures include 1) self-incrimination, 2) stress and recall, 3) participant 

identification, and 4) discrimination. To reduce the risk of self-incrimination, the PIS 

and consent form highlighted the illegality of FGM in Scotland and my right to break 

confidentiality upon disclosure of unlawful behaviour or intent. All participants were 

also reminded of this at the outset of their interviews. As the event and origin of FGM 

was not a study topic, problematic disclosures were considered unlikely. To avoid 

undue stress in asking participants to talk about their care in the FGM context—which 

Nyangweso (2014) described as a potentially “profound invasion of privacy” (23)—a 

clear and direct explanation of the study aim and methods, and participants’ right to 

skip any question or withdraw from the study at any point was provided both in writing 

(i.e., on the PIS and consent form) and verbally at each interview. Qualifying 

individuals were also given ample time to consider their participation, being able to 

opt in as soon as they felt comfortable throughout the 10-month recruitment period. 

To further protect well-being, as briefly mentioned in Section 4.4.5, all participants 

were also given access to a pamphlet with information and contacts for access to local 

community support organisations. 

 

As the clinician responsible for their care, the Team midwife’s role as mediator for 

recruitment ensured confidentiality for potential participants from Groups A and B1. 

However, to avoid coercion or influence on future care or work, all study materials 

were addressed from QMU, with the name of the Insight Team midwife (the 

recruitment mediator [see Section 4.4.3]) omitted to avoid undue influence on 

decisions to take part. The PIS also informed all potential participants that the NHS 
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held no role in the study other than recruitment, that their participation would not affect 

their healthcare or career in any way, and that all proceeding communication would 

take place with QMU researchers. At the outset of each interview, all participants were 

also reminded to maintain the anonymity of any person they might describe. In 

accordance with Caldicott guidelines, audio files from recorded interviews were 

encrypted (Scottish Government, 2011). Health Protection Scotland [HPS] (2021) 

guidance on the anonymization of qualitative data was also incorporated into the study 

design, as described in Section 4.7. Finally, participants were reminded of their right 

to have their data destroyed without reason on the PIS, consent form, and at the top of 

every interview.  

 

4.8.2 Key Ethical Considerations: Researchers 

Identified risks to researchers172 in the context of this study focused on emotional and 

physical harm during fieldwork. This included potential distress in the study of 

sensitive issues and working alone in private residences. Consequently, a 

comprehensive lone-worker policy was designed to ensure researchers’ immediate 

access to the study risk-assessment response and reporting procedures, project 

supervisors, NHS Scotland, and Police Scotland during interviews based off the NHS 

risk-assessment flow chart, included in Appendix X. This policy made it my 

responsibility to maintain contact with QMU supervisory staff before, during, and after 

all field research to minimise these risks. Researchers also maintained access to QMU 

and NHS counselling services.  

 

4.9 Study Constraints & Limitations 

This section explores factors that have influenced the study design (Figure 11; see also 

Bechhofer & Paterson, 2000; Creswell & Poth, 2018). Section 4.9.1 details several key 

study constraints, or factors that have limited my options in conducting this study, and 

how they were managed to maintain study feasibility. Section 4.9.2 describes key 

limitations of the study and factors influencing the scope of the study and changes to 

 

172 The Arabic interpreters and me.  
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its objective (see Section 1.3). It then details the strategies used to respond to these 

limitations to protect the integrity of the study.  

 

4.9.1 Key Constraints That Have Shaped the Study Design  

Three study constraints have had a significant impact on the research design. Firstly, 

certain aspects of this study had to account for occasional conflicts of interest in 

relation to what the NHS wanted from the study and QMU’s doctoral requirements. 

This often risked the depletion of study resources (especially time), which was 

mitigated by ensuring that processes required by each institution did not lead to 

redundant efforts. Secondly, as Insight was considered to be in an informal pilot phase 

at the time of this study it is likely that aspects of the service have since changed. 

Therefore, I recommend that the use of this study for the development of Insight take 

any such changes into account. Finally, this study made use of a retrospective analysis 

or, as Bechhofer and Paterson (2000) describe it, “Interpreting the past to understand 

the present” (119). Retrospective data is well known for its limited accuracy compared 

to other forms of data. However, due to the sensitivities of FGM research, as discussed 

below in Section 4.9.2, this was deemed the most appropriate strategy. 

 

4.9.2 Key Limitations That Have Shaped the Study Design  

This section details limitations related to the 1) research populations (Section 4.9.2.1), 

2) Group A semistructured topic guide (see Appendix XIV; Section 4.9.2.2), 3) Arabic 

interpreters (Section 4.9.2.3), 4) secondary data (see Section 4.5; Section 4.9.2.4), and 

5) the incomplete second stage of this study (see Section 4.4.1; 4.9.2.5).  

 

4.9.2.1  Challenges in Recruitment by Participant Group  

Limitations to the study related to participant groups include 1) decisions made 

regarding data collection to account for FGM sensitivities and 2) the limited 

accessibility of NHS staff. Concerning sensitivities, FGM is well known as a 

challenging area of research. This is in part explained by women’s unwillingness to 

talk about FGM due to the cultural taboos often associated with FGM and reproduction 

(see Sections 2.3.1). In response to these potential sensitivities, as noted in Section 

4.4.1, it was decided that women with FGM referred to Insight (Group A) would not 
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be systematically questioned about their FGM type or deinfibulation. While omitting 

these details was not considered overly consequential to the study aim, it has meant 

that only a small number of women ultimately chose to share their FGM type (a factor 

also not included within the Insight descriptive statistics, as mentioned in Section 

4.4.2) and deinfibulation-related experiences.173  Therefore, this study could not 

disaggregate the data by FGM type and only offers minimal findings regarding the role 

of deinfibulation views and experiences on antenatal care (in)equity and social 

(in)equality for women with FGM living in Scotland.  

 

As for NHS staff, due to the inability to overcome the barriers in recruiting Insight-

trained CMWs (Group B2), fewer CMWs than expected participated (see Section 

4.5.2). This may have contributed to the under- and overrepresentation of NHS staff 

and women’s perspectives, respectively. Processes intended to mitigate foreseen 

recruitment barriers for this population (e.g., competition with work schedules, 

eligibility uncertainty) included offering interviews outside of work hours and a 

clarification on the Group B2 PIS that CMWs were not required to have attended 

women with FGM to participate in the study. Furthermore, CMWs were reminded on 

the study invitation that the interview could be used for their NMC revalidations174 as 

a potential professional benefit to participation. Upon limited recruitment during this 

phase of research, I also attended community team meetings with the support of 

community midwifery team leaders, where I was able to address any lasting confusion 

regarding participation and make a direct request for the attending CMWs to 

participate.175 However, Group B2 remained the most difficult population to recruit. 

Should future studies wish to replicate my recruitment aims, methods that facilitate 

better cooperation from NHS management cooperation may better overcome this 

limitation. To mitigate representative bias, the aims of CCM in drawing conclusions 

based on multi-stakeholder perspectives remained paramount throughout the analyses. 

That is, conclusions were made not based on essentialised group perspectives but on a 

 

173 This is also due to the likelihood that the majority of participants were not deinfibulated, as 

can be assumed based on the limited total deinfibulations performed for pregnant women over the three-

year period reported on in the Insight descriptive statistics (n=10) (see Appendix XVI; Section 7.1.3).  
174 Midwives registered with the NMC must revalidate their registration every three years. 
175 This only resulted in my invitation to two team meetings and three additional interviews. 
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“plurality” of individual voices that highlighted areas of agreement and contestation 

based on their reasoning rather than their social position (Collins, 1990; Denzin, 2009; 

Gómez et al., 2006:8; Gómez et al., 2010:28; Oliver et al., 2011; Searle & Soler, 2004; 

Yuval-Davis, 2012).176 

 

4.9.2.2  An Overly Inclusive Topic Guide 

A study limitation related to the design of the Group A semistructured topic guide 

concerns the diminished relevance of the resulting data to the study aims due to the 

inclusion of enquiries into peri- and postnatal experiences (see Section 4.4.1; 

Appendix XIV). In designing the topic guide, what was meant to be a relatively short 

line of enquiry into women’s wider obstetric experience did not anticipate their 

numerous experiences of inequity and inequality in those contexts, nor their reasonable 

interest in discussing them. While highly informative, these departures often resulted 

in extended Group A interviews, distracting some women from discussing their 

comparatively uneventful antenatal experiences (see Sections 6.1.1; 7.1.2) (see 

Section 4.2.1; Appendix XV). Therefore, shallower data than intended may have been 

collected specific to women’s antenatal care experiences.  

 

4.9.2.3  Expectations in the Use of Arabic Interpreters  

Another limitation of this study concerned how the presence of Arabic interpreters 

may have affected participant responses during their interviews (see Section 4.4.5). As 

explained by Dein (2006): 

 

Interpreters do not simply translate meaning, all discourse is 

influenced by the status inequality between the interpreter and 

research participant … itself effecting the interpretation of 

meaning within the interview and in the later analysis of the 

research.  

(Ibid.:73) 

 

It was therefore expected that the background of the two female Arabic interpreters 

supporting this study could exert potential influence on Group A participants. For 

 

176 See Yuval-Davis’ (1999, 2012) writings on their theory of transversal politics.  



 

151 

 

example, as a longtime Scottish resident, member of the local African community, and 

NHS health visitor it was expected that the involvement of the primary interpreter 

could result in response biases, especially—as Elam and Chinouya (2009) reported 

from their study with Black African populations living in the UK—among participants 

from the same country of origin where “generational differences; regional animosity; 

and a reluctance to talk openly for fear of personal circumstances reaching community 

members” (9) in Scotland and abroad might be challenging for either party. For the 

secondary interpreter, it was considered that—as their nationality was unique from any 

Group A participant—cultural and linguistic differences could impact responses and 

interpretation. However, it was determined that these limitations were outweighed by 

the benefits of their involvement such as their preestablished trust, professional 

responsibility to confidentiality, and experience with affected women, and thus able to 

mitigate other limitations related to the difficulties of conducting FGM research, as 

mentioned in Section 4.9.2.1. Nevertheless, to mitigate such limitations I trained both 

Arabic interpreters on the study, research processes, and strategies to safeguard women 

from feeling pressured to participate, respond to questions in certain ways, or that their 

care would be affected by their participation in any way. For example, interpreters 

understood that they should limit their independent queries and responses to 

clarifications. They were also reminded of the importance of exact translations and to 

notify me of a participant’s use of unfamiliar words or phrases rather than attempting 

to translate them.  

 

4.9.2.4  The Implications of Secondary Data Use 

A limitation particular to the Insight descriptive statistics and training surveys 

concerned the introduction of their unknown validity and reliability to the study 

(Clarke & Cossette, 2000; Johnston, 2017). Concerning the latter, for instance, while 

the Insight Team was consulted on discrepancies I found within these statistics upon 

access, the quality of their analyses (see Section 4.7.2.2) remained partially dependent 

on the rigour of the unexamined Insight documentation methods. Therefore, all 

findings produced using these secondary data sources were considered vulnerable to 

several issues. For example, as discussed in Section 4.7.2.1, some of the questions 

included on the Insight training surveys reflected poor response rates (Kiecolt et al., 
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1985). Random measurement error was also a potential issue with the Insight 

descriptive statistics, meaning that the value of measured variables may have differed 

from their true value. In this case, this would likely be due to human error or the use 

of data collection methods incompatible with the aims of this study (see Sections 

5.1.2.4; 8.2.1.1). To mitigate this risk, all resulting figures are reported as 

approximations.  

 

4.9.2.5  The Consequences & Intentions of an Incomplete Study   

As mentioned in Section 4.4.1, the final key limitation to be discussed here relates to 

my inability to complete Stage 2 of this study. While valid and important insights into 

the topic of antenatal care for women with FGM have been obtained by this study, 

until communicative discussion groups can provide additional input on its conclusions, 

the study’s achievement of intended CCM-related outcomes will remain limited 

(Gómez et al., 2011:240). Efforts meant to mitigate barriers to Stage 2 recruitment 

included offering discussion groups on two separate dates, holding them in a private 

room of a geographically central public library, reimbursing travel expenses available 

to participants, and clarifying that all attendants would be female. However, while 

individual interview participants showed an interest in Stage 2, only two Group B1 

participants and one Group A participant were recruited. This was likely due to 

sensitivity and accessibility issues for all groups.  

 

Research design adjustments in response to the limited Stage 2 recruitment included 

an impromptu interim findings report delivered to the attending Group B1 participants. 

The Group A participant was also invited (and consented) to participate in an individual 

interview (see Section 4.4.1). I also include the strong recommendation that a future 

well-resourced project use this study to engage researchers, FGM-affected 

communities, and NHS staff in a Stage 2–like discussion before taking action in 

response to its conclusions (Gómez et al., 2011). This would complete the 

philosophical arch intended by this study and produce a more relevant and egalitarian 

consensus for the improvement of NHS Scotland’s antenatal services for women with 

FGM. Such a project should also reconsider the recruitment methods of the My Voice 

study—particularly in the provision of childcare, which was beyond the capabilities of 
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this study (O’Brien et al., 2016, 2017). Again, the facilitation of greater support from 

NHS management may also improve NHS staff attendance. 

 

4.10 Researcher Reflections 

In this final section I discuss my own multicultural influence on the study. In Creswell 

and Poth (2018), consideration of the researcher as a “multicultural subject” is noted 

as a crucial aspect of research design and implementation (see also Denzin & Lincoln, 

2011). This is often managed through reflexive practice, described by May and Perry 

(2014:2–4) as continuously “turning back on oneself” (2) to diminish negative 

influences, understand why we enquire about the social world in particular ways, and 

the strengths and weaknesses of the resulting forms of knowledge.177 This involves the 

continuous examination of one’s personal 

 

• history and research tradition,  

• conception of self and “the other,”  

• and relation to the ethics and politics of research (Creswell & Poth, 

2018:17).  

 

This section accounts for my own reflexive practice, maintained from the inception of 

this study until its completion. It includes connections made between my unique social 

positions, values, and philosophical assumptions (what Doucet [2008] describes as our 

multiple “ghosts”),178 and actions taken throughout the research process (Harding, 

1991; Lincoln et al., 2011). I highlight here the personal and professional experiences 

that inform the philosophical predispositions (i.e., ontology, epistemology, and 

axiology) and theoretical interests applied to this study, as outlined in Table 13.  

 

Beginning with the relevant aspects of my personal history, it is worth mentioning that 

I grew up in the suburbs of New York City, one of the most multicultural cities in the 

world, so diversity became a familiar and valued aspect of my life. Just as familiar, 

however, were the discourses on race and racism permeating the public, private, and  

##

 

177 See also Bourdieu (2000), Hall (1999), and Wynne (1996).  
178 Including my personal biases, uncertainties, and insecurities (May & Perry, 2014).  
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Table 13: Personal Interpretive Framework & Associated Philosophical Beliefs Situated Within the Research Process 

 
Interpretive 

Framework 

 Researcher 

Goals 

Potential 

Researcher 

Influences 

Researcher 

Practices 

Ontological 

Beliefs 

Epistemological 

Beliefs 

Axiological Beliefs Methodological 

Beliefs 

Critical 

Race 

Theory 

 To address areas 

of inequities and 

empower BAME 

women with 

FGM.  

Acknowledgement 

of my own power, 

engagement in 

dialogues, and use 

of theory to 

interpret social 

actions.  

Designs 

research in 

such a way that 

seeks to 

transform 

underlying 

social equities 

and equalities.  

Reality is based 

on power and 

identity 

struggles. 

Privilege or 

oppression 

based on race/ 

gender/ ability.  

The reality of Insight is 

known through the 

study of social 

structures, freedom 

and oppression, power, 

and control. In 

knowing this reality, it 

is changeable.  

Diversity of values 

is emphasised with 

the standpoint of 

various 

communities.  

Start with assumptions 

of power and identity 

struggles, document 

them, and call for 

action and change.  

 Predisposed Theories in the Interpretation of Social Actions 

 Black Feminism/ Intersectionality 

 Disability Theory 

(Adapted from Creswell & Poth, 2018:35–36) 

 

civil spheres of American society. Creswell and Poth (2018) describe this feature of my upbringing as directly shaping the way Americans 

“think about the law, racial categories, and privilege” (30; see also Harris, 1993; Parker & Lynn, 2002). For me, this is no overstatement, as 

upon reflection I credited these discourses for a lasting interest, engagement, and insecurity concerning my place and purpose within them 

as a White woman (Dein, 2006; Hartsock, 1987; May & Perry, 2014). Another key feature of my upbringing concerned a long history of 

comorbid systemic lupus and rheumatoid arthritis. This has informed my unfortunate familiarity with “patienthood,” sexual disability, 

insensitivity, and discrimination. Combined, these standpoints were identified as key roots within my philosophical positions on the nature 

of reality and understanding. They have led me to value diverse views and realities, motivated a sensitivity to my own unjust privilege, and  

#
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driven my desire to engage with interpersonal “distance” to become a more conscious 

social actor and advocate (Guba & Lincoln, 1988). Furthermore, this history has 

guided the trajectory of my education, professional engagement, and ultimately my 

approach to the topic of antenatal care for BAME women with FGM. Across the scope 

of my training, professional relationships, and experience, I have been exposed to 

diverse research traditions. For example, in my study of psychology and health at City, 

University of London I was introduced to an interdisciplinary pragmatic approach 

where clinical, psychological, and sociological traditions were often blended in 

practice. This helped to confirm my own aptitude for qualitative inquiry. Here, my 

axiological beliefs (see Table 13) and interest in disability theory also contributed to a 

patient-centred assessment of a complex intervention for chronic pain (see Kalsi et al., 

2016)—demonstrating value in the careful application of my personal standpoints.179 

However, I often felt that the descriptive social constructivist approach employed in 

the study ultimately underutilised participant capabilities (Giacomini, 2010), 

especially within the more critical (both in the research design and representation [May 

& Perry, 2014]) and transformative approaches (Creswell & Poth, 2018; Denzin & 

Lincoln, 2011; Giacomini, 2010). As a result, while holding onto idealist impressions 

from my time at City, this cultural shift clearly informed the focus of the present study 

design on egalitarian, multi-stakeholder empowerment and oppressive social actions 

(and their intersecting cultural, gendered, and racial contributions) heretofore 

unexamined in the FGM literature (Mertens et al., 2011; Guba & Lincoln, 1988; 

Lather, 1991; Stewart, 1994). 

 

In the examination of my values and professional exposures at the inception of this 

study, I also confirmed my conception of self and “the other” (see Berenson, 1982, on 

Hegel, 1807a) as highly consistent with the critical pedagogy of Paulo Freire (1968) 

(see Section 4.2). This originated with my motivation to become a more effective 

social actor and advocate through reciprocal peer teaching and learning, a process I 

consider essential to wellness, well-being, and social justice. While often an 

admittedly endless and intense process (especially where cultural distances are great), 

 

179 For a thorough grounding in disability theory, see Mertens (2009, 2015) 
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this has nonetheless led me to develop more effective ways to critique, be critiqued, 

and remain vulnerable to the “hostile information” so vital to mutual social growth 

(Gouldner, 1971:494). Consequently, this philosophical position, entangled as it is 

with my increasing passion for critical race theory (see Delgado & Stephanic, 2017), 

Black feminism, and intersectionality (see Table 13; Harris, 1993), was instrumental 

in the methodological decision-making for this study. Particularly meaningful here 

was the ability to apply CREA’s highly cooperative critical communicative 

methodology—inclusive of Gómez’s (2011) Freireian concept of “cultural 

intelligence”—to challenge traditional “researcher” and “participant” roles (see 

Section 4.4.1) and seek a multi-stakeholder examination of their social realities in 

relation to Insight.  

 

Regarding the ethical integrity and politics of the study, another key influence 

identified through my reflexive practice was a persistent Freireian “critical optimism” 

(see Balagopalan, 2011). This often informed my extrapolations on and procedural 

responses to my hopes for the study, and the consequences of my place within it. For 

example, upon reflection on my insecurities about undertaking a racially charged 

analysis of an FGM intervention in Scotland as a White American, I recognised my 

own unconstructive pessimism that, if given into completely, would only perpetuate 

the insular separation of affected communities, researchers, and policymakers already 

weakening communication and the transformative potential of FGM research (Berger, 

2015; Critical Optimism, 2017; Dein, 2006:73).180 However, my exploration of this 

insecurity also highlighted the potential risks of that optimism, my privilege, and 

possible naiveté. Consequently, ethical safeguards such PPI (see Section 4.3) and the 

continuous egalitarian dialogue encouraged by CCM (see Section 4.2) were recognised 

as ensuring not only the relevance and accessibility of the study design, as previously 

discussed, but also the assisting (not controlling) influence of my positionality within 

it, especially in my interpretation of assumptions made within the literature, the 

positive and negative conditions and ideological approaches to human difference 

advantaging and disadvantaging women with FGM, and the ability of this study to 

 

180 See also Douglas (1998), Rudat (1994), Schuman and Converse (1989), and Webster 

(1996).  
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establish stronger links between FGM research and anti-discriminatory policy 

development in Scotland (Creswell & Poth, 2018; Huff, 2009; Kincheloe, 2012; 

Morrow & Brown, 1994; Mertens, 2003).  

 

In conclusion, this chapter has detailed how the final study design introduced in Figure 

1 has benefited from philosophical, theoretical, and individual influences as equally 

diverse as those informing its outcomes. I am confident that this design has resulted in 

a methodologically cohesive study as well as a more complex, multilevel and mutli-

stakeholder perspective on antenatal care (in)equities and social (in)equalities for a 

population of women characterised by difference, not defect. In the following three 

chapters, findings particular to the themes resulting from this study, as noted in Section 

4.7.3, are presented at length.  

 

The next three chapters present findings from the study, beginning with determinations 

on the Insight guideline as determined by the DoHP relevant to the transformative and 

exclusionary dimensions of antenatal care for BAME women referred to Insight for 

FGM. With additional insight from participants, however, it is also understood that the 

nature of the guideline’s impact has depended on a number of critical mechanisms 

shaping the nature of institutional and interagency relationships with the Insight Team 

members.  
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Chapter 5: A Supportive Guideline for Those Who Support 

Insight 

This chapter presents the results of the adapted Determinants of Health Policy (DoHP) 

framework (see Appendix XIX)181 analysis of the Insight guideline (see Section 

4.7.2.3) and its triangulation with the other sources of data utilised in this study 

(Sections 4.4; 4.5; see also Cheung et al., 2010; Rütten et al., 2003b). This includes 

evidence related to the first theme named in Section 4.7.3, “a supportive guideline for 

those who support Insight,” and its transformative and exclusionary subthemes. 

Section 5.1 details the degree to which the Insight guideline fulfils the DoHP criteria 

for effective healthcare guidelines. Links between guideline statements and 

stakeholder views and experiences and guideline outcomes are also made (Bechhofer 

& Paterson, 2000). Section 5.2 returns to the original criteria by Rütten et al. (2003b) 

to present findings from participants on determinants inaccessible to the initial 

document-based analysis, detailed in Section 4.7.2.3. Finally, Section 5.3 relates the 

mechanisms shaping stakeholder experiences (i.e., policies, organisations, practices, 

values, and behaviours) to the guideline outputs contributing to antenatal care 

(in)equity and social (in)equality for women with FGM living in Scotland. For critical 

reflections on the utilisation of the DoHP for this study, see Section 9.1.  

 

5.1 The Insight Guideline in Theory & Implementation 

As demonstrated in Table 14, prior to triangulation with the additional data obtained 

for this study (see Sections 4.4; 4.5), the DoHP analysis found that the two 

determinants E) Guideline Background and F) Monitoring and Evaluation (M&E) 

were unfulfilled by the Insight guideline. Five determinants, including A) Resources, 

C) Goals, D) Accessibility, G) Political Opportunities, and H) Organisational 

Opportunities, were determined to require moderate improvement, as discussed in 

Section 5.3. Finally, determinant B) Obligations was found to be adequately fulfilled. 

These initial findings were then ready for triangulation, a process which—as reflected  

 

181 See also Figures 14 and 15.  
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Table 14: The Insight Guideline Fulfilment of the Adapted 

DoHP Framework 

 

Determinant  Criteria Fulfilment  Determination 

 Fulfilled Room for 

Improvement (RfI) 

Unfulfilled  

A. Resources 2 1, 3  RfI 

B. Obligations 1, 2, 4  3 Fulfilled 

C. Goals  2, 3 1 RfI 

D. Accessibility  1  RfI 

E. Guideline 

Background 

 3 1, 2 Unfulfilled 

F. Monitoring & 

Evaluation  

  1, 2, 3, 4,  

5, 6 

Unfulfilled 

(Cheung et al., 2010; Rütten et al., 2003b) 

 

in Chapter 5—allowed guideline statements to be considered in context with their 

complex social and political realities. Sections 5.1.1–5.1.6 detail findings based on the 

six adapted DoHP determinants and their individual criteria, as outlined in Appendix 

XIX. Contributions from women referred to Insight for FGM from the primary data 

are limited as questions regarding the guideline and organisation of Insight were not 

included on their topic guide (see Appendix XIV). Thus, this chapter largely relies on 

information obtained from interviews with NHS staff regarding Insight development 

and implementation. Outcomes for women related to the implementation of the Insight 

guideline are discussed in detail throughout Chapters 6 and 7. As stated previously in 

Section 4.7.3, since the majority of these findings reflect the DoHP guideline analysis 

(see Section 4.7.2.3), this chapter is organised by the eight DoHP determinants (see 

Appendix XIX). 

  

5.1.1 A. Guideline Resources 

5.1.1.1  Intended Audience(s)   

Though the Insight guideline (est. 2015) is presented as a universal HCP tool, it also 

offers guidance tailored to several fields, including: 

 

• GP & Practice Nursing  

• Pre-Birth & Maternity  

• Ultrasound  
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• Health Visiting 

• School Nursing 

 

HCPs working with children in alternative settings (e.g., adolescent psychology and 

A&E) are also identified as target audiences. Interestingly, guidance specific to 

gynaecology and adult psychology—though represented on the Insight Team (see 

Appendix VIII)—is not included.182 Therefore, while a large scope of intended 

audiences is identified for and clearly communicated to throughout the guideline, some 

key disciplines are absent. The comprehensiveness of the guidance for each discipline 

also remains questionable as, vying for attention among the numerous fields named 

above, the average size of each section amounts to less than half a page of instruction 

(see also Section 5.1.2.1). Nevertheless, as the first local guideline, it has formalised a 

number of access points for antenatal Insight referrals (e.g., via GPs, community 

midwives [CMWs], and gynaecologists).  

 

5.1.1.2  Professional Resources 

The Insight guideline includes tangible and universal professional resources for 

responding to FGM-related cases at any risk level. This includes practice-based 

resources such as flow charts (e.g., similar to that included in Appendix X), risk- 

assessment tools, and guidance for initiating IRDs. The guideline also signposts to 

additional learning tools (clinical and non-clinical) such as FGM training materials 

(Women's Support Project, 2020), and legislation related to Scottish FGM law and 

GIRFEC (Scottish Government, 2015; 2009). The guideline therefore not only 

establishes how HCPs should respond to and make decisions regarding FGM 

disclosures and discoveries, but also provides tools to do so in knowledgeable, 

consistent, and proportionate ways that are sufficiently accessible (see also Section 

5.2.4) and exhaustive. 

 

 

182 Guidance for child protection is included in the Insight interagency guideline (see Section 

2.5.3).  
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5.1.1.3  Organisational Capacity 

As an official health board document, the pathways and services described by the 

Insight guideline are theoretically supported by the robust financial resources and 

infrastructure of NHS Scotland (Cheung et al., 2010:411). However, the guideline only 

makes a few passing references to such assets. For example, HCPs are reminded to 

utilise the routine NHS Scotland translation services and TRAK maternity chronology 

system183 for risk assessment and maternal care planning. Yet, as is common practice 

in the development of procedural guidelines, an explicit account of the capabilities of 

NHS Scotland to deliver the outputs and outcomes intended by the Insight guideline 

is absent.  

 

Upon triangulation of the Insight guideline DoHP analysis (see Table 14) with the 

additional data utilised by this study (see Section 4.7.2.3), participants were able to 

provide further insight into the organisational capacity of Insight once implemented. 

Critically, participants described the intended Insight guideline outputs as hindered by 

a generally overextended NHS Scotland reliant upon a dated infrastructure. For 

example, the Insight Team member (TM) “Skye”184 (see Appendix XVII) explained 

that while the guideline is clear about processes, roles, responsibilities, and recording 

methods, 

 

Everybody is cash-strapped and resource-strapped, with not 

enough staff to do the basic job on the ground. It’s been 

difficult to maintain the prominence of [Insight] in the face of 

all the other difficulties and the work load that people have. 

(Skye, TM) 

 

Limitations related to workforce resources (i.e., work hours) and the digital 

infrastructure of NHS Scotland in particular were identified as significant barriers to 

Insight guideline outputs. Concerning the former, Insight TMs who have not received 

 

183 TRAK is a system for recording, sharing, and updating women’s maternity records. This 

includes the full medical, pregnancy, and social history taken by CMWs at a woman’s booking 

appointment (usually entered by 10-weeks’ gestation), including any issues identified.  
184 As stated in Section 4.8, pseudonyms are used for the Insight Team members, CMWs, and 

women who have attended an antenatal referral with Insight. See Appendix XVII for a list of all 

participant pseudonyms.  
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additional hours in their job plan for FGM-related work185 (see Appendix VIII) 

reported having to “squeeze in” FGM referrals and case reflections. As for the latter, 

participating TMs also often described underdeveloped data collection and sharing 

systems. Firstly, TMs perceived Insight’s organisational capacity to be limited by 

inaccurate data (e.g., demographic, prevalence) due to the absence of a national FGM 

data set such as the FGM Enhanced Data Set utilised in England (see Section 3.3.1). 

As Skye argued: 

 

We don’t have a health and social care database. [In England] 

it’s mandatory for GPs to collect that information so that 

there’s national planning around services. I think we need an 

equivalent of that. 

(Skye, TM) 

 

Existing methods of data collection (including those established by the Insight 

guideline) were also seen as inadequate. For example, the universal enquiry (see 

Section 2.5.4) included on the antenatal booking form was described by CMW 

“Olivia” as lacking a “tick-box” or mandatory status, meaning that it can be skipped 

without consequence in the NHS Scotland IT system (see also Section 6.2.2). TMs 

also recalled negative experiences with the lack of an interdisciplinary equivalent to 

the FGM read code186 system, the manual referral process, and unsystematic HCP 

note-taking practices. In one instance, Insight TM “Grace” remembered:  

 

A doctor wrote in the notes—it was something very vague like, 

“Appears to have had FGM”—but did nothing about it. I only 

knew about it because the eagle-eyed CMW spotted it when 

looking into why the woman had been in hospital and phoned 

me to say: “She told me that she hadn’t had it done but the 

doctor has written this.”  

(Grace, TM) 

 

Perceptions regarding the limited capabilities of the NHS digital infrastructure also 

extend to information-sharing throughout the UK. For example, TM “Lily” explained 

 

185 As noted in Appendix VIII, the Insight midwife is the only Insight TM with dedicated part-

time hours and compensation for their FGM-related work.  
186 In the Insight guideline, read codes for FGM are only intended for use by GPs (see Section 

2.5.2).  
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that the quality of care and support for women traveling to Scotland from within the 

UK had been limited by a “notoriously difficult” record transmission process that 

sometimes “can take months.” Therefore, as further discussed in Section 8.2.1.3, the 

overextended resources and underdeveloped digital infrastructure of NHS Scotland 

supporting Insight has significantly limited its organisational capacity—with guideline 

outputs relevant to equitable service planning and provision particularly affected.  

 

5.1.2 B. Obligations 

5.1.2.1  Individual Obligations Clarified 

As recommended by the Scottish Refugee Council (SRC) (Baillot et al., 2014; see also 

Section 1.1), the Insight guideline includes clear referral routes and delegated roles 

and responsibilities for HPCs. For example, CMWs are directed to consider the 

universal enquiry to be a routine aspect of antenatal history taking. The guideline also 

states that CMWs should be able to inform women of the risks FGM poses to their 

pregnancy and labour (see Appendix II). Clear instructions on when HCPs (e.g., 

gynaecologists, GPs) should not enquire about FGM are also provided (such as when 

assessing a concern unlikely to be related to FGM). The appropriate agencies and 

consultants to be contacted or referred to in specific circumstances are also identified 

along with information on when and to what extent information sharing is appropriate. 

  

From the views and experiences shared in their interviews (see Section 4.4), TMs 

involved in the development of the Insight guideline noted that the inclusion of clear 

directives regarding HCPs’ roles in its pathways was intentional. As Skye explained 

when asked what the priority of guideline development was:  

 

There needed to be absolute clarity about whose responsibility 

it was to initiate discussion with a family, to make a referral, 

what information to share, how, and why. It had to be very clear 

because what we felt in reviewing other guidelines was that 

there was lots of: “It’s very important that information is 

gathered.” It was almost educational, whereas it didn’t say: 

“This is your job.”  

(Skye, TM) 
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Another TM also explained that the goal of clarifying FGM-related roles was to 

facilitate an appreciation for the responsibilities of Insight TMs and other HCPs to 

FGM management and to reduce HCP anxieties:  

 

I’m trying to ease [CMWs’] burden. “If you ask the question, 

and you get a positive response I’ll do the rest, if you tell me.” 

… If I’ve done my job properly, I’ll have done the risk 

assessment, the clinical review, and shared the information. 

Then nobody else needs to keep asking [women] about it. 

(Grace, TM) 

 

Indeed, CMWs and survey respondents (see Section 4.5) described an improved 

understanding of and confidence in performing their role in Insight following the 

implementation of the guideline. As might be expected, however, as further discussed 

in Section 6.1.1, CMWs credited the Insight training for these improvements, with the 

guideline more often described by CMWs as a useful “refresher” to those who had 

already attended the training. For example, upon reflection on her FGM training, 

CMW “Ava” (see Appendix XVII) recalled: 

 

When you’re coming up against these things in a professional 

context you may read a little bit around it, but when you’ve 

actually got some dedicated training it gives you all of the 

information that you need to be able to talk to women.   

 (Ava, CMW) 

 

While this is not to suggest that guidelines should be judged by HCPs’ level of 

utilisation, it does highlight how important training (i.e., the Insight training [see 

Chapter 2.5.3]) is in ensuring that HCPs understand the FGM healthcare pathways set 

out by that guideline. TMs and CMWs further agreed that the Insight training had 

significantly reduced FGM-related stress and uncertainty among CMWs, as it had also 

instilled an appreciation for TMs’ obligation and willingness to support CMWs (see 

also Section 6.1.1). As Grace explained of this mutual obligation to information 

sharing: 

 

For example, if a woman with Type-III is going to have an 

antenatal deinfibulation, then I would make sure the CMW 
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knew that was going to happen and that she didn’t need to 

worry about it. 

(Grace, TM)  

 

CMWs also expressed “no hesitation” should they feel the need to contact Insight TMs 

for clarity or advice—especially if they had attended the Insight training some time 

ago. As CMW “Sophie” explained: “From eighteen months to two years down the line, 

I know that [Insight] deals with it. Anything I needed to know, I would go back to [the 

TMs].” These improvements in CMW confidence in seeking support to manage FGM 

were even evidenced among those working with some of the more complex aspects of 

FGM. For example, rather than “phoning the police the minute” a woman reported 

having experienced three reinfibulations for prior pregnancies abroad, CMW “Jessica” 

reported:  

 

She was having her fourth child … and she was about to have 

a girl, so we were concerned that this may happen to this little 

girl at some point. With [Insight] we were able to support those 

women and tackle the problem. We can follow up with the 

person, and we’re aware she should not have infibulation again.  

(Jessica, CMW) 

 

Therefore, TMs and CMWs alike perceived that the effective communication of their 

roles in and responsibilities to Insight have contributed to the development of a 

cooperative dynamic and mutual trust benefiting antenatal care for women with FGM, 

especially where the resulting multidirectional communication—not explicitly 

described in the guideline but supported by its management in accordance with GMC 

and Caldicott Guardianship policies on information sharing (see Section 2.5.3)—has 

minimised invasive procedures and enquiries, diagnostic overshadowing,187 and the 

stigmatisation of women with FGM (see also Section 6.1). 

 

 

187 In this context, “diagnostic overshadowing” refers to the phenomenon in which a particular 

condition is given disproportionate attention and attribution by HCPs; this results in inappropriate, 

inadequate, or delayed treatment for other physical or mental concerns (Jones et al., 2008). 
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5.1.2.2  Incorporation into Existing Duties 

Actions required by the Insight guideline are consistently framed in relation to HCPs’ 

existing professional responsibilities. Specifically, the majority of its procedures are 

embedded within preexisting legislation, policies, and guidance such as the ethical 

NMC and locally required procedures for child (e.g., GIRFEC) and adult safeguarding 

and protection, such as the preexisting interagency discussion (IRD) system (see 

Scottish Government, 2021; Section 2.5.5). The guideline also states that routine, 

chronic, and acute services should all consider and act upon FGM-related concerns as 

they would any other form of GBV or abuse. For example, in the event of a medical 

emergency, all relevant HCPs should inform A&E staff if there is an FGM-related 

concern as soon as they are able to (preferably before care is administered) without 

delaying critical care. Therefore, with the majority of the actions outlined in the Insight 

guideline incorporated into existing duties, they become the professional and legal 

responsibility of HCPs.   

 

Both participating Insight TMs and CMWs described much of their FGM-related roles 

as compatible with their existing duties to care and protection (NMC, 2020; 2019a; 

2019b; 2014; see also Section 8.1.1.2)—often relating their FGM work to similar 

procedures and PCC practices for other and overlapping vulnerable groups. For 

example, the universal enquiry for FGM (see Section 2.5.4) was compared to the 

mandatory routine enquiry for GBV. TMs also recognised the acknowledgement of 

affected women’s personhood and individuality—for instance, by not making 

assumptions about women’s opinion of FGM (see Section 7.3.2) and by using their 

preferred term for the practice (see Figure 1)—as generally good PCC practice (see 

Appendix VII; Section 2.5.1). Furthermore, while one participating CMW perceived 

the “danger” of appearing judgemental of or alienating families with the acute 

attention Insight pays to affected women, the majority described their role in its 

antenatal pathway as falling neatly into their routine responsibilities to safeguarding 

and protection, so much so that CMW Olivia argued: “I don’t think [Insight] changes 

my role that much.” CMWs also described referrals to the Insight Team as familiar to 

community midwifery, as specialists (e.g., for GBV, substance abuse) are often 

considered a welcome resource. As CMW Sophie explained: 
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We spend our lives emailing consultants saying, “Oh, what do 

I do with this woman?” … It’s up to the consultant to decide 

what to do, I don’t get paid to do that. We’re not trained to that 

level, so having [Insight] is great for us. We just have that basic 

knowledge that [FGM] is not right, it’s a problem, and you 

need to do something about it.  

(Sophie, CMW) 

 

Therefore, in addition to the Insight guideline statement being embedded within 

existing policies, procedures, and practices, participants have also experienced this 

incorporation in its implementation. As a result of this cohesion, as mentioned in 

Section 5.1.2.1, NHS staff perceived Insight to have promoted new, positive 

relationships between TMs and CMWs and improved the quality of PCC care for 

affected women.  

 

5.1.2.3  Obligations Are Evidence-Based 

In the SRC report by Baillot et al. (2014) it is recommended that all statutory agencies 

“ensure that [FGM] interventions are evidence-based” (4). However, little scientific 

evidence is cited within the Insight guideline in support of its recommended 

organisation, procedures, and practices. One exception includes the use of 

international UNICEF (2013, 2014) prevalence data to assert that certain countries of 

origin (e.g., Somalia, Egypt, Sudan) are the most important indicators of risk from 

FGM. Additional references within the guideline merely signpost knowledgeable 

colleagues (e.g., the Insight TMs), clinical guidelines (e.g., the RCN [2006]), and 

underpinning policies such as GIRFEC (Scottish Government, 2009). However, no 

direct citation is provided for any guideline statement regarding FGM complications, 

symptomatology, or related cultural factors. Instead, most guideline statements are 

directly supported by and demanded on the basis of legal, institutional, or professional 

authority.  

 

In Section 3.3 of the literature review it was determined that despite HIC FGM services 

having been enabled by the dissemination of local FGM research findings throughout 

Scottish society (Leye, 2018:64; O’Brien et al., 2017), failures to systematically 
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evaluate those services have contributed to a paucity of high-quality evidence to assist 

in further development (Baillot et al., 2018). Along with the Insight guideline, 

participants’ experiences with the implementation of Insight also indicate how NHS 

Scotland’s data collection and research culture has contributed to that lack. TMs 

especially explained how quantitative measures have long been disproportionately 

utilised—at the expense of qualitative data—by NHS Scotland to determine the value 

of services like Insight. As Lily explained:  

 

In terms of funding for the FGM midwife, it’s very much 

driven by the quantitative data as opposed to thinking about 

mental health needs. A lot of the data we’re asked for is: “How 

many referrals in the last year? What are the numbers of people 

from countries?”  

(Lily, TM) 

 

This suggests that, to a significant degree, the institutional value of Insight is evidenced 

by quantitative indicators such as the approximate referral, IRD, and deinfibulation 

frequencies reported in Appendix XVI. Indeed, TMs described feeling pressured to 

meet what can be imagined as an informal “quota” system. As TM Grace explained:   

 

Every time I don’t get a referral for a week or so I start to panic 

and think that we’re not going to get any referrals ever again. 

Then I might get a lot.… I think if the numbers continue as they 

are, or don’t drop significantly, then we’ll be okay. 

(Grace, TM) 

 

Furthermore, TMs described how these pressures have informed practices meant to 

preserve the service while possibly limiting the quality of information about the Insight 

services. For example, in addition to its implications for support and protection (see 

Section 7.1.1), Grace argued that the routine rereferral (and therein “double-counting” 

[see Section 4.4.2]) of women for consecutive pregnancies (see Section 2.5.5) was 

necessary because “we need the referrals from a statistics point of view.” TMs also 

argued that, were NHS Scotland to adjust its data collection and research culture to 

account for qualitative evidence, the value of Insight would be more accurately 

captured. TM Lily argued: 
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I personally find it quite challenging to evidence what I do in 

FGM. To me, in isolation—“How many FGM discussions have 

taken place? How many child protection IRDs have taken 

place? Who with?”—is not all that needs to be collated. The 

people who fund things usually need data and numbers, but we 

have an opportunity to make sure that we have ongoing 

qualitative evaluations. If we’re going to deliver the best 

quality services, we have to evolve. There’s no way around 

that. 

(Lily, TM) 

 

As a consequence of this bias toward quantitative evidence-gathering, TMs described 

time-consuming yet critical PCC practices such as supporting women whose Insight 

referral may be their first opportunity to talk about FGM in depth. Women have also 

required intensive pre- and post-operative consultation (see Section 7.2.1) and 

community, interagency, and interdepartmental liaising worth “hours of advocacy for 

a proportionate response and to get the right people having the conversation” (Lily, 

TM). Yet Lily maintained an optimistic view about the future inclusion of qualitative 

data in health board capital distribution: 

 

I think [Scottish] health services are still quite traditional about 

quantitative research when it comes to funding things, but I 

think that there’s a shift in a positive direction. We absolutely 

need that to happen, and for [Insight] to be invested in for the 

long -term. 

(Lily, TM) 

 

CMW “Isla’s” view on such a cultural shift was far less hopeful when they considered 

the sustainability of Insight:   

 

It’s just a fact: We don’t have very visionary leaders right now. 

I feel they’re not very dynamic, and a different kind of leader 

would be saying: “I want to fight for that.” I’m not saying that 

[Insight] won’t be supported, but if they were having to justify 

it, I don’t know how much I would trust the current structure. 

It’s a real sadness for me, but it’s been like this for a long time.  

(Isla, CMW) 
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With quantitative primacy so deeply engrained in NHS Scotland, the lack of more 

sophisticated evidence to inform evidence-based practices (EBP) is likely to continue 

to limit the quality and sustainability of minority-related services such as Insight. 

 

5.1.2.4  Professionals Obligated to Act 

The Insight guideline focuses heavily on HCPs’ obligation to act on risks from FGM 

for women and their daughters. These obligations extend to all HCPs, inclusive of 

CMWs, sonographers, health visitors, GPs, and school and practice nurses, but are 

emphasised for maternity services. The guideline also uses strong language to 

communicate these obligations. For example, the phrases “duty of care,” “must 

enquire,” and “should share information” are often used to support guideline 

statements. 

 

Upon triangulation with participating TMs’ views and experiences, it was understood 

that while their obligations to women and girls are formalised by the guideline, their 

motivation to act has been far more nuanced. As briefly indicated in Section 2.5.2, 

TMs have demonstrated a uniquely high level of reflexivity (McCormack & McCance, 

2017), empathy, and motivation in maintaining equitable standards of practice (see 

NMC, 2020) that both predate, as well as can be directly attributed to, the 

establishment of Insight and its guideline (see also Chapter 7). For example, TM Grace 

recalled that upon learning about Baldeh’s (2013) research while attending a CPD 

course (see Appendix VI), 

 

I was annoyed that the women weren’t getting the right care 

and that NHS Scotland was doing a crap job. So, I went to my 

clinical manager and said: “It’s ridiculous that we’re missing 

this.” 

(Grace, TM) 

 

Similarly, even after a survey of FGM-related experiences within her department 

indicated limited access (“zero to one cases amongst people who had been senior 

doctors for years”), TM “Blair” persisted: “I thought there was a need to do something, 

because clearly there was an issue. The women were making it known that they wanted 

to be seen.” To secure institutional support, TMs also described making highly 
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personal investments, such as meeting “on Sunday afternoons with the chairperson” 

to advocate for the guideline and attending strategy meetings while on maternity leave. 

In practice, TMs—while often approaching FGM in different ways depending on their 

professional paradigm—also roundly agreed that mastering a balance of PCC-

informed public health and protection has been critical to fulfilling their obligations to 

FGM-affected people (see also Chapter 7). TM Lily argued, for example:  

 

To meet the needs of individual women and children is the 

most important thing. Arguably, I would see that as the priority. 

Be it safeguarding or health … I also think we have a duty to 

try and keep families together. 

(Lily, TM; see also Section 7.2.1) 

 

When asked to describe the origin of their early and exceptional motivation regarding 

FGM, TMs credited their work with other vulnerable groups, professional exposure to 

FGM, and CPD training. Negative views of and experiences with comparatively 

uninformed HCPs were also cited as a motivating factor, such as HCPs seeking FGM-

lead positions merely for the improved pay grade without an appreciation for the 

importance of FGM care and support. Consequently, TMs argued that without their 

commitment to and enforcement of these obligations, outcomes for women would 

ultimately suffer. As TM Grace explained: 

  

I know about all of the questions CMWs have to ask, I’m not 

stupid. It’s just, you have to ask the question. If you don’t, then 

a woman with a Type-III might not be found out until she’s in 

labour. That’s not good for the woman, the midwives, or the 

medical staff that’ll be looking after her—if all of a sudden, 

they go to examine her, and she’s virtually closed. It’s doing 

what’s right by the woman, really. 

(Grace, TM) 

 

Therefore, in step with the strong language of the Insight guideline, TMs have 

demonstrated a strong personal sense of obligation to the health, safety, and well-being 

of women and girls at risk from FGM in their implementation of the service and 

maternal care in general. As further discussed in Chapter 7, this begins to expose the 

critical role motivated individuals have played in shaping the transformative 

dimension of antenatal care for women with FGM referred to Insight.  
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In addition to their own contributions, both participating and surveyed CMWs (even 

those who had previously received FGM training elsewhere188) cited the Insight TMs 

who had trained them in FGM for their appreciation of the serious nature of their FGM-

related obligations. Even after a single training session, CMWs considered their 

confidence and motivation to act on these obligations to be: 

 

If [a woman had FGM] done to themselves you kind of thought 

that they didn’t want that to happen to their [daughter]. But 

actually, I now understand that a lot of the women don’t feel 

it’s a problem.… Now when you’re referring them, you’re 

thinking about that; especially if they’ve got other children and 

you’re the first person they’ve told.… It’s your responsibility 

then to ensure that those children are safe. 

(“Emily,” CMW) 

 

Obligations understood by participating CMWs to be credited to the training included 

the universal enquiry, discussing FGM with women, documenting their needs, and 

referring them to the Insight midwife (see Section 2.5). Furthermore, as CMW Emily 

has demonstrated, failing to do so was understood to risk women’s attendance by 

underprepared hospital staff or health visitors, therein limiting the quality of their peri- 

and postnatal care. This was also perceived to be so important that even if Insight was 

disbanded or reorganised, CMWs argued that specialised training in FGM should 

continue. As CMW “Amelia” stated: 

 

Even if [the Insight midwife] was gone the training should still 

be part of your CPD, definitely. It’s very important. If you 

didn’t have a specialist midwife, then [the NHS] should maybe 

look for midwives that they could train to be able to do the 

questionnaire, visit women, and to link with obstetricians. 

(Amelia, CMW) 

 

Additional training outputs credited to this understanding also included an improved 

awareness of an affected population that was perceived to be “certainly ever 

 

188 Some participants received FGM training outside of NHS Scotland where the topic was 

more extensively covered at university level (e.g., in London or Europe).  
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increasing” (Amelia, CMW) (see also Section 2.4; Appendix V). However, this does 

not mean that CMWs believed that high numbers of women with FGM were or would 

be accessing the NHS. Rather, their understanding was that with a steadily increasing 

migrant population, their chances of working with even one affected woman would 

continue to rise. Consequently, participating CMWs believed that they should be 

prepared for FGM. As Emily suggested: 

 

You don’t know where you’re going to end up working. I could 

end up moving to the hospital and I could encounter people 

there, so I think it’s definitely important for everybody to be 

aware of it. 

(Emily, CMW) 

 

Those without FGM experience also agreed, arguing in line with their expected 

professional standards of practice (see NMC, 2019b) that all CMWs have an obligation 

to maintain the knowledge and skills necessary to deliver equitable care whether or 

not they are likely to work with affected women. Therefore, from participants’ 

experiences it can be understood that both the individual TMs and the Insight training 

have played a significant role in ensuring transformative Insight guideline outputs 

related to NHS staff confidence, skill, and a sense of responsibility to deliver equitable 

antenatal care for women with FGM.  

 

5.1.3 C. Goals 

5.1.3.1  Goals Are Plainly Stated 

No goal is directly defined within the Insight guideline. According to Rütten et al. 

(2003b), this represents a lack of health system incentives for the promotion of 

guideline outputs. For example, unclear goals create an insufficiently supportive 

institutional environment for NHS staff that may facilitate confusion, 

misinterpretation, and misdirection related to the Insight pathways. The absence of 

concrete goals may also slow monitoring and evaluation (M&E), future development 

of Insight (see Section 5.1.6), and therein meaningful improvement of its services (see 

Section 9.2.3).  
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5.1.3.2  Goals Are Concrete   

The goals of the Insight guideline are implied, not concrete. Interestingly, while it 

includes language on improving both community health and safety through 

interdisciplinary and interagency partnerships, adult and child protection in its least 

intrusive form is prioritised—particularly for underage girls. For example, allusions 

are made to the guideline’s utility for the protection of women and children at risk 

from existing and potential FGM. The aim of clarifying risks to children via its risk- 

assessment procedures is also noted. The only somewhat concrete goals are included 

in the intended conclusions of these risk assessments. These appear on the 

aforementioned professional flow charts (see Section 5.1.1.2), which indicate that 

positively concluded cases involve all relevant persons having been: 

 

• Fully informed about FGM in the Scottish context,  

• Given access to all relevant support available, and 

• Adequately safeguarded and protected (especially children). 

 

This suggests that the goal of the Insight guideline is to ensure these outcomes for all 

persons potentially and actually affected by FGM. Most significantly, this excludes 

direct language particular to antenatal or any other form of healthcare outputs or 

outcomes to the benefit of women or girls beyond the (re)perpetration of FGM. 

Furthermore, while those listed outcomes are stated on flow charts, they are not 

directly stated at the forefront of any portion of the guideline. Rather, it appears that 

for the benefit of procedural clarity HCPs, roles are linked to Insight and other agencies 

(e.g., Police Scotland, education) without a clearly defined, unified purpose.    

 

5.1.3.3  Action Centres on Improving Health & Safety  

While the goals of the guideline are broad, they are undeniably centred on improving 

the health and safety of women and girls at risk from FGM. However, actions required 

by the guideline emphasise safeguarding and protection from acts of FGM. Therefore, 

goals related to the intersectional risks FGM poses to antenatal care experiences and 

outcomes remain absent, whether implicit or concrete (see Section 3.3.4). 
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5.1.4 D. Accessibility   

5.1.4.1  Guideline Is Accessible to All Intended Audiences 

The Insight guideline is freely accessible to HCPs via the local council website and 

NHS staff intranet. HCPs therefore have reasonable access to a digital copy of the 

document. Specific to its content, clear and accessible (nonacademic) language is used 

throughout the guideline, with definitions provided where reasonably necessary. There 

is also a high contrast ratio between the text and background for those with visual 

impairments. Its PDF allows for the guideline text to be resized and accessed using 

screen readers. However, due to the length and organisation of the document, it lacks 

a degree of user-friendliness. Specifically, the document includes both the Insight 

interagency and healthcare guidelines without a general table of contents signposting 

HCPs to the latter. Both guidelines also share the same style, making telling them apart 

quickly difficult. Thus, with the healthcare guidance nested in the second half of the 

document—approximately 45 pages in (83 pages in total)—unfamiliar NHS staff may 

waste time or become fatigued as they search through the interagency guidance that is 

of little relevance to them. Therefore, despite the high physical accessibility of the 

guideline its overall accessibility remains flawed—a fact further expanded upon 

considering the attitudes of participating TM and CMWs toward its utility.  

 

Firstly, in discussing the shared PDF document that includes the Insight interagency 

and healthcare guidelines, TMs agreed that this cumbersome format may cause 

confusion or exhaustion for some HCPs. Secondly, while the guideline provides 

numerous resources, TM Blair argued:  

 

I think [the guideline] is useful. I think it’s very long. I’m not 

sure anybody would read it from cover to cover, but there are 

flow charts at the back which I think probably are all that’s 

required for most HCPs to manage their way through any 

scenario. 

(Blair, TM) 

 

This suggests that HCPs may find the guideline to have limited utility in education and 

practice. Indeed, while some participating CMWs described the guideline as a useful 

reminder for working with FGM-affected women (see Section 5.1.2.1), others also 
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admitted making little use of it after the training despite their responsibilities to the 

Insight antenatal pathway and that they had forgotten much of what they learned at the 

Insight training (see Section 6.3.1). In fact, CMWs often described their further 

engagement with the topic of FGM as limited to the use of the Insight training 

materials (e.g., international prevalence maps), watching videos online, and reading 

other guidelines and media. As Emily explained: 

  

It’s one of those things where, if you hear about it at work 

again, you’ll think: “Oh, I’ll look that up.” You rethink it, go 

back and look at things, discuss it with your colleagues, and 

tell stories about what women you’ve encountered. 

(Emily, CMW) 

 

Again, while it is not uncommon for the popularity of alternative sources of 

information to outstrip that of guidelines, here Emily notes an important and common 

preference among CMWs for their colleagues’ cultural capital (i.e., their knowledge 

and skills) (Bourdieu, 1984; see also Section 8.1.1.1) relevant to FGM. CMW Isla even 

went so far as to express judgement toward guideline-dependent CMWs and 

characterise them as a danger to midwifery standards of practice (NMC, 2020): 

 

As midwives we’ve been trained as autonomous practitioners, 

so my worry is that we have too many guideline-orientated 

training students. If we don’t watch out, we’re going to have 

them all in Scotland—CMWs so orientated on guidelines that 

they can’t think out of the box. Then you’ve got little midwife 

robots. We don’t want that. 

(Isla, CMW) 

 

This suggests that culturally, CMWs are encouraged to value their experience and the 

knowledge of their colleagues over clarifying documents like the Insight guideline. 

Guideline awareness has also been linked to Insight training attendance despite 

CMWs’ responsibility to the Insight antenatal pathway upon certification (see Section 

2.5.4). For example, from her experience TM Skye argued that beyond signposting the 

guideline, there was not much more she could personally do to encourage HCPs to use 

it to maintain their knowledge—especially among HCPs who are not routinely trained:   
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When you have a guideline, you’re banking on the awareness 

of all the people that need to use it. If they’re ignorant to its 

existence, it doesn’t matter how good the guideline is—and 

what happens is we’ll quite often have people phone in and say: 

“Oh, what do I do?” and we say: “Use the guidelines. Use 

them,” and they’ll go: “Okay.” I know that’s happening with 

GPs.   

(Skye, TM) 

 

As indicated by the DoHP findings detailed above, and counter to the notion of 

autonomy as suggested by CMW Isla, it therefore appears that in the case of guideline 

utility the institutional cultural value placed on other sources of knowledge (i.e., 

training, experience, colleagues) may diminish its perceived value for some CMWs. 

This therefore represents a clear barrier to what is meant to be a highly pragmatic 

document (see Section 5.1.2.1) and resource that could otherwise prove useful in 

maintaining intended outputs, described by CMWs in Section 6.2 as often not 

sustained over time.  

 

5.1.5 E. Guideline Background   

5.1.5.1  Scientific Grounds of the Guideline Established 

No scientific grounds are provided within the Insight guideline to justify its necessity. 

Instead, the guideline focuses on outlining unsupported actions, with limited and 

uncited information dedicated to health and social risks from FGM (see Section 2.1). 

A few references are provided at the end of the guideline signposting further guidance, 

information, and practical resources for HCPs. This absence of scientific background 

deprives NHS staff of a clear rationale and incentive for the formally documented 

actions (i.e., outputs) requested of them by the health system. Again, this may facilitate 

confusion but also limit HCP confidence in the Insight care pathways and their ability 

to justify them to potentially affected women. A lack of scientific grounding also 

further challenges M&E, as there are no scientific statements on which to base these 

processes (see also Section 5.1.6). Therefore, guideline outputs, outcomes, and the 

ability of managers to meaningfully improve Insight may be limited. However, it is 

important to remember (as discussed in Section 3.2; Section 5.1.2.3) that the lack of 

high-quality evidence in relation to FGM healthcare has likely restricted guideline 

developers’ ability to fully ground all guideline statements on a scientific basis.  
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5.1.5.2  Goals Supported by a Conclusive Literature Review  

The implicit goals of the guideline described in Section 5.1.3 are supported by citations 

of their associated policies (e.g., GIRFEC, RCN, 2015). No information is provided in 

the guideline or in the primary data on any steps taken to review the literature 

throughout its development. This makes it impossible to determine how guideline 

developers addressed the lack of high-quality evidence when setting goals for FGM 

management. 

 

5.1.5.3  Source of the Guideline Clearly Stated  

The only source stated within the guideline in support of its statements is the authority 

of the local NHS CMO and chief nursing officer. While the interagency guideline 

cover page also suggests input from local councils, NHS Scotland, and Police 

Scotland, the document is unclear on whether these bodies also contributed to the 

healthcare guideline.189 Other than NHS Scotland, no such sources of input are listed 

on the healthcare guideline. While this is not uncommon for local healthcare 

guidelines, a lack of clear input from individuals and organisations knowledgeable in 

the topic of FGM further risks limitations on intended Insight outputs and outcomes.  

 

5.1.6 F. Monitoring & Evaluation   

In the conclusions of the SRC report by Baillot et al. (2014) it is recommended that 

FGM interventions have evaluation “built-in from development” (4; see also Scottish 

Government, 2016b:18). However, as noted in Table 14, all six of the following DoHP 

monitoring and evaluation (M&E) criteria were found unfulfilled by the Insight 

guideline:  

 

1) The guideline indicates M&E mechanisms.  

2) The guideline nominates a committee or independent body to perform the 

evaluation.  

3) The outcome measures are identified for each of the explicit and implicit 

objectives.  

 

189 As stated in Section 2.5.3, however, from my interactions with these agencies in the field it 

was confirmed that these agencies did in fact take part in the development of the Insight healthcare 

guideline (see also Section 4.1).  
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4) The data for evaluation is collected before, during, and after the introduction 

of the guideline.  

5) Follow-up takes place after a sufficient period to allow the effects to become 

evident.  

6) Criteria for evaluation are adequate or clear (see also Appendix XIX). 

 

While the guideline outlines M&E procedures for public protection, no M&E 

schedule, mechanism, objective, evaluator (independent or otherwise), or measures are 

included to hold the guideline to account on its intended outputs and outcomes. 

Furthermore, no policy analysis (e.g., of Scotland’s National Action Plan to Prevent 

and Eradicate FGM [see Appendix IV]) or baseline study—with the small Baldeh 

(2013) study anecdotally having stood in as an ipso facto baseline (see Section 2.5.2)—

is noted to have informed its development. In fact, the only mention of data gathering 

is limited to a call for GPs to use the national FGM read codes. 

 

The ad hoc way in which this study was requested (see Appendix XVI) helps to 

confirm that systematic M&E methods were not built into the Insight guideline by its 

developers. However, in their interviews participating TMs did describe the GBV and 

FGM lead and midwife (see Appendix VIII) undertaking a role in the informal 

monitoring of the routine enquiry. As TM Grace explained, this involved a review of 

the weekly FGM statistics sent by community midwifery teams, and in doing so the 

Insight midwife knows  

 

which CMWs are asking the question and which aren’t. It just 

comes down to [the Insight midwife] going … “There’s one 

midwife in that team that’s on the list 20 times. Why is she not 

doing it?” 

(Grace, TM) 

 

However, while TMs described this oversight of the routine enquiry as integral to adult 

and child protections, they provided no evidence of similar M&E procedures related 

to FGM.190 The only M&E planned at the time of this study (approximately three years 

after establishment) mentioned by TMs was a quarterly team meeting in which TMs 

intended to reflect on the implementation of Insight as it had thus far been “difficult to 

 

190 Excluding this study.  
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have time to stand out and reflect on the way we’re working and to evaluate things” 

(Lily, TM). These future meetings were also considered key to ensuring the 

sustainability of Insight:  

 

We need to plan [for sustainability] now, because no man’s an 

island. It’s important to think: How will it be five years from 

now? What will it look like? Who will be part of it? Who won’t 

be anymore? … We’re still developing. 

(Lily, TM) 

 

Therefore, without formalised M&E, Insight was perceived by TMs to have limited 

capacity to effectively understand and address several factors restricting its 

sustainability. These included:  

 

• The geographic distance of TMs from one another, 

• Centralization of specialist resources, and  

• Lack of succession and expansion planning.  

 

Concerning the fragmentation of TMs, while indirectly accessible to one another (i.e., 

via phone or email), very few of the Insight FGM leads described working within a 

convenient distance from other TMs. This deprived a majority of TMs of the 

“opportunity to come together to discuss cases without having to hugely plan it” (Lily, 

TM). Consequently, compounded by the absence of regular team meetings thus far the 

highest quality of care for women with FGM referred to Insight is yet to be developed. 

 

The organisational structure of and planning for the Insight Team was also identified 

by TMs and CMWs as requiring evaluation. Firstly, the centralisation of FGM 

knowledge and skill to one individual per department (see Appendix VIII) was seen 

as limiting the quality of referrals through women’s lack of practitioner choice, 

availability, and potential travel requirements. Secondly, concerning succession and 

expansion planning within those departments, some TMs were described as more 

successful than others. For example, as for the CMWs represented in Section 5.1.2.2, 

TMs not regularly involved in antenatal cases (e.g., obstetrics, paediatrics) were more 

often described as able to transfer their FGM-related work to colleagues responsible 

for equivalent preexisting procedures (e.g., for plastic surgery or GBV) when they 
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were unavailable. As TM Skye explained: “In the way we work, I don’t do all of the 

cases by myself. We share them between the whole team, and we work to the 

guideline.” TMs with a case-sharing approach also perceived their department’s role 

in and relationship with Insight to be secure regardless of their individual presence. 

Interestingly, CMWs also agreed that TMs were uniquely qualified to identify 

similarly committed HCPs and pass on their skills and knowledge of Insight’s “system 

and network” (Ava, CMW). However, intradepartmental FGM knowledge, skill, and 

trust sharing were not demonstrated by all TMs. As TM Skye went on to suggest:  

 

From my perspective, because we’ve got the FGM guideline, I 

think that [specialised FGM care] would be sustainable for our 

department. I’d have more concerns about the individuals 

within gynaecology and midwifery. 

(Skye, TM) 

 

As suggested, TMs more often involved in antenatal processes demonstrated a more 

protective attitude toward their specialised role and skills, and less of a sense of 

responsibility toward sharing them with their departmental colleagues. When asked if 

their position would be filled upon their retirement, for example, Grace distanced 

herself from the process of succession: “I can’t answer that. I would say they should 

fill it, but whether they would fill it is another matter. That might be down to money.” 

CMWs also separated TMs from a responsibility for succession and expansion, 

arguing that the quality and value of Insight in the eyes of management is paramount: 

 

[The Insight midwife] would probably make very sure and very 

much do as best as she can to leave something that robustly 

needed filling, because she would feel passionately about it.  

(Isla, CMW) 

 

As discussed in Section 5.1.1.3, this further evidenced the belief among some NHS 

staff that the future of Insight is highly dependent on funding—but also the self-

selection of interested and “passionate” HCPs (see also Section 5.1.2.4). Interestingly, 

CMW Amelia confirmed—as implied in Section 5.1.2.2—that some CMWs are not 

only interested in FGM skills but also confident that they could master them 

considering:   
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You’re already training [CMWs] in FGM, so a specialist 

shouldn’t be as much of a need. As the awareness of FGM rises, 

ultimately, you’ll have people in the clinics taking that role. It 

would be surprising if that role was filled again.… [The Insight 

midwife]’s job is to make her job obsolete, probably. Maybe. 

(Amelia, CMW) 

 

As their uncertainty implies, however, TMs and other participating CMWs suspected 

that the quality of care for women with FGM might decline without Insight. As 

discussed at length in Chapter 7, TMs are seen as highly qualified to work with affected 

women. In establishing the team and guidelines, CMW Amelia also believed TMs 

have proven themselves uniquely able to advocate for affected women in the face of 

the limited resources (see Section 5.1.1.3) and the shifting “political drive force” in 

NHS Scotland. The Insight midwife in particular was perceived by other TMs as one 

of the most valuable Insight assets—as antenatal care was once again191 argued to be 

the most common point of identification and interdepartmental referral for women 

with FGM. As Skye stated: “[The Insight midwife]’s an absolutely key part in the 

chain. I would have concerns if she were to disappear.” However, until TMs are better 

resourced by the health system to undertake M&E processes like regular team 

meetings to reflect on the Insight implementation model, the issue of centralised FGM-

related skills is likely to continue to limit women’s care access and choice.  

 

5.2 Stakeholder Insights into Internal & External Support for Insight  

As mentioned in Section 4.7.2.3 (see also Appendix XIX), Cheung et al. (2010) 

determined that political and organisational opportunities (an included determinant in 

Rütten et al.’s [2003b] unamended framework) cannot be applied to document-based 

guideline analyses. However, upon triangulation of the adapted Insight guideline 

analysis with the additional data utilised by this study (see Section 4.7.3), key insights 

into these determinants related to the outputs and outcomes of the Insight guideline 

were found (Rütten et al., 2003b:384). Sections 5.2.1 and 5.2.2 briefly detail these 

 

191 See Momoh et al. (2001), NICE (2008), and Section 3.3.1.  
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findings which, unlike those presented in Section 5.1, are solely obtained from the 

interviews with participating Insight TMs, CMWs, and women with FGM. 

 

5.2.1 G. Political Opportunities  

Table 15 details the criteria for Rütten et al.’s (2003b) “political opportunities” 

determinant. In summary, this concerns political sentiment toward the guideline at 

hand, the level of interagency support it has received, and the nature of public-private 

interaction in relation to it. In the case of the Insight guideline and its care pathways, 

the views and experiences of TMs have suggested that interagency politics have indeed 

been highly consequential to antenatal care equity and social equality for women with 

FGM (see also Section 7.3.1). Specifically, that to work effectively with and gain the 

trust of FGM-affected communities, all relevant agencies (e.g., the NHS, Police 

Scotland, and child protection) and their workforces must cooperate to the benefit of 

shared or complementary goals. This is especially necessary, TM Blair argued, as no 

agency is believed to maintain sole responsibility for supporting the complex needs of 

affected families:  

 

A woman and I can have a chat about how FGM is wrong, but 

a lot of that work needs to be done by other agencies. 

Community organisations need to address the whole issue of 

respect and choice for women, and male behaviour. I can’t do 

that. 

(Blair, TM) 

                     # 

 

Without the coordination of interagency expertise, TMs feared both disproportionate 

responses to risks from FGM and reduced accessibility to Insight. Encouragingly,          

# 

Table 15: Adapted Criteria for Analysing the Political Opportunities of Health 

Guidelines 
         Criteria Criteria Fulfilment  

1 The political climate has worsened/ improved.  Fulfilled (Improved) 

2 The support from other sectors has worsened/ improved.  Room for Improvement 

(RfI) 

3 The cooperation between public and private organizations 

has worsened/ improved.  

Fulfilled (Improved) 

 Determination:  RfI 

(ibid.:383) 
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social work, Police Scotland, and third-sector organisations were all noted as highly 

engaged in and receptive to the development and implementation of the Insight 

guideline. As a result—and despite persisting difficulties linked to sometimes 

conflicting organisational views on responding to risks from FGM—TMs described 

“very good relations” (Lily, TM) with these agencies (see also Section 7.3.1).  

 

When asked about the feelings of criminalisation reported by affected communities 

represented in the literature (see O’Brien et al., 2016; Section 3.3.4), TM Grace 

explained, “It’s not just about criminalising” experiences that have taken place in 

direct relation to healthcare. Rather, she clarified how misgivings about agencies like 

Police Scotland have often been connected to negative “experiences with other 

agencies and other countries.” This was certainly evident in the response of the 

participating Nigerian woman “Adaora,” who, when asked why she decided to take 

part in this study, responded:  

 

Ah! At first, I was thinking: “Why was I involved in this?” 

Because I asked my other friends: “Did you get any letter?” 

They said no, so I kept thinking: “Why?” and I said: “Okay, let 

me go because I’m scared. Let it not be that I’ve done wrong 

and they want to come capture me.” 

(Adaora, Nigerian) 

 

Despite these lingering fears, both TMs and women linked the positive interagency 

relationships to a more accessible and holistic antenatal service. For example, TM 

Grace explained that their active attempts to alleviate concerns about Police Scotland 

have resulted in an effective transfer of trust: 

 

In early FGM discussions I was asked quite a bit about [Police] 

and I wanted to be honest and say: “We might need an IRD, 

but nobody’s going to suddenly appear on your door.” It was 

hard, but I think they’ve been accepting after I’ve said: “The 

police will just come and talk to you.” As opposed to—some 

women think—“The police will take you.”  

(Grace, TM) 

 

TMs have therefore found that responding to fears like those held by Adaora with an 

honest explanation of interagency procedure has improved community views of and 
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engagement with Insight and its partners. Indeed, when asked about criminalisation 

(see Appendix XV), no participating woman referred for FGM reported such a feeling. 

While this positive (or at the very least, neutral) shift in perceptions of Police may be 

a result of selection bias,192 it may also indicate a transformative outcome of 

cooperative interagency politics. A transformative connection to cooperation was also 

supported by evidence of responsibility sharing between health and the third sector, as 

suggested by TM Blair above. As the participating Sudanese woman “Nadia” also 

noted:  

 

[The Insight midwife] was very helpful when I first came to the 

country. She referred me to another organisation, and when I 

went, I found that [the Insight midwife] had sent them my name 

already.  

(Nadia, Sudanese) 

 

This close affiliation with a community organisation also aided in a transfer of trust, 

which has both eased women’s access and encouraged their engagement with more 

diverse sources of support. However, interagency cooperation was not universally 

reported. TMs and CMWs also confirmed a historical lack of engagement from 

midwifery education. For example, after offering Insight-led lectures to local 

university staff Grace simply stated: “I haven’t got anywhere.” Consequently, 

participating NHS staff found that opportunities for CMWs to meaningfully relate 

FGM to and embed it within their practice from an early stage of their education have 

been limited (see also Section 6.1.1).  

 

While the political opportunities contributing to the impact of Insight and its guideline 

(see Table 15) could be improved, there is a general trend toward cooperation as: 1) 

The aggregate of organisational views has moved toward a shared professional 

obligation to support families affected by FGM, 2) select agencies have begun to meet 

those obligations and, 3) a significant amount of this support has been undertaken 

 

192 Those represented in the literature who have reported feelings of criminalisation or distrust 

in police were often older than the present study sample, as the average age of participating women 

referred to Insight for FGM was 33 (see O’Brien et al., 2017; Banke‑Thomas et al., 2019; Appendix 

XVII). Moreover, women with less fear of organisations like police or social workers may have been 

more likely to participate in this study.  
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cooperatively (Rütten et al., 2003b). It is also notable that these positive outputs are 

linked to interagency involvement in and support for the development of the Insight 

guideline.  

 

5.2.2 H. Organisational Opportunities 

In Table 16, the criteria for Rütten et al.’s (2003b) “organisational opportunities” 

determinant are provided. This concerns the nature of HCP involvement and 

institutional cooperation following guideline establishment. In the case of the Insight 

guideline, participants have shed light on positive and negative examples of how the 

attitudes and behaviours of 1) the Insight Team, 2) their intradepartmental staff, and 

3) interdepartmental193 staff have contributed to antenatal care (in)equity and social 

(in)equality for women with FGM. Concerning the Insight Team, CMW Amelia noted 

the positive influence of the TMs’ close relationships on care quality, “Whereas if you 

work with a doctor who’s not got the same cultural or clinical expectation of how to 

look after women, then it just doesn’t work.” Even the geographically isolated TMs 

(see Section 5.1.6) described themselves as nonetheless “lucky” to be part of Insight. 

As Lily recognised:  

 

Before I would have been working with just my department, 

whereas the strength of the team is the fact that we come from 

different settings.… It’s also really helpful because to offer the 

best service to a family we don’t want to repeat conversations, 

we don’t want to misunderstand things. We have good 

communication with each other.  

(Lily, TM) 

 

With the benefits of interdisciplinary knowledge and good communication and despite 

differing professional paradigms that might focus a TM’s efforts on either the public 

health or protection aspects of FGM, TMs described more efficient service delivery 

and holistic PCC (see Section 2.5.1) plans. For instance, TMs recalled partnering on  

#  

 

193 As used here, “intradepartmental” staff refers to HCPs and other members of the NHS 

workforce who work within those departments with a dedicated Insight TM (as listed in Appendix VIII). 

“Interdepartmental” refers to those HCPs and support staff working in departments without a lead 

consultant in FGM.  
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Table 16: Adapted Criteria for Analysing the Organisational Opportunities of Health 

Guidelines 

 

               Organisational Opportunities Criteria Fulfilment  

1 HCP involvement has worsened/ 

improved.  

Fulfilled (Improved) 

2 The cooperation within NHS Scotland has 

worsened/ improved.  

RfI 

 Determination:  RfI 

(Ibid.:383) 

 

clinical FGM consultations and follow-up (e.g., postnatally). They also described 

covering for TMs on leave and receiving (self-)referrals linked to the community 

visibility of other TMs and the trust they have transferred to their colleagues. As TM 

Blair explained: 

 

[Women have] built a relationship with me. They trust me, so 

when I say: “This person I’m going to send you to see is okay, 

you can trust them,” that’s really helpful. You transfer that 

trust. And I suppose it works the other way. They can refer to 

me.  

(Blair, TM) 

 

Concerning intradepartmental colleagues as well, TMs involved in antenatal care and 

CMWs reported how the relationships they had established in training had 

significantly contributed to the alleviation of complex HCP anxieties toward working 

with FGM-affected families, such as  

 

a fear of being thought of as racist. Of feeling that they might 

make families feel uncomfortable, stigmatised, or prosecuted 

because of their beliefs. There was a general hands-off feeling 

of: “We mustn’t wade in because we might upset people. It’s 

not our right to.”  

(Skye, TM) 

 

Instead, participating CMWs reported more confidence in working with affected 

women, and in referring to or seeking advice from Insight TMs. As TM Grace 

remembers:  
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I had a midwife phone me about a patient who said: “I just 

wanted to talk to you about this and if I cry just ignore me.” 

Then she was able to go through what she had done and ask if 

I identified anything else that needed to be done.   

(Grace, TM) 

 

A level of professional and emotional support was also reported among TMs and 

interdepartmental staff—with relationships linked to training once again identified as 

an important contributing factor. For example, TM Blair described how after she had 

adjusted an existing responsibility for GP training to include FGM, GP referrals to her 

for FGM improved: 

 

I have two GP trainees every six months, and they all get my 

FGM training package. Actually, recently one of my trainees 

saw a woman in a different setting, and she identified that the 

woman—who’d had repeated admissions to hospital with 

illnesses for which nobody could find a cause—had FGM.  

(Blair, TM) 

 

However, TMs without existing relationships or status with certain senior HCPs (e.g., 

between the Insight midwife and GPs) reported poor communication and even 

tensions. For example, TM Grace recalled when a junior obstetrician was discovered 

to have examined a potentially affected woman without informing Insight: 

 

Then I went and examined her and discovered she’d already 

been examined. So, I emailed the doctor and said, “Why did 

you do that? That’s my job.”  

(Grace, TM) 

 

While Grace recognised that the HCP “perhaps thought she was doing the right thing,” 

she also explained how the concept of deferring to the authority of the Insight midwife 

continued to be “a big pill to swallow” for GPs, as “[GPs] would probably, I suspect, 

refer to [the Insight gynaecologist] because they would rather refer to another 

doctor.”194 As a result of these hostilities, TMs have reported that HCPs and supporting 

 

194 The Insight Team midwife and CPA do not hold medical doctorates.   
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staff have ignored TM communications and deferred to their own authority regarding 

risks from FGM without notifying Insight. Grace also reasoned that rather than being 

purposefully uncooperative, there perhaps also were HCPs who were “not identifying 

[FGM] as a health need at their surgery,” and therefore remained underinformed about 

the Insight care pathways. Regardless of their motive, TMs involved in antenatal care 

linked their poor relationships with GPs to substandard interdisciplinary care quality, 

sensitivity, and efficiency.  

 

Further indicative of embedded cultural tensions between certain groups of HCPs, TM 

Grace confirmed that an effort by the Insight midwife to improve relations with senior 

HCPs—via an offer of antenatal Insight pathway training—was unsuccessful as she 

remembered that they had not “heard back from any GP.” This lack of engagement is 

especially concerning as participating women confirmed their interest in GP 

involvement in FGM enquiries. As the participating Gambian woman “Loli” argued:  

 

Everybody goes to the GP, so you can ask [women]: “Do you 

have FGM?” and they will say yes or no. Then: “Would you 

like to discuss it?” and if they say yes you can start from there. 

(Loli, Gambian) 

 

As it stands, however, TMs have described having to use the Insight guidelines (i.e., 

RCOG, 2015) to “shut up the naysayers” (per TM Grace) regarding the initial 

formalisation of the team. This has not completely mitigated adverse outcomes for 

affected women, especially where adverse interdepartmental cultures of protectionism, 

tribalism, and classism (discussed further in Section 8.2.1.4) remain. As CMW Isla 

explained, HCPs are “slowly learning and progressing in [Scotland], but a traditional 

medical hierarchy still persists. There’s still a lot of work to do.” Consequently, this 

and differing interdepartmental management structures across which “none of them 

bloody speak to each other” (Skye, TM), have continued to frustrate Insight TMs and 

impede the improvement of women’s access to FGM-related services envisioned by 

Loli above. Therefore, when considering Rütten et al.’s (2003b) criteria featured in 

Table 16, the organisational opportunities contributing to the impact of the Insight 

guideline have room for improvement, as: 1) HCP cooperation has markedly improved 

while 2) cooperation across NHS Scotland remains largely dependent on tribal values 
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and professional relationships established in training. Where there have been 

improvements, women with FGM therefore have access to more equitable services 

through the cooperative incorporation of FGM-related concerns into a variety of 

healthcare disciplines, though where professional relationships are weak, their access 

may still be significantly limited.  

 

5.3 Summary 

As shown in Table 14, the Insight guideline has much room for improvement after the 

triangulation of its adapted DoHP analysis (Cheung et al., 2010; Rütten et al., 2003b) 

with the additional data utilised by this study. As further detailed in Section 9.2, 

recommended improvements for the guideline include efforts to advance its scientific 

quality, transparency, and commitment to sustainability. These recommendations are 

directly linked to the transformative and exclusionary contributions of Insight to 

antenatal care (in)equity and social (in)equality for women with FGM evidenced in 

this chapter. In summary, mechanisms linked to the Insight guideline shaping 

stakeholder experiences with the transformative dimension of antenatal care for 

women with FGM firstly included its relationship to existing policies. This has enabled 

NHS staff to easily embed intended guideline outputs into routine practice. Secondly, 

the formalisation of shared FGM-related practices between professionals within and 

without the NHS has considerably strengthened interprofessional relationships. 

Finally, its clear organisation of FGM-related care pathways, resources, and roles for 

professionals has significantly diminished uncertainty and inconsistency in service 

delivery. Therefore, transformative outputs related to these aspects of the guideline 

have included: 

 

• Improved HCP confidence,  

• Sensitivity, and  

• Reflexivity.  

 

Transformative outcomes perceived to have benefited affected families included: 

 

• Consistent and proportionate FGM enquiries, discoveries, and risk 

assessments;  

• Improved community trust,  
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• Service accessibility and efficiency, and  

• PCC and interagency support (McCormack, 2004; McCormack & 

McCance, 2006; 2010).  

 

NHS staff experiences with the implementation of Insight also revealed that these 

facilitators to care equity and social equality were most effectively enabled by the 

Insight Team dynamic, CMW training (see also Chapter 6), advocacy, and support.  

 

Several mechanisms also link Insight guideline statements to stakeholder experiences 

with the exclusionary dimension of antenatal care for women with FGM referred to 

Insight. Where positive professional relationships were absent prior to the 

establishment of Insight, negative HCP behaviours have maintained tension and a lack 

of cooperation with and adherence to the Insight care pathways. Organisational 

restrictions related to the NHS workforce, digital infrastructure, and M&E process 

have significantly constrained Insight implementation, leaving Insight without 

accountability or more than superficial evidence to advocate for the institutional or 

organisational changes recommended by its own team members, CMWs, and target 

population. Finally, institutional processes of service valuation and limited action in 

relation to the improvement of the scientific evidence on FGM management in HICs 

also suggest that values related to equity have not been prioritised by NHS Scotland. 

This has resulted in development and data-collection practices that may limit the 

sustainability of services for affected women. Therefore, adverse outcomes for women 

with FGM linked to these barriers included:  

 

• A lack of evidence-based services,  

• Diminished or delayed access to care and support, and  

• Centralized specialist resources.  

 

In the following chapter, participant views and experiences related to aspects of Insight 

and the wider health system—including expansion on some of the structural 

facilitators and barriers described above (e.g., CMWs’ access to high-quality training, 

underdeveloped organisational aspects of Insight, and NHS Scotland capitation 

policy)—will add greater depth to this understanding of the dimensions of antenatal 

care for women with FGM, with an emphasis on how CMWs’ role in the Insight 
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antenatal pathway (see Section 2.5.4) has contributed to experiences of general 

antenatal care (in)equity and social (in)equality in Scotland.  
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Chapter 6: The Conditional Transformative Impact of the Insight 

FGM Training on General Antenatal Care 

This chapter presents a multi-stakeholder perspective on the contributions of the 

Insight training and NHS Scotland to care (in)equities and social (in)equalities for 

women with FGM. This includes data related to the second theme named in Section 

4.7.3, “the conditional transformative impact of the Insight FGM training on general 

antenatal care,” and its two transformative and two exclusionary subthemes (see Table 

11). Section 6.1 presents evidence of transformative outputs and outcomes of the 

Insight training related to community midwifery organisation, practice, and staff 

behaviour. Section 6.2 details the exclusionary aspects of Insight and the wider health 

system that have limited the sustainability of transformative Insight training outputs 

and failed to address HCP practices, beliefs, and behaviours that disadvantage women 

with FGM. Section 6.3 summarises these findings with an emphasis on priorities for 

the development of Insight and NHS Scotland in support of antenatal care equity and 

social equality for women with FGM living in Scotland. 

 

6.1 Transformative Insight FGM Training Outputs for Community 

Midwifery Organisation, Practice & Behaviour  

As discussed in Section 5.1.2, participating CMWs positively characterised the Insight 

training and TM trainers as catalysts for their FGM awareness and sense of 

professional responsibility for the protection and care of affected women. This section 

expands on those findings with evidence relevant to the impact of specific aspects of 

the Insight training on affected women’s antenatal care experiences. Section 6.1.1 

details how practical elements of the Insight training have improved CMWs’ attitudes 

toward the Insight antenatal pathway, FGM knowledge, and confidence to talk and 

continue to learn about complex FGM-related topics (including Insight referrals). 

Consequently, women referred to Insight for FGM reported improved access to 

information about FGM and specialised risk management. Section 6.1.2 then offers 

findings relevant to how the social and emotional elements of the training curricula 

have also mitigated negative CMW behaviours in relation to FGM disclosures, therein 
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improving the antenatal care experiences, confidence, and Insight referral expectations 

of women with FGM.   

 

6.1.1 Educational & Organisational Support for CMWs 

In Section 3.3.1, descriptions of unsystematic HIC support for HCPs to develop their 

FGM management skills were linked to substandard maternal care for affected women. 

Findings from this study support this link, as well as aspects of Insight that have 

improved women’s access to specialised antenatal care. CMWs described their own 

improved access to higher-quality sources of FGM knowledge and understanding. 

Prior to the establishment of Insight, CMWs credited what FGM knowledge they had 

to the media (38%), professional experience(s) with affected women (63%), and 

various forms of FGM training unaffiliated with Insight (50%).195 However, it is 

important to note that, as detailed in Table 17, direct experience with FGM is highly  

# 

Table 17: Approximate Figures for Women with FGM Described by Participating 

CMWs 

CMW 

Urban/ 

Suburban 

Community 

Team # Seen Directly 

# Known of 

Indirectly 

# Not Identified 

Before Triage/ 

Labour 

Sophie Suburban - - 1 - 1 - 

Emily Urban - 2 - - - - 

Olivia Suburban - - - 1 - - 

Ella Urban 2 2 - - - - 

Amelia Urban 2 1 - - - - 

Jessica Urban 1 2 - - 1 - 

Ava Urban 1 - - - 1 - 

Isla Urban 2 - - 2 1 - 

TOTALS 6 / 2 8 7 1 3 4 0 
 

TABLE KEY: 

Before Insight Training  

After Insight Training  

 

 

195 The two most recently qualified (within three years prior to 2017) CMWs reported learning 

about the antenatal Insight pathway during their student midwifery training. One CMW also reported 

having received two separate FGM training sessions in her EU home country and in London. 
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limited. As introduced in Section 5.1.4.1, CMWs without direct experience working 

with affected women (n=2) also credited their preexisting FGM knowledge to 

information shared by their more experienced colleagues (e.g., other CMWs, health 

visitors, or consultant obstetricians). As CMW Emily explained: 

 

FGM is out with [CMWs’]—I don’t want to say normal—but 

it doesn’t happen every day basically, so it’s nice for us to be 

able to reflect with each other about how we handled it. How 

women might react if we asked: “What would happen if you 

went home to your country with your daughter?”  

(Emily, CMW) 

 

This suggests that as one of the few sources of information and reflection, CMWs had 

placed a high value on secondhand knowledge (see also Sections 5.1.4.1; 6.2.2). 

However, in hindsight some participating CMWs also acknowledged that those first 

and secondhand FGM experiences were often superficial, inconsistent, dated, or even 

prohibited. For example, CMW Amelia recalled an experience in Scotland (circa 1997) 

when, after having performed an anterior episiotomy to deinfibulate a woman in 

labour, that woman’s partner (who was also a registrar at the hospital) pressured 

attending staff to reinfibulate his wife:  

 

Which I didn’t do, obviously. It made me very 

uncomfortable—I didn’t want anything to do with it…but I’m 

pretty sure there was a short discussion and somebody else 

came in and sutured her. 

(Amelia, CMW) 

 

While this unsanctioned reinfibulation—occurring approximately a decade after FGM 

had been banned in the UK (in 1985)—was exceptional within the data and considered 

a “unique experience” by Amelia, this highly unstructured process and intrapartum 

(see Section 2.5.1) setting were not unique. As indicated in Table 17, 44% of the FGM 

cases encountered by or known to participating CMWs were discovered in the 

intrapartum period (i.e., in obstetric triage or on a labour ward). This limited 

“experienced” CMWs’ FGM knowledge to intrapartum concerns—likewise limiting 

their skills regarding the antenatal FGM management planning, protections, 

safeguarding, education, and additional referral (e.g., for mental or sexual health) 



 

196 

 

pathways later established by Insight. Even when the experienced CMW Amelia 

described herself having historically asked women about FGM, she remembered how 

“haphazardly” and selectively this was done: 

 

You would just assume certain ethnic groups had FGM. 

Certainly, one case really surprised me because she was Indian. 

I thought FGM was just in sub-Saharan Africa and things like 

that, and those women I would have questioned, not others.  

(Amelia, CMW) 

 

This long-standing absence of formal antenatal FGM procedures within NHS Scotland 

may also have contributed to what participating CMWs remembered as their own 

negative attitude toward FGM CPD prior to attending the Insight training. 

Furthermore—as with those GPs described by TM Grace in Section 5.2.2—it may also 

have contributed to the perception that FGM was not a “big issue” in their practice 

regardless of their view on the size of the FGM-affected population in Scotland. As 

CMW Emily explained, FGM management was also believed to be out with her role 

whether she met an affected woman or not: “I suppose I thought, at some point the 

chances would be high that you would meet somebody with it. But that was it, really.” 

However, with the introduction of the formal Insight FGM training, specialist antenatal 

pathway, and informal colleague support provided by TMs, positive changes to those 

perceptions and CMWs’ practices were reported. 

 

Findings show that both participating CMWs and survey respondents considered their 

FGM knowledge and Insight antenatal pathway self-efficacy well established by the 

Insight training curriculum and TMs’ support. Overall, from the fourth long-form 

survey question, “Do you have any other comments about the session today?” all those 

who answered (43%) responded positively—describing the training as “informative,” 

“enjoyable,” “worthwhile,” “useful for practice,” and “invaluable” (see Section 4.5). 

Discussing their FGM knowledge in particular, many participating CMWs explained 

that the training was their first opportunity to learn about FGM in detail (see also 

Section 6.1.2). Consequently, some described feeling initially overwhelmed by certain 

aspects of the curriculum. These included:  

 



 

197 

 

• Clinical details relevant to FGM;  

• Its global prevalence;  

• The diversity of affected populations; and  

• Its various associated values, beliefs, motivations, and sociocultural and 

intersectional issues (e.g., GBV, trafficking) (see Section 2.1).  

 

However, CMWs also directly linked the robustness of the knowledge provided to an 

improved understanding of and confidence in their practice—even when these skills 

were not seen as ultimately resulting in a woman’s referral to Insight: 

 

I was doing newborn examinations and two of the babies I was 

allocated to had a mother with FGM.… It made me think: “Oh 

yes, I’m so much better informed about this.” … Although it 

wasn’t really affecting what I was doing, immediately I felt 

better informed about it and what was behind them.  

(Isla, CMW) 

 

In evaluating their participation in the Insight training, CMWs described being better 

able to introduce women to the FGM typology (see Figure 2), Scots Law, and potential 

treatments (e.g., deinfibulation). CMWs also credited its sociocultural and 

intersectional curriculum for their understanding of the need to eliminate practices 

contributing to inequalities, such as discriminatory ethnic profiling in FGM enquiries 

(see also Section 6.2.1). As CMW Jessica explained: 

 

I feel much more confident. I don’t feel scared about asking 

women if they’ve been cut. Honestly, I don’t ask only those 

women. I ask everybody because you never know the 

background of other people. 

(Jessica, CMW) 

 

CMWs also cited this aspect of the training curriculum for their awareness of some 

women’s need for specialised postnatal and perineal care, psychological support, 

sexual health counselling, and public protection.  

 

As for CMWs’ self-efficacy with the antenatal Insight pathway, the pragmatism and 

antenatal relevance of the Insight training was also highly complimented for clarifying 

their role and raising their awareness of the resources available to help them ensure 
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women’s access to the specialist care they need (see also Section 5.1.2).196 Even when 

compared to FGM training sessions in London and the EU, CMW Jessica explained:  

 

I prefer the [Insight] training. In London it was a hospital 

midwife training on general things. Here it was for CMWs—

and they gave us a little more guidance and explanation on 

what to do. That’s important because I’m the first point of 

contact with women. It was not like when they come to the 

hospital where they have already met a CMW and the pathway 

is already done.  

(Jessica, CMW) 

 

Consequently, trained CMWs described being able to more confidently raise the 

subject of FGM themselves. CMWs also explained how when they utilised knowledge 

gained from the training to discuss FGM with affected women, the resulting 

conversations often led to the development of further understanding (see also Section 

6.2.1). To some CMWs’ surprise, for example, women who were open to discussing 

their history, views, and concerns about the condition (significant in number from 

CMWs’ and TMs’ perspective) were credited for further challenging their perceptions 

about how women raised their daughters, their involvement in FGM activism, FGM 

medicalisation, and reinfibulation. As CMW Emily learned from their conversation 

with a Kuwaiti woman about their aunt who had asked for and been denied a 

reinfibulation in England:  

 

I thought to myself: “They’re obviously all talking about this.” 

It was a bit more open than I would have thought. The woman 

said: “In [my home country] you just ask the doctor.” I was 

quite taken aback. Wow! 

(Emily, CMW) 

 

As a result of these expansions in their FGM knowledge, CMWs reported the further 

strengthening of their confidence in also applying their PCC skills to FGM 

management. For example, CMWs credited the training for the knowledge necessary 

to not only accurately inform women about how they will be contacted by the team, 

 

196 A small minority of participating CMWs and survey respondents requested more detailed 

information such as an exact wording for the universal enquiry. Interestingly, both an exact wording 

and additional help for talking about FGM are in fact provided in the Insight guideline.  
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where the referral will take place, and what they will be asked but also to reassure 

them that they can be confident in the safety of attending:  

 

I know the referral system so I can tell [women] that we have 

a specialist midwife, their name, and that they will get in 

contact—usually by letter. I can let them know what services 

and supports we have and that they’ll probably meet with one 

of our obstetricians.  

(Ava, CMW) 

 

Even when CMWs described anxieties about more complex cases, they cited the 

informal support offered to them by TMs following the training as helping to maintain 

care quality. From her experience with reinfibulation, as discussed in Section 5.1.2.1, 

for example, CMW Jessica described working directly with the Insight midwife to 

support the woman through the birth of their first female child and suspected spousal 

abuse: 

 

[The Insight midwife] and I had a discussion about the family’s 

behaviour, because the husband was patronising. I could see 

him speaking and the translator translating, and [his wife] was 

very quiet. So, it was at that point that we started to raise some 

awareness of another problem that’s maybe not helping her to 

overcome FGM. 

(Jessica, CMW) 

 

Other CMWs also recalled TM support for complex cases, but also valuable joint 

appointments with TMs and referring their own personal acquaintances to Insight—

with each instance linked to the awareness and confidence they had gained from the 

Insight training.  

 

Finally, regarding initial negative attitudes toward FGM training, CMWs explained 

that the Insight training helped them understand the rationale behind the specialist 

antenatal pathway and FGM-inclusive practices from “trying to find out what the 

woman calls her FGM and then using that language” (Amelia, CMW), to more 

complex communication with women who, for example, “won’t think that [FGM is] 

strange or different to us” (Emily, CMW). As Emily explained:   
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I suppose having the training behind you just kind of backs you 

up a bit.… I think initially when they realise: “Oh, not 

everybody has this,” you don’t want to insult them. You want 

them to understand you’re there to help and support them. … 

It’s important that they know we’re doing it for their own 

benefit, for their baby’s benefit, and their future children’s 

benefit.  

(Emily, CMW) 

 

Here, Emily highlights the significance of not only CMWs’ understanding of why the 

Insight training and their role in its antenatal pathway is important but also their ability 

to communicate that reasoning to the women they see. In fact, Emily found the training 

so useful in these respects that she even went on to criticise its timing—arguing that it 

would have been preferable to be as adequately prepared for the universal enquiry 

before she was qualified as a CMW. Therefore, participating CMWs have evidenced 

how the Insight training and informal support have given their practice “all the tools 

they need” to support women—many of whom are “just newly pregnant” (Emily, 

CMW)—without overwhelming them. As participating women referred to Insight for 

FGM confirm below, this has also helped the antenatal Insight pathway to function 

effectively as intended. So that, as Grace noted as a key aim of Insight, a woman can 

access specialist care while also able to “be a pregnant woman without … being the 

‘FGM woman.’”  

 

In context with the experiences of participating women referred to Insight for FGM, 

the above findings have been key to understanding the transformative dimension of 

their antenatal care, especially in light of the 83% of these women who confirmed that 

they—as were many women represented in the literature (see Section 3.3.2)—were 

either unaware that they had FGM, were unsure of their FGM type, or that FGM could 

have an impact on their pregnancy prior to attending their antenatal booking 

appointment. As “Chibuogu” explained:  

 

If I didn’t ask [my family] I would not have been told that I 

was circumcised. I don’t remember pain or what they did, and 

it’s not disturbing me in any way. I don’t feel any different, so 

I don’t feel anything about it.  

(Chibuogu, Nigerian) 
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Gambian participant “Marie,” a self-described anti-FGM activist, said, “Even though 

I had done a lot of things on FGM, personally I didn’t know what type I had.” This 

underscores the importance of both CMWs’ confidence with the universal enquiry and 

their FGM knowledge—since being able to initially ask, inform, and reassure women 

regarding FGM has been critical for some women’s access to Insight.  

 

CMWs’ ability to explain the Insight referrals to affected women was also found to be 

important to women’s antenatal care experiences. Though women referred to Insight 

for FGM usually remembered having been aware of FGM in general, only three knew 

about Insight prior to their booking appointment. Furthermore, while friends and 

family were cited as the source of their prior awareness, other women and TMs 

suggested that these groups could not and should not be solely responsible for their 

own awareness of Insight. TMs argued, for example, that during the study period 

community awareness of Insight had not yet spread significantly or accurately—they 

reported the common perception among women that FGM was not relevant to their 

pregnancy. TMs also found that women’s antenatal care expectations for Scotland 

were often negative, informed by the care they and others had received before Insight 

was established (see Baldeh [2013] and O’Brien et al. [2016; 2017]) and out with the 

UK. As Insight TM Grace explained: 

 

I think some of the women are bit nonplussed. They think, 

“Well, why are you asking me about it, because it’s not an 

issue. I’ve had three babies before and nobody else has ever 

asked me. Why am I suddenly being asked?” 

(Grace, TM) 

 

“Naija” (Nigerian) also confirmed that some women are simply not active in their 

community: “I’m not really the type that tries to be part of the community to find out 

what’s happening.” Similarly, Adaora explained that only after meeting the Insight 

midwife did a friend share their experience with the service: 

 

No. I never expected that. I never heard of that, but after I met 

[the Insight midwife] I was speaking to someone and said: “Oh, 

this is what happened, I never knew such happens,” and she 
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said the same happened to her. That [the Insight midwife] came 

to her. 

(Adaora, Nigerian) 

 

This further confirms that CMWs’ ability to inform women about Insight has been 

essential to their access. The majority of the women did in fact recall their CMW 

describing the Insight midwife—often not going into much more detail other than to 

characterise them as a local FGM lead who would assess their FGM type and 

determine their needs for labour (see also Section 6.2.2). The vast majority of the 

women used either positive or neutral language to describe the process of being 

referred to the Insight midwife by their CMW—with 83% considering it of little to no 

personal offence or disturbance. In fact, women were so unbothered by this aspect of 

the antenatal pathway that it was challenging for the researcher to elicit noteworthy 

details from their experiences with their CMWs and the universal enquiry. For 

example, as “Hiba” (Sudanese) succinctly remembered: “[The CMW] asked, do I mind 

if she scheduled me with an expert to examine my situation. I told her: ‘No, I don’t 

have any problem.’”  

 

Finally, as noted by Emily in Section 5.1.2.1, the Insight training has been seen as 

improving CMWs’ reflexive practice as promoted by their education in person-centred 

care (PCC) (see McCormack & McCance, 2006; 2010; Section 2.5.1). This was also 

evidenced by the participating women referred to Insight for FGM who confirmed 

CMWs’ ability to address women’s individual needs, reassure them about Insight and 

its services, and engage them and their families in more complex FGM discussions. 

For example, women recalled CMWs asking whether or not they knew their FGM type 

and what kind of delivery they were hoping for (i.e., natural or C-section). Women 

also reported that CMWs had informed them that FGM may cause complications in 

delivery (see Appendix II), but also that they should not worry or be afraid. In the case 

of Naija, these discussions even motivated her to do further research on FGM and to 

open a dialogue with her parents regarding their motivations for practicing FGM. In 

also speaking to her friends about her general antenatal care experience, they were also 

inspired to do the same: 
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I never knew if I was cut or not. That’s why I had to speak to 

my parents about it: “Why did you—when you first did the 

cutting, was it the norm in those years? Was it a family 

tradition?” Just a bit of explanation so I could get enough 

information for [the Insight midwife].… Me and my friends 

started talking about it, and I realised they didn’t know about 

[their FGM] either. They had to call their parents, and ask: 

“You know [Naija]? She was asked. Have I been 

circumcised?”  

(Naija, Nigerian) 

 

Therefore, compared to the 2013 study by Baldeh where the majority of the women 

reported never having been asked about FGM by their Scottish HCPs, those who have 

now successfully been asked (see Section 6.2) reported positive and informative 

experiences with their CMWs. However, as will be further covered in Section 6.3, 

these significant improvements in antenatal care are not necessarily universal 

experiences or sustained outcomes. 

 

6.1.2 Social & Emotional Support for CMWs  

As with the practical curricula detailed above, additional findings related to general 

antenatal care for women with FGM have also highlighted the equally transformative 

impact of the social and emotional Insight training curricula. Participating CMWs 

often remembered their pre-Insight experiences of working with or learning about 

affected women (see Table 17) as emotionally difficult to manage; they commonly 

split the focus of their descriptions between clinical concerns and their personal 

feelings toward FGM and affected women (e.g., see CMW Amelia’s experience in 

Section 6.1.1). For example, from CMW Sophie’s experience of learning about a 

woman identified in triage:   

 

Some of the [ward midwives] were saying: “Oo there’s a girl 

there and there’s FGM.” … Everybody was talking about her 

in the context of: “God, what a shame, poor girl,” and the 

difficulties it was going to pose when she had her baby.  

(Sophie, CMW) 

 

While CMWs’ were expected to seek to relate to women with FGM as women and/ or 

mothers, CMW Emily argued that emotional responses to the practice from those 
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unfamiliar with FGM, affected cultures, and their constructions of gender (see Section 

2.1.1) should be expected: 

 

It’s not a nice subject area. I think if you don’t struggle with 

some of it—I think everybody would. It’s just some of the 

stories that you hear are just heartbreaking, really. The trauma 

that the women go through. The thought that a woman would 

think that’s okay. That’s quite a hard thing to take, as a woman 

as well as a midwife.  

(Emily, CMW) 

 

To process these emotions, CMWs reiterated the importance of the informal 

intersubjective HCP reflections undertaken in practice described in Section 6.1.1 (see 

also Section 5.1.4.1). Some CMWs argued that with this form of support, and their 

routine training in PCC and experience with other sensitive risk assessments (e.g., 

miscarriages), all CMWs should be psychologically equipped to work sensitively with 

affected women without specialised training. When asked how well the general 

midwifery training prepared CMWs for FGM for example, Emily explained how 

CMWs’ expertise is built over time, somewhat to the extent of their own initiative: 

 

EMILY: You’re trying to treat everyone the same, but then 

understand that there are things that you need to tailor to each 

individual, wherever they’re from. It’s person-centred without 

putting your own prejudices or thoughts into it—which is hard 

obviously, as a human being.  

INTERVIEWER197: Is there anything you feel is missing 

from the professional training to do that? 

EMILY: You can’t prepare for every eventuality, so you do 

have to use a bit of your own initiative and common sense. I 

guess, just broadening your knowledge about different 

cultures—but also if you just ask women… for example, I 

might ask: “What’s it like in your country, in Vietnam?” 

Women like straightforward questions and if you’re honest, 

interested, open, and showing them that you’re doing this to 

support them they tend to give you the information.  

 

The perception that colleague support, PCC training, and self-direction are sufficient 

for addressing issues that CMWs may feel “out of their comfort zone” (Elsie, TM) 

 

197 This refers to myself, who led all participant interviews (see Section 4.4).  
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with in an ad hoc way therefore helps explain initially negative views of FGM training 

(see Section 6.1.1)—especially in context with practicing CMWs’ complaints 

regarding the already numerous demands on their time. However, a reliance on these 

sources of support fails to appreciate just how challenging some CMWs have found 

FGM discoveries to be.  

 

While describing feelings such as “embarrassment” and “curiosity” in relation to 

topics like obesity, CMWs consistently and uniquely related an increase in their FGM 

awareness to feelings of extreme cultural dissonance, emotional turmoil, and an 

inability to relate to affected people. These feelings were also described as 

inconsistently mitigated by those traditional resources. For example, CMW Emily 

admitted that the self-initiative necessary to effectively apply PCC across cultures, “at 

the end of the day, is everyone’s individual choice.” Thus, CMWs like Sophie 

explained that weaknesses in the ad hoc approach to issues like FGM are linked to 

natural differences in CMWs’ personalities and interests: 

 

To a point we are told not to let our personal feelings show and 

that we must remain impartial—blah, blah, blah, blah—but a 

lot of people are rubbish at that, and they let their own true 

feelings come out. A lot of people also react and then put a bit 

of a wall up, so it that makes them seem abrasive … but behind 

that they might be thinking, “Oh my God, I hate this. I don’t 

want to deal with it.” It’s just different personalities, isn’t it? 

People are different. 

(Sophie, CMW) 

 

Despite these clear and expected differences among individual CMWs, Amelia further 

criticised the catchall use of PCC training for intercultural communication and 

sensitivity skills development:  

 

The assumption is that you go through a three-year training for 

midwifery and then you can get signed off being a good 

communicator, and that’s just not the case.  

(Amelia, CMW) 

 

Thus, on top of the disadvantages of inexpert colleague support and reflection (see 

Section 6.1.1) and the unreliability of self-initiative, PCC training was also described 
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as essentialising issues in a way that has maintained a social and emotional support 

deficit for CMWs who struggle to relate to women affected by more specific issues 

like FGM. Consequently, participants recognised the formation of an unequal 

antenatal care environment for women with FGM when CMWs felt uncomfortable 

with, underprepared to, or afraid to “humiliate” women by asking about FGM. For 

example, CMW behaviours that betrayed anxieties, embarrassment, suspicion, or 

prejudice were appreciated by CMWs for their potential to alienate women and their 

families, dissuade women from disclosing their FGM, or lead them to disengage from 

the health system altogether. As CMW Sophie explained: 

 

If you’re uncomfortable talking about it then you’re going to 

come across as maybe a bit judgemental, which then makes 

your woman think, “Oh God, I don’t want to talk to you about 

it.”  

(Sophie, CMW) 

 

Therefore, while these views and experiences do not provide a definitive explanation 

of the reasons CMWs might socially and emotionally struggle with FGM and its 

intersecting issues, especially before Insight had been implemented, as discussed 

below, these feelings help contextualise how the Insight training has contributed to the 

positive shift in CMW behaviours, and moreover, how these shifts have been attributed 

to the positive universal enquiry experiences reported among women with FGM (see 

also Section 6.1.1).  

 

Among the 23 survey respondents, 39% described the emotional impact of learning 

about FGM as the most challenging aspect of the training. Furthermore, the most 

common reaction to the training among participating CMWs was “shock,” with FGM 

being described in strong terms such as “barbaric,” “a violation,” and “abhorrent.” 

CMW Olivia also remembered how the training “stayed with me for weeks after.” 

However, CMWs also described the effective social and emotional support made 

available during and after the session. CMW Emily even went so far as to describe 

herself as shocked, “in a good way,” as the training provided both the awareness and 

understanding she needed to fulfil her role in the antenatal pathway, and that the 

training gave her the opportunity to address difficult questions in an educational 
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environment that might otherwise alienate, offend, or trouble affected women in 

practice. As CMW Amelia explained: 

 

It was helpful to learn how to sensitively approach the issue; 

because as a health professional, with FGM, we’re not 

necessarily sensitive enough to feel what the woman feels 

when she has to talk about it.  

(Amelia, CMW) 

 

CMWs further suggested that the training provided a dedicated time and space for 

them to “break down a few of those prejudices” (Sophie, CMW), come to terms with 

FGM as women and mothers, empathise with affected women, desensitise themselves 

to the condition professionally, and appreciate the various consequences of failing to 

identify and refer women for FGM. With problematic behaviours of underprepared 

CMWs therein isolated from practice and subjected to a more structured and proficient 

form of intersubjective reflection, Sophie explained:  

 

[Now], when I ask the FGM question at booking, I’m not going 

to be absolutely shocked if somebody says to me: “I have 

FGM.” Whereas before, I would have been like, “[GASP] Oh 

my God, really?” So, it made it more like—what’s the word—

when I asked, it had more meaning. Rather than, well, I’m 

asking for the sake of asking.  

(Sophie, CMW) 

 

Consequently, CMWs described themselves as better prepared to focus not on those 

aspects of FGM they found the most disturbing but on those for which they could 

provide professional support. As Sophie further commented:  

 

It’s really important to treat [FGM] as something that you just 

need to discuss and do something about, and not show your 

feelings about it in any way.… She’s already fearful about her 

pregnancy, so if you’re adding on to that—it’s so important to 

keep communication channels open and an easy way to shut 

them is by making her think that you’re judging her. 

(Sophie, CMW) 

 

Furthermore, as initially discussed in Section 6.1.1 regarding CMW practices, 

participating women referred to Insight corroborated positive CMW behaviours in 
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relation to the universal enquiry. The majority (10 of 12) described their interactions 

with CMWs as absent the shock, fear, and many of the other problematic behaviours 

described above or among the HCPs represented in Section 3.3.2. Instead, women’s 

general antenatal experiences continued to be described as largely unremarkable, with 

several repeating the phrase “she just asked” (Adaora, Nigerian; “Aretla,” Nigerian; 

Hiba, Sudanese; and Marie, Gambian). Women also reported that positive responses 

to being asked if they had FGM, perceived by CMW Jessica to once have been feared 

by untrained CMWs who would be unsure of how to proceed, were received well. For 

example, Naija described the experience as “pretty much straightforward.” She went 

on:   

 

The [CMW] spoke to us, she was calm about it. She didn’t 

really make it sound sugarcoated. It was just a very plain, direct 

question, “If yes, okay. Don’t worry.” 

(Naija, Nigerian) 

 

Of the few women who went into more detail about their experiences with their CMW, 

Marie also remembered feeling “lucky” that her CMW had been trained by Insight:  

 

Particularly with midwives we have seen a rise of FGM 

awareness, how to be culturally sensitive and approach women. 

Luckily my CMW was trained by [the Insight midwife] … so 

she knew what to ask and she was also aware of all the 

procedures. She was very sensitive and supportive. I felt very 

confident to speak to her.  

(Marie, Gambian) 

 

Here, Marie explained how a knowledgeable and sensitive CMW was not only a relief 

but also key in building confidence to discuss FGM. Naija also positively characterised 

her CMW’s behaviour as skilfully providing reassurance, a justification, and setting 

boundaries and expectations for the Insight home visit:  

 

She really didn’t go in-depth because she left that for [the 

Insight midwife]—saying: “Don’t worry, she’ll come and 

speak to you about it.” The CMW also told us why they had to 

refer me: “It’s because women that have been cut might 

have”—not complications—“it’s in that area important at 
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birth.” … I think it was a good thing, it was an eye-opener for 

me. I probably wouldn’t have talked about it. 

(Naija, Nigerian) 

 

Consequently, Naija characterised herself as better prepared for and confident in 

attending the Insight referral. The latter feeling, at least, was also shared among the 

majority of the participating women. Therefore, while these findings do not necessarily 

confirm the complete elimination of prejudices among all CMWs (as further discussed 

in Section 6.2.2), participants have certainly suggested a link between health system 

support for CMWs to explore FGM as it relates to themselves, women, and community 

midwifery and improved behavioural outputs that benefit women’s general antenatal 

care experiences.  

 

6.2 Unaddressed Exclusionary Aspects of Insight & the Health System 

Section 5.1.2.3 discusses the contributions of NHS Scotland capitation policy (see also 

Section 2.4) to Insight resources and data-collection practices. In this section the nature 

of this policy is once again linked to processes that have disadvantaged women with 

FGM seeking antenatal care. Firstly, Section 6.2.1 describes the elective training and 

competency maintenance model used by Insight and the short-term approach NHS 

capitation policy has valued in relation to workforce education in minority issues, as 

well as how these factors have limited the sustainability of the positive Insight training 

outcomes described in Section 6.1, and therein women’s access to high-quality FGM 

knowledge and specialised care. Section 6.2.2 then details underdeveloped aspects of 

Insight and the wider health system that have enabled workforce practices, behaviours, 

and beliefs that are insensitive and prejudicial to FGM-affected communities living in 

Scotland. 

 

6.2.1 Implementation, Policy & the Sustainability of Insight FGM Training Outputs 

In Sections 3.1.1 and 3.3.2, findings from HIC FGM literature have linked low FGM 

prevalence to the FGM knowledge HCPs have gained from specialised training (see 

also Kaplan-Marcusán et al., 2009; Stephenson, 2019). Interestingly, both the Insight 

descriptive statistics (see Section 4.5; Appendix XVI) and participating NHS staff are 

found to support this link, as detailed below. While absent evidence from the 
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perspective of women referred to Insight for FGM, findings from this study also 

suggest links between unsustained training outputs, the Insight training 

implementation model (see Section 2.5.3; Chapter 5), and health system capitation 

policy historically disadvantaging minority issues (see Section 2.4). Therefore, Insight 

training and funding practices have limited the organizational capacity needed for 

Insight to maintain the transformative improvements discussed throughout Section 

6.1—often where they’re needed most (Asthana et al., 2004; NHS England, 2015; see 

also Section 5.1.2.1; 5.1.2.3). 

 

As noted in Appendix XVI, approximately 96.8% of Insight referrals from 2015 to 

2018 were made by CMWs working in urban community midwifery teams. This has 

meant that suburban teams made ≤5 referrals during that period, with one team having 

reported no referrals at all. Correspondingly, all 4 of the participating CMWs who 

reported direct experience with women with FGM after their training (see Table 17) 

worked in urban teams, and both of the suburban-based CMWs reported no 

experience. This has qualified suburban referrals as “the odd case” (Olivia, CMW). 

Yet, as can be expected in context with Baillot et al.’s (2014) conclusion that FGM-

affected people likely live within every Scottish authority (see Section 1.1), the data 

also revealed the potential need for specialised referrals in 75% of all the local councils 

serviced by the Insight Team.  

 

Unsurprisingly, as indicated in Section 6.1.1, FGM knowledge was perceived by TMs 

to share a positive correlation with direct professional experiences with women with 

FGM (i.e., within urban teams). This relationship also applied before the Insight 

training was available:  

 

The area I worked for previously was very close to a university, 

so you had a higher population of especially Sudanese 

families—and so the midwife looking after those women 

would have more experience. 

(Amelia, CMW) 

 

After the training too, CMWs perceived that where direct experience was uncommon 

(i.e., within suburban teams), the FGM knowledge gained from the Insight training 
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would be difficult to maintain. However, a lack of experience was not the only factor 

linked to losses in FGM knowledge—with a negative correlation between time and 

FGM knowledge also understandably identified. For example, as some CMWs had 

attended the Insight up to three years prior to her interview, CMW Sophie explained:  

 

I’ve never had anybody with it, so I’ve not had to find out any 

more information.… [The Insight midwife] probably wanted 

us to be far more knowledgeable, but by the two years down 

the line, it’s gone. 

(Sophie, CMW) 

 

Participating CMWs most often noted losses particular to the FGM typology and what 

affected women could expect at an Insight referral. They also suspected that some who 

experienced these losses might also regress into the trivialisation or underestimation 

of their role in the antenatal Insight pathway, as described among untrained CMWs in 

Section 6.1.1. Therefore, without adequate knowledge maintenance, the improvements 

Insight has made to community midwifery organisation and CMW behaviours were 

expected to diminish over time.  

 

Then it can become an issue to ask the question and to know 

what to do. Like with everything which is not common, you’ll 

just miss the chance to refer on.  

(Amelia, CMW) 

 

Accordingly, some participating NHS staff suggested that CMWs access additional 

support in order to meet their obligations to women with FGM.   

 

It’s important for midwives to keep their practice up to date.… 

If we think we need a refresher then we should do that, because 

you never know when you’re going to get a woman with FGM.  

(Ella, CMW) 

 

However, despite the predictability of those relationships between time and experience 

and FGM knowledge and Insight self-efficacy loss, findings also suggest that the 

resources necessary for CMWs to maintain their knowledge are not easily accessible 

and that in fact such resources—actual and potential—have received limited 

organisational and institutional support. 
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When asked to reflect on the Insight training CMW, Isla explained that while she 

suspected the session could have been considerably more extensive—especially 

considering its links to child protection—she understood that TM trainers likely had 

to be realistic in its design as they were “still trying to ensure that most of the CMWs 

have attended that first training, and that’s why at the moment there isn’t any ongoing 

formal updating.” However, an Insight TM contested this statement, explaining that 

formal updates were in fact available: 

 

The annoying thing is we’ve just had to cancel an update day 

because there were only two people booked on it. [The clinic 

managers] have known that for a long time—that we keep 

having to cancel it—so don’t tell me that there aren’t training 

sessions out there. If you need an update, then you need to go 

book yourself on the update.  

(Grace, TM)  

 

Several factors were found within the data to explain why CMWs have not been 

sufficiently aware of Insight updates. Firstly, as noted in Sections 2.5.4 and 5.1.2.1, 

the Insight FGM training is not formalised within the Insight guideline, nor is it 

mandatory for midwifery qualification. This has meant that CMWs have not been 

required to complete an Insight or GBV training prior to entering professional practice, 

despite the fact that they are required by their existing responsibilities to protect and 

safeguard adults and children (see Section 5.1.2) to routinely enquire about GBV (i.e., 

the routine enquiry).  

 

Despite the fact that routine enquiry is a mandatory question 

on the antenatal booking form, it’s not a mandatory training. 

There’s so much that the midwives have to do that—that might 

not be their interest.  

(Grace, TM) 

 

Perhaps due to the semiformalisation of the universal enquiry (despite not sharing the 

mandatory status of the routine enquiry), my own interactions with TMs and other staff 

confirmed that community midwifery teams had in fact been supportive of the initial 

FGM training. However, the official “elective” model used to implement it has 



 

213 

 

seemingly left TMs with little authority to ensure that CMWs maintain their FGM-

related competencies over time.  

 

Secondly, when asked about FGM training delivery within and without community 

midwifery, TM Lily raised concerns about the team’s ability to effectively train the 

vast NHS workforce. These concerns were also linked to an institutional 

underappreciation of data sources that could have helped commissioners better 

understand and prepare Insight for the scope of workforce training required to 

effectively implement its care pathways (see Section 2.4).  

 

That’s a piece of work that needs to be done—a formal scoping 

about the training that’s needed within health. Which areas 

does it need to be completed, or staff can’t be qualified?  

(Lily, TM) 

 

As further discussed in Section 8.2.1, this raises the question of whether midwifery, 

noted to be the most common point of FGM discovery and disclosure (see Momoh et 

al., 2001), is the only training priority with which Insight should be concerned. Per 

Loli (Gambian), in Section 5.2.2, this is likely not the case, as she and other 

participating women with FGM expressed their interest in a GP enquiry upon their 

registry. Therefore, without investigations into where FGM training need be prioritised 

and for whom it should be mandatory, Insight resources for service development, 

training, and implementation have been based on standard NHS capitation policy, that 

is, making such determinations largely based on the anticipated use of services (see 

also Section 5.1.2.3; Section 8.2.1.1). As a result, implementors’ ability to design truly 

effective training models (including updates) remains limited.  

 

Finally, related to the preceding findings, limitations on the time available to Insight 

trainers and CMWs for training were also found to impact the provision of regular 

FGM training updates. As noted by CMW Isla above, the majority of Insight trainers’ 

time has thus far been devoted to the initial CMW training sessions. TM Lily also 

explained that this has not been an easy task administratively:  
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We are moving forward, but it’s proving difficult to find the 

time to do the training.… The education of the NHS workforce 

is huge. We can only do it realistically in small bits … [starting 

with] the key areas we’ve identified. 

(Lily, TM) 

 

This suggests that the team’s focus on community midwifery training has been a 

significant and ongoing undertaking. In part, NHS capitation policy has also been 

linked to this challenge because, since it is based on majority population needs, it 

informs the determination that the Insight midwife be the only TM with dedicated (i.e., 

part-time) hours for both antenatal FGM care and CMW training (see Appendix VIII). 

As TM Grace explained: “We can justify a part-time post on the numbers [of referrals]. 

You can’t justify a full-time post on the numbers.” Consequently, TM Lily explained 

that the most “confident” and “effective” aspect of Insight thus far implemented, 

 

is maternity and [the Insight midwife’s] role. A lot of that is 

her dedicated time and the fact that she’s so incredibly flexible, 

but she is only part-time. 

(Lily, TM) 

 

As implied by Grace above, TMs also recognised that these time constraints have 

compounded with that of CMWs’ and their training priorities. Moreover, there is “so 

much that the midwives have to do” (Grace, TM) regarding their routine tasks that it 

remains “very difficult to get people off the ‘shop floor,’ face-to-face” (Lily, TM) even 

if they did have an interest in maintaining their FGM knowledge. These temporal 

barriers were even found to have affected CMWs who needed to attend a “mop-up” or 

makeup training session. For example, CMW Olivia reported how, after missing her 

community team’s initial group Insight training, it took 18 months to get onto a mop-

up session. Together, these findings suggest that Insight has lacked the capacity to 

organise sufficient opportunities for CMWs to maintain the skills necessary to 

effectively implement the FGM “health model” Insight has prioritised. Therefore, with 

NHS guidance and policy currently disposed to limit resources for services devoted to 

rare and underresearched conditions like FGM, the organisational capacity of Insight 

to both maintain and develop its transformative outputs is likely to remain highly 

limited.  
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Upon reflection on the factors contributing to CMWs’ loss of FGM knowledge, Insight 

self-efficacy, and potentially their sense of obligation to affected women, participating 

TMs and CMWs offered several recommendations to improve CMWs’ access to FGM 

training updates. TM Lily continued to advocate for more robust data collection (e.g., 

staff surveys) in order to develop more effective training and service implementation 

models:  

 

I do think there are ways around [scoping the training 

properly]. People with an interest could work along with 

[Insight], because if it’s only the team doing it, [training] may 

not happen as quickly as it might with a different model. 

(Lily, TM) 

 

Relevant to the time constraints of TMs and CMWs, CMW Amelia also suggested that 

formal updates at least need not “have to be 2- or 3-hour sessions” as with the initial 

training. Instead, CMWs in favour of updates suggested that yearly Insight e-learning 

modules—less demanding of TMs’ and CMWs’ time—be mandatory, with short 

updates also regularly available for those who require multidirectional support. 

However, barriers and contestations were found to e-learning too. CMW Sophie 

argued that required e-modules could be easily subverted by inexperienced and 

uninterested CMWs: 

 

I’ve seen countless people sitting at work, firing through [e-

learning]. Not looking at it and then just doing the assessment 

at the end. It’s very easy to do. And the assessment is—I mean, 

a monkey could do the assessment. I think they’re very easy to 

cheat.  

(Sophie, CMW) 

 

Also, while an FGM e-learning module is available from Health Education England 

(recommended by the RCOG [2015] to be mandatory for CMWs), it follows that 

CMWs would also require content specific to the local Insight antenatal pathway. 

However, the funding required to produce this additional module was identified by 

TM Lily as once again dependent on those NHS capitation policies prioritizing 

quantitative indicators (e.g., service access).  
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Whether we do need something—e-learning, I don’t know—to 

at least establish basic knowledge, might be worth thinking 

about. It might be there as an option. Again, that would need to 

be agreed, funded, and approved to be part of the modules that 

people have to do.  

(Lily, TM) 

 

In the absence of formally supported FGM knowledge maintenance options, even 

informal methods independent of the health system were found to be highly contested, 

as briefly discussed in Section 6.1.1. For example, as Ella (p.211) and Emily (see 

Section 6.1.2) have argued, some CMWs believed that their colleagues should be able 

to use self-initiative to keep their practice up to date. Similarly, CMW Isla stated that 

as she believed no formal updates were available:  

 

You can obviously do so yourself. [The Insight midwife] 

certainly sends us information about any conferences or 

anything that’s going on.  

(Isla, CMW) 

 

However, as noted in Table 17, these three CMWs practiced in urban community 

teams with more direct FGM experience than their colleagues in suburban teams. 

Thus, the suburban-based CMW Sophie demonstrated an understandable negative 

relationship between FGM experience and the perception that self-directed FGM 

knowledge maintenance was not a suitable use of her (already limited) time.  

 

I think if this was an area where FGM was prevalent and I was 

dealing with it then I would have kept up to date.… I’ve never 

come across it, but if I was coming across it then I would do 

more on it. 

(Sophie, CMW) 

 

This attitude was also supported in HIC FGM literature, where self-directed FGM 

knowledge maintenance was identified as less effective for HCPs working in low-

prevalence areas such as suburban Scotland (see Section 3.3.1; 3.3.2; see also Kaplan-

Marcusán et al., 2009; Vangen et al., 2004; Widmark et al., 2002). Sophie went on to 



 

217 

 

argue that with the informal support made available by TMs (see Section 5.1.2.1; 

6.1.1), FGM knowledge maintenance was altogether unnecessary:  

 

Your average CMW is a jack-of-all-trades. She’s got a 

smattering of knowledge—like my FGM knowledge: I don’t 

know very much, and yes, I’ve done a study day, but it was a 

while ago and most of that knowledge is gone, but I know that 

there’s a team that I can go to. 

(Sophie, CMW) 

 

Yet while the majority of participating CMWs agreed that informal TM support has 

been key to the quality of their practice, Isla also worries that an overreliance on this 

expertise could diminish antenatal care quality for women with FGM: 

 

We have to watch that having a specialist like [the Insight 

midwife] doesn’t deskill you. That you think: “Right, just hand 

it over to her, that’s fine.” You have to remember that the 

woman is part of your caseload and that you’ve got just as 

much responsibility for her care. 

(Isla, CMW) 

 

As further discussed in Section 8.1.1.2, these contrasting opinions therefore throw both 

the efficacy of self-directed FGM knowledge maintenance and formal FGM training 

updates into question—especially in context with the lack of evidence from women 

with FGM related to the effect of these losses on their antenatal experiences and 

outcomes. It is more certain that CMWs have experienced poor access to FGM training 

resources due to the guidance and policy limitations that have minimised the value of 

well-resourced services for locally uncommon—yet emergent (see Section 2.4)—

conditions like FGM. CMWs practicing in suburban areas have also been identified as 

more likely to lose the FGM knowledge and Insight self-efficacy they had gained from 

the Insight training, and less likely to keep their practice up to date independently. 

While requiring additional investigation, as further discussed in Section 6.2.2, this 

suggests that women with FGM living in suburban Scotland are likely to experience 

access barriers to Insight.  
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6.2.2 Unaddressed Inconsistent, Insensitive & Discriminatory Practices   

In this section, findings suggest that some aspects of Insight processes, training, 

organisational capacity, and the wider community midwifery organisation and culture 

have thus far been ineffective at addressing certain exclusionary HCP practices, 

beliefs, and behaviours. Consequently, for participating women referred to Insight for 

FGM these mechanisms have shaped inconsistent, insensitive, and discriminatory 

antenatal care experiences. As evidenced below this has included 1) profiling and 

failures to rerefer women to Insight for consecutive pregnancies; 2) insensitive 

enquiries and information-gathering practices; and 3) cultural, ethnic, and racial 

prejudice.  

 

While all participating women referred to Insight for FGM reported successful 

enquiries198 (i.e., resulting in a justifiable Insight referral), all participant groups (see 

Table 3) provided evidence to suggest that this has not been a universal experience. 

For example, when discussing their perception of HCPs’ understanding of the Insight 

antenatal pathway, TM Grace remembered: 

 

I think it’s certainly filtering down through the midwives, but 

equally sometimes it isn’t because there was a woman whose 

FGM was identified in labour ward and she was seen by seven 

different members of staff of all different grades, and nobody 

thought to refer her to me.  

(Grace, TM) 

 

Evidence of ineffective FGM risk assessments undertaken by CMW and labour ward 

staff was also supported by Naija, who, upon relating her experience with the universal 

enquiry to two of her local Nigerian friends (also pregnant when Naija was referred to 

Insight antenatally), explained their surprise: 

 

[My friend] was like: “Oh, but my midwife never spoke to me 

about FGM,” so I asked my other friend and she was like: “I 

wasn’t spoken to about it”—so I thought I was the only one. 

(Naija, Nigerian) 

 

198 This represents a limitation of this study, as all participating women were required to have 

attended an Insight referral in order to participate.   
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Naija’s friends also confirmed that they were uncertain of their FGM status (see 

Section 6.1.2). This means that without a direct HCP enquiry their access to Insight 

would have been highly restricted. The experience also led Naija to wonder why her 

friends had not been “spoken to about FGM at all.” As the sex of her baby had been 

undetermined at the time of the enquiry, Naija concluded that FGM enquiries were 

based on postcode and recommended:  

 

It should be more of a universal thing, not just restricted to one 

postcode, because that’s the way I think it is. As an African 

community we still gather and speak about stuff like this, so 

it’s quite strange when so many people are not aware of the 

service. Then they think: “Maybe it’s your clinic, because we 

don’t get asked that question.”  

(Naija, Nigerian) 

 

This suggests that either Naija believes Insight services are restricted to one local 

midwifery clinic or that the NHS has been using a form of geographic or “postcode” 

profiling to determine where to ask women about FGM. Concerning the former, Naija 

is clearly of the opinion that such a limited approach is inadequate and “strange” or 

inappropriate in some way. Concerning the common criminal investigative 

methodology of geographic profiling, this involves the analysis of locations associated 

with a phenomenon to determine the most effective areas for investigation (Rossmo, 

2014). In this instance, this refers to analysing where women with FGM live across 

Scotland to determine which community midwifery teams should ask women about 

FGM—potentially discriminating against segments of affected populations likely to 

live in close proximity (e.g., BAME student, refugee, asylum-seeking, and low-income 

populations) and neglecting affected women living in less diverse areas. While her 

exact perception is not clear from the data, Naija therefore perceives that the absence 

of a truly universal enquiry has limited community awareness of and access to Insight. 

 

In addition to potential forms of profiling, both survey respondents and participating 

CMWs suspected actual profiling on the basis of race and ethnicity by other CMWs. 

Essentially, they thought that White or native Scottish women were not likely to be 

asked about FGM due to CMWs’ discomfort or the perception that this would be 
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unnecessary. Even among some trained CMWs the process of asking Scottish women 

about FGM was considered “awkward.”   

 

[Scottish women] are usually embarrassed or horrified at the 

thought of FGM because they’ve no experience or not heard of 

it, so it is a sensitive question to ask.… In our culture the 

majority of people are going to say: “Why are you asking me 

that?” … I don’t know why you would skip it unless you had a 

personal opinion that they wouldn’t have had it done, therefore, 

“I don’t need to ask you because you’re Scottish.” 

(Olivia, CMW) 

 

This suggests that some CMWs’ targeted enquiry may have been instigated by the 

negative responses of Scottish women to being asked about FGM. However, all 

participating CMWs continued to advocate for a nondiscriminatory universal enquiry. 

Many argued, for example, that while they might adjust their language or be more alert 

with women from countries with a high prevalence of FGM, to assume a woman’s 

status on any basis would be poor practice. Nevertheless, CMWs like Jessica continued 

to believe that some of their colleagues would disagree, and profile women based on 

their race or ethnicity even after attending the Insight training (see Section 6.1.1):  

 

INTERVIEWER: Do you have any idea why some CMWs 

might be skipping the universal enquiry?  

JESSICA: I think it’s because they just assume, they don’t 

have FGM. Because, for example, if you come to my clinic I 

might say, “Okay, Amanda, she’s White.” 

 

While participating women referred to Insight offered no direct evidence of racial or 

ethnic profiling, as argued in Section 8.2.2.3, Grace’s and Naija’s experiences and the 

fears of CMWs nonetheless merit further investigation into how the Insight training 

might be developed to address CMWs’ assumptions, fears, and prejudices. Moreover, 

further investigation may also be required regarding the ability of TMs (see Section 

5.1.1.3; 5.1.6) and community midwifery team leads to hold CMWs and other HCPs 

to account to the universal enquiry to ensure women’s equal right to access Insight 

services. 
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Section 4.4.3 details how the Insight midwife has supported recruitment for this study. 

This role also led her to discover approximately a half-dozen women who had not been 

offered the optional Insight rereferral (see Section 2.5.5) by their CMW between 2015 

and 2018. Aamira (Sudanese) also confirmed that she had not been offered a rereferral 

during her second local pregnancy. This is concerning, as members from all participant 

groups recognised that rereferrals played an important role in the protection and 

“safeguarding of future generations” (Ella, CMW). However, a minority of 

participants also argued that rereferrals were unnecessary. This represented one of the 

only points of contention regarding the antenatal Insight pathway.  

 

They wanted me to go and see the [Insight midwife], but I said 

that I wouldn’t go because they should have it on my records 

that this was my second child. I was under the NHS then, and 

I had already seen a specialist who assessed me. They don’t 

need women to go into those procedures every time they’re 

pregnant.  

(Marie, Gambian) 

 

While dissenting women reported no barriers to opting out of these rereferrals, CMW 

Isla also voiced her fear that Insight protection procedures such as this were “getting 

too heavy” and potentially “alienating” or putting families “on edge the whole 

pregnancy.” This suggests that some women may consider rereferrals to be public 

protection–focused and interpret this as evidence that the health system distrusts FGM-

affected families, rather than that these rereferrals are intended to offer ongoing 

support for those who may require additional services (e.g., mental health) or still be 

at risk from FGM (e.g., reinfibulation). However, as discussed in Section 8.2.2.4, 

further research is required to understand why some women believe Insight rereferrals 

should not be offered, and whether they are being justified to women effectively. 

Moreover, if rereferrals are indeed a valuable feature of the service, M&E processes 

(see Section 5.1.6) need to be further developed and embedded into the Insight 

guideline to help TMs and management to more clearly hold CMWs to account and 

ensure women’s access to long-term support.   

 

As to why some women have not received rereferral offers, no participants suggested 

an explanation. The only relevant evidence related to this was the absence of rereferral 
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language in the Insight guideline and Insight training session, as reported in Appendix 

IX. Instead, participating CMWs and TMs focused their explanations regarding 

rereferrals on why women might not be engaged in FGM discussions in general. CMW 

Isla suspected that due to the status and format of the universal enquiry—as also 

criticised in Section 5.1.1.3—CMWs could still too easily “get away with not 

addressing” FGM. Lily also argued that even if the question was more reliable, the 

mere existence of the universal enquiry on the booking form does not guarantee 

effective FGM communication:  

 

I think it’s absolutely fundamental for us to be effective in 

supporting people and communicating about FGM. Giving 

people a list of questions doesn’t help them with that. That 

would be my experience. 

(Lily, TM) 

 

Participating TMs and CMWs also suggested that the social and emotional curriculum 

offered by Insight, on its own, cannot (nor should it be expected to be solely capable 

to) effectively address the complex and intersecting prejudices associated with cultures 

affected by FGM. For example, Insight TM “Elsie” explained that “didactic” methods 

for HCP education such as classroom instruction and e-learning limit CMWs’ ability 

to meaningfully explore and relate to women and whatever their “anxieties, 

expectations, and fears may be.” Rather, as Section 6.2.1 has indicated, individual 

choice and direct experiences were identified as the most important factors in anti-

discriminatory practice development:  

 

If you’ve not encountered people from different cultural 

backgrounds does that mean that you can’t communicate with 

them? It doesn’t necessarily mean that, but I personally feel it 

does help. 

(Emily, CMW) 

 

Therefore, these findings suggest that with contributions from an inefficient system of 

enquiry and limited support for CMWs to develop and maintain anti-discriminatory 

practices, some may continue to demonstrate prejudicial beliefs and behaviours that 

diminish women’s access to unbiased protections, safeguarding, support, and equitable 

services.  
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Among participants, a minority of women with FGM described negative antenatal 

experiences prior to attending their Insight referral. Most often, these were linked to 

unsystematic or insensitive practices particular to the universal enquiry and FGM 

information-gathering. Concerning the former, one woman uniquely described her 

frustrations with the number of HCPs (who included a GP, CMW, the Insight midwife, 

and two ward midwives) who had asked her about FGM: “Every visit, everywhere I 

go they kept telling me about FGM” (Nadia, Sudanese). For Nadia, these repeated 

enquiries into a subject that is taboo in Sudan resulted in feelings of discomfort, 

embarrassment, and shame, especially, she explained, as she was aware that FGM is 

considered “a big deal” in Scotland. This experience demonstrates both insensitive and 

inefficient enquiry practices across HCP disciplines as well as excessive enquiries in 

direct contrast to the aims of the Insight Team (see Section 5.1.2.1). As TM Grace 

argued: “Women should be allowed to be a pregnant woman without constantly being 

asked about her FGM, so she’s not the ‘FGM woman.’” However, this is not to suggest 

that the universal enquiry should be restricted to community midwifery but rather that 

Insight’s inability to systematically train a broader diversity of HCPs may have 

contributed to such experiences (see Section 6.2.1). Yet even Insight-trained CMWs 

were suggested to have undertaken insensitive enquiry practices. For example, Naija 

remembered how, when her CMW asked about FGM:  

 

It was quite a funny scenario because I had to call my dad right 

then—and I had to put the phone on speaker, and it was kind 

of: “Why are you asking me these kinds of questions?” I’m 

like: “You need to speak fast because I’m in front of the 

midwife, and she needs to know.” I thought that she needed to 

know right then and there. 

(Naija, Nigerian) 

 

While it is not clear whether this immediate response was encouraged by her CMW, 

Naija and other women nevertheless suggested—as briefly mentioned in Section 

5.2.2—that Insight care pathways should be altered to include an enquiry at GP 

registry, as disclosures of any other preexisting condition would be. This was argued 

to improve sensitivity, privacy, and flexibility for women to choose how and when to 
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investigate and disclose their status and reduce the pressure on pregnant women during 

what is an already anxious and uncertain time in their lives.  

 

Personally, I would have preferred [to be asked] when I 

registered with the GP. It just makes things a lot easier. I know 

some of my friends would not be comfortable or might try to 

avoid verbal questioning. I don’t mind either way… but if it’s 

part of my profile, [HCPs] would understand, “Oh, okay so 

she’s got FGM.” Then they know how to tailor your care.  

(Naija, Nigerian) 

 

Women also clarified that the enquiry would initially be preferred in written form, 

which Marie (Gambian) warned would need to be inclusive of the various FGM 

terminologies (e.g., “female genital mutilation, cutting, and circumcision” [see also 

Figure 1]) and an accessible definition. This would also make more effective use of 

GPs’ responsibility to the FGM read codes (see Section 5.1.1.3), which would help 

inform other HCPs of a woman’s status (while avoiding excessive enquiries) and 

improve interdisciplinary care planning. Finally, a GP enquiry would give women 

better access to and awareness of Insight services before and external to pregnancy 

(e.g., adult psychology or paediatrics [see Appendix VIII]):  

 

It’s important to give [women] the opportunity to get that 

information. If they are not comfortable to say they have FGM 

then, at least the NHS has done their part at the start. 

(Marie, Gambian) 

 

Therefore, experiences with FGM enquiry practices inadvertently harmful to women’s 

well-being have further identified the need to expand and improve upon the scope of 

the Insight training (see also Section 6.2.1). However, as TMs identified in Section 

5.2.2 (see also Section 8.2.1.4), issues within the institutional culture of the NHS may 

be a significant barrier to the education of priority HCPs such as GPs, practice nurses, 

and ward midwives.  

 

Discussing experiences with FGM information-gathering, Nadia (Sudanese) also 

shared some insight into how some CMWs may be diverting from intended Insight 

outputs. Initially reporting a positive booking experience, she explained: 
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At the beginning [the CMW] was asking me the regular 

questions, but when the conversation started going so deep into 

FGM, I felt uncomfortable. I felt embarrassed.  

(Nadia, Sudanese) 

 

Further evidencing this, participating CMWs described significant variations in their 

approaches to FGM information-gathering—some of which departed from the 

intended Insight antenatal pathway procedures. For example, some CMWs described 

limiting FGM discussions to women’s suspected type (see Figure 2) and what they can 

expect at an Insight referral. Others described a more person-centred approach: 

 

If a woman told me she had FGM, I would gauge where she’s 

coming from. Is she reluctant to speak about it? Is she not? I 

would take my cue from her … and go at the pace they want to 

go. 

(Sophie, CMW) 

 

If a woman indicated that they were open to discussing FGM, for example, Sophie 

reasoned that she might ask about their suspected type, where the procedure was 

performed, how it has affected their life, if they had ever sought treatment, and the 

status and safety of any daughters. However, other CMWs still described their 

preference to “in all circumstances gain as much information as you can about the 

situation” (Isla, CMW). CMWs who shared this approach argued that it fulfilled their 

existing risk-assessment responsibilities, but also that it could help build rapport with 

women or “give [the Insight midwife] a good idea of what happened and how FGM 

was affecting a woman” (Sophie, CMW). However, the Insight guideline states that 

Insight referrals are prioritised when a woman is recognised as having FGM 

antenatally, with additional direction for CMWs to provide minimal information 

regarding the illegality of FGM. Alternatively, information-gathering is prioritised 

only when an affected woman is identified postnatally. This is meant to protect new 

mothers and any newborn girls against immediate risks from FGM. CMWs’ limited 

role in information-gathering is also clearly exhibited in the Appendix IX field notes 

taken during an Insight training session—at the end of which attendees were instructed 

to ask all women if they have been cut; if yes, to refer them to Insight. The only 
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additional information CMWs are asked to collect at this time concerns the country of 

origin of their children’s father(s). Therefore, while autonomous practitioners like 

CMWs (NMC, 2020) can be expected to demonstrate practice-based variations, it 

appears that deviations from the Insight guideline related to information-gathering 

may have also contributed to negative antenatal experiences. 

 

Under the Equality Act 2010 (UK Government, 2015) to which NHS Scotland is held 

to account, it is unlawful to discriminate against an individual based on “protected 

characteristics” such as their age, disability, gender, race, religion, or beliefs (among 

others). However, both participating CMWs and women referred to Insight for FGM 

provided evidence of prejudicial HCP beliefs and behaviours relevant to culture, 

languages other than English (LOTE), and race or ethnicity. Regarding culture, some 

participating CMWs shared misinformed beliefs that either essentialised, criminalised, 

or victim-blamed affected people.   

 

I find it difficult to believe that women subject their own 

daughter to what they had had done to themselves. Obviously, 

the cultural beliefs are so strong that it overrides their natural 

maternal instinct to protect their children.… It just goes against 

everything that we believe in, doesn’t it? … I think I would 

struggle if I was looking after a woman who had FGM done to 

her child. 

(Sophie, CMW) 

 

Here, Sophie villainises women who have had FGM performed on their daughters with 

the mistaken belief that affected women made a fully informed choice to value their 

culture over their child’s safety—when in fact affected cultures most often position 

FGM as a medically or socially protective act (see Section 2.1). Other CMWs also 

described having to “suppress” both a prejudicial anger toward male partners and 

frustration with women perceived to be passive victims of patriarchy.  

 

I struggle with the fact that relationships can go that way.… 

The fact that the men are still the main people who the women 

look to and say: “Is it okay if I have [deinfibulation] done?” 

(Ava, CMW) 
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While not expressing prejudicial beliefs of her own, CMW Isla also expected that 

inexperienced or unsympathetic HCPs were likely to discriminate against women with 

greater proficiencies in LOTE than in English (representing 42% of participating 

women [see Table 4; Appendix XVII]). Even with in-person and telephone translation 

services available across NHS Scotland, she explained: 

 

I still feel there’s a prejudice that persists amongst some NHS 

staff against people for whom English is not their first 

language.… Mostly we’ll have interpreters to help, but … I can 

see how [women] might be dismissed, asked leading questions, 

not given the opportunity to fully express themselves. 

(Isla, CMW) 

 

Isla also explained that these behaviours could be exacerbated by the limited time 

CMWs have to see women, as briefly noted in Section 6.2.1 (see also Section 5.1.1.3). 

Consequently, families with a first language other than English were expected to 

receive a limited understanding of and access to Insight via their CMWs. Indeed, while 

experienced during intrapartum care, Chibuogu—who speaks English as a second 

language (ESL)—corroborates the potential for and consequences of language 

discrimination for ESL speakers with a non-native accent, even with a high English 

proficiency. When I asked if she wished to add anything at the end of her interview, 

Chibuogu said:  

 

Maybe if [an HCP] is explaining something, they should just 

help out if English is not the person’s first language.… I 

believe they know what you want to say, but they want you to 

spit it out all by yourself. But if they are looking at you like 

that, you feel like you don’t know what you’re saying. You 

may lose confidence saying what you want to. Instead you say, 

“Okay, everything is fine.”  

(Chibuogu, Nigerian) 

 

In addition to cultural discrimination, a small minority of participating CMWs also 

actively demonstrated ethnically discriminatory beliefs regarding BAME women. For 

example, when presented with literature evidencing inadequate pain management 

support for women with FGM (see Appendix XV), Sophie unfavourably compared 
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BAME women to White women. Here, she described the BAME women she had cared 

for postnatally as “dying ducks” or “high-maintenance”: 

 

When you go visit an ethnic minority woman she’ll be in her 

bed. White women are up, doing the washing, making the tea. 

[The BAME woman’s] mum’ll fuss around her as she’s lying 

there, sort of like: “Ooh, this is wrong, that’s sore, this is bad. 

I’m very worried about the baby”—and they actually look 

really disappointed when you say: “You’re doing really well! 

Everything is fine!” 

(Sophie, CMW) 

 

Participants referred to Insight for FGM also recognise such prejudices among NHS 

Scotland staff and link them to negative maternal care experiences. After giving birth 

to twins, for example, Nadia described her lasting distress a year after overhearing 

hurtful comments made by postnatal ward staff:  

 

I felt this kind of discrimination. [A staff member] insulted me 

as an African because of my colour and as an Arab, saying: 

“Arabs are always hungry.” … I was so hurt that I was crying. 

Whenever this midwife was on duty, I felt stressed. I was even 

entitled to stay at the hospital for five days, but because of this 

I left the hospital on day four.… It still hurts just thinking about 

it.  

(Nadia, Sudanese) 

 

Here, Nadia describes not only her hurt and fear following these comments, but also 

her resulting disengagement from postnatal services. Interestingly, CMW Amelia also 

added that disengagement may even amplify HCPs’ prejudicial views:  

 

If some people do choose not to engage with the system, some 

of my colleagues or health visiting colleagues might be quite 

judgemental about why [families] don’t engage with the 

system. 

(Amelia, CMW) 

 

These findings therefore suggest that HCPs within NHS Scotland lack adequate anti-

discriminatory training necessary to consistently develop reflexive PCC practices 

related to the recognition and contestation of their own prejudices (see McCormack & 
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McCance, 2006; Section 2.5.1; Appendix VII). Moreover, without these skills such 

HCPs are likely to engender long-term negative feelings among BAME women and 

encourage those with and without FGM to disengage from their healthcare.  

 

In considering how cultural and racial prejudices have gone unconfronted for some 

CMWs in context with their cultural competence and PCC training (see Section 2.5.2), 

CMW Isla provided some insight. She argued that even after qualification and 

attending the Insight training, stocks of discriminatory “knowledge” are often shared 

by experienced CMWs with their students and less experienced peers: 

 

Generally, student midwives are much more aware of [needing 

to be culturally competent] than they were in the past—but I 

think they’ll take their lead from their mentor as to how much 

you learn about and approach someone’s culture. 

(Isla, CMW) 

 

As experienced colleagues have been identified as a historically powerful source of 

professional development (see Sections 5.1.4.1; 6.1.1), prejudicial practices, beliefs, 

and behaviours embedded within midwifery education and culture are therefore likely 

to have ill-prepared some CMWs to work with cultures and ethnicities dissimilar to 

their own. Therefore, without the development of more effective anti-discriminatory 

education for both newly qualified and senior HCPs, some CMWs are unlikely to 

embed the intersectional knowledge offered at the Insight training into anti-

discriminatory practices. Instead, some will continue to struggle to relate to the social 

contexts of BAME individuals, families, and communities affected by FGM, and in 

the worst case disrespect their independent agency or “personhood” with 

discriminatory care environments insensitive to their healthcare needs and 

expectations (WHO, 2015:10). 

 

6.3 Summary 

In this chapter, the views and experiences of participants have demonstrated how 

aspects of the Insight training for CMWs and NHS Scotland have contributed to care 

(in)equities and social (in)equalities for women with FGM. These findings have 

detailed how high-quality FGM-specific resources for CMWs—as the first HCP with 
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whom women will discuss FGM under the Insight model (see Momoh et al., 2001:116; 

Section 3.3)—have promoted a more sensitive, effective, and FGM-inclusive antenatal 

organisation, practice, and workforce than supported by PCC training and informal ad 

hoc colleague support alone. The most notable transformative outputs and outcomes 

of the Insight training have included: 

 

• A more sensitive, consistent, and routine universal enquiry;  

• Women’s improved access to high-quality resources to learn about FGM 

and Insight, feel confident and reassured regarding the care and support 

available through NHS Scotland, and to further scrutinise FGM on their 

own and with their community; 

• Improved access to Insight; and 

• Community confidence and trust in the safety and benefit of an Insight 

referral.  

 

Therefore, beyond the mere inclusion of the universal enquiry, the Insight training has 

given CMWs access to professional support that has improved FGM knowledge, 

Insight self-efficacy, and ability of the antenatal workforce to identify, support, and 

refer affected women. Social and emotional CMW support provided by Insight has 

also been critical in preempting—and therein isolating from practice—negative 

behaviours, shock, and fear linked to FGM discoveries. This has led CMWs to more 

consistently appreciate and act on the care and support they can offer women. With 

specialised training some CMWs (especially those with professional access to affected 

women) have also developed exemplary practices which have contributed to the 

education and reassurance of affected families, significantly improving engagement 

between the health system and affected communities in local urban areas.  

 

Participants also confirmed how certain aspects of Insight and the health system have 

limited the sustainability of training outcomes and the quality of women’s care 

experiences, Insight access, and confidence in their healthcare. The most notable 

exclusionary outcomes included: 

 

• Community alienation and limited access to FGM-related information, 

protections, and safeguarding where enquiries and (re)referrals are 

inconsistent;  
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• Women’s discomfort, embarrassment, and shame where FGM 

information-sharing and -gathering practices are disorganised; and  

• Reduced access to Insight, long-term emotional distress, and healthcare 

disengagement where cultural and racial discrimination related to and 

intersecting with FGM are experienced.  

 

As this study has supported the SRC’s conclusion that there are likely FGM-affected 

people living across every local authority in Scotland (see Section 1.1; Baillot et al., 

2014), recognising these findings is critical for further development. While TM Lily 

has argued that maternity is one of the most “confident” and “effective” aspects of 

Insight (Section 6.2.1), Insight stakeholder views and experiences suggest that TMs 

need to reconsider the elective training model, prioritisation of CMWs, limited M&E 

methods, the universal enquiry format and prioritisation within antenatal care, and the 

absence of anti-profiling and rereferral guidance. They also suggest that health system 

policymakers need to reexamine NHS Scotland capitation policy where it overvalues 

forms of evidence that preclude health equity. The educational standards of NHS 

Scotland related to anti-discriminatory training should also be developed to better 

support HCPs (new and experienced) in confronting views, beliefs, and behaviours 

that disadvantage BAME women both with and without FGM. Until then, Insight’s 

contributions to a higher standard of general antenatal care for local FGM-affected 

communities will remain limited. However, in the following chapter TM Lily’s equal 

confidence in Insight referrals attended by the team midwife is better supported by 

stakeholders—though not entirely unaffected by exclusionary factors thus far 

identified and further discussed in Section 8.2.3.  
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Chapter 7: The Innovative Principles Guiding Antenatal Insight 

Referrals for FGM 

This chapter offers a multi-stakeholder perspective on the contributions of the Insight 

TMs and its partnered agencies to improving care (in)equities and social (in)equalities 

for women with FGM. This includes data related to the third theme named in Section 

4.7.3, “the innovative principles guiding Insight antenatal referrals for FGM,” and its 

five transformative subthemes (see Table 11). Section 7.1 explains how a shift in NHS 

Scotland policy in 2019 reflects the integrated approach to public health provision 

taken by Insight TMs since 2015. Then Section 7.2 details how TMs are actively 

embedding these principles within care practices for women with FGM. Section 7.3 

details the innovative principles—unrecognised by NHS policy—that TMs and Police 

Scotland are equally embedding in the delivery of public protection support for women 

with FGM. Section 7.4 summarises these findings with an emphasis on how 

stakeholders widely—though not unanimously—agree that the principles of the 

Insight TMs and its partnered agencies empower women to attain their highest 

standard of health and well-being within the antenatal care space. In Section 7.5, 

findings from across Chapters 5 through 7 will then be summarised to highlight the 

key mechanisms impacting women’s access to equitable antenatal care, to briefly 

consider the transferability of the findings (see also Section 8.3), and to discuss their 

novel contributions in the fields of FGM, maternal care, HCP education, healthcare 

service commissioning, and intersectionality.  

 

7.1 Insight & the Integration of Health & Social Care 

Section 2.2.1 discussed the inadequacy of narrow approaches to FGM intervention 

compared to those that have utilised methodologies oriented to both public health and 

human rights (Berg & Denison, 2012b). Interestingly, as briefly mentioned in Section 

2.5.1, the Public Bodies (Joint Working) (Scotland) Act 2014 has led to the formation 

of new NHS Scotland care standards in 2019 that similarly aim to integrate aspects of 

the provision, monitoring, and evaluation of public health and protection services by 

health and social work (Scottish Government, 2014b). As is also set in the Charter of 
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Patient Rights and Responsibilities, this radical shift in policy—and the resulting 

Health and Social Care Standards—is based on five founding principles, including:  

 

• Responsive care and support,  

• Compassion, 

• Inclusion,  

• Dignity and respect, and  

• Well-being (NHS Scotland, 2019).  

 

Ultimately, the Standards are meant to improve compliance with Section 50 of the 

Public Services Reform (Scotland) Act 2010 and Section 10H of the National Health 

Service (Scotland) Act 1978, which together require Scottish ministers to prepare and 

publish standards, outcomes, and recommendations for the provision of care and social 

work services, and private and NHS healthcare services (Scottish Government, 2010; 

Scottish Government, 1978). According to the Standards, in examining outcomes—

such as positive and dignified care experiences, safety from harm, and the effective 

and efficient use of interagency resources (see Scottish Government, 2015d:5)—

ministers are also expected to shift their past focus on professional performance 

improvement to “achievement of individual personal outcomes for those receiving 

support and care, and their carers” (Scottish Government, 2015d:7). Therefore, in 

partially integrating public health and protection and shifting to a more person-centred 

model for service evaluation, the consistency of social work and healthcare quality and 

outcomes across Scotland is expected to improve. In turn, those who access services 

are expected to have more opportunities to shape their care and support, to have more 

positive care experiences, and to develop more positive expectations for future care 

(Scottish Government, 2015d:2). However, while the Standards overlap with Charter 

statements on several occasions, it is clarified that:  

 

The standards are not rights, but set out what those who receive 

care (and their families and carers) expect. At their heart is the 

recognition that everyone should have access to high-quality 

care and support tailored to their particular needs and choices. 

(NHS Scotland, 2019:25) 
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Nevertheless, the stakeholder views and experiences detailed below indicate that while 

these Standards were still being formulated—once again, as they were not enacted 

until 2018—Insight TMs and members of their partner agencies (especially police) 

had already recognised and acted on the benefits of both the principles advocated for 

by the Standards and an integrated approach to public protection support. For example, 

as introduced in Section 5.1.2.4, TM Lily argued that an alternative approach to the 

highly prosecutorial Scottish response to FGM—one that responded to individual 

needs regarding FGM public protection, but also promoted health and education—

could potentially mitigate the healthcare-seeking hesitancy O’Brien et al. (2016) found 

among affected women who had felt criminalised by the system: 

 

We need to shift the balance and promote more education and 

health, because I expect women would say that 

[criminalisation] was one of the key reasons they don’t seek 

help until they’ve got a problem.  

(Lily, TM) 

 

Interestingly, CMWs described themselves as being in a poor position to enact such a 

shift on their own. This was linked to the generalised nature of CMW training and their 

limited resources and inconsistent experience with FGM (see Chapter 6)—which 

together were expected to limit the quality of the FGM-related care and support they 

could provide, perhaps even when integrated with interagency professionals: 

 

We don’t have the knowledge, the time, or the resources; so, 

the result is these women probably won’t do as well as they 

would.… I think having [Insight] is really important even 

though we don’t use it in this community team.199 I’m sure it’s 

very useful for other areas and I think you need to have 

specialists in every field. 

(Sophie, CMW) 

 

As discussed in Sections 5.1.2.1 and 5.1.6, here Sophie identifies Insight TMs as 

uniquely germane to health equity for women with FGM and moreover, that TMs do 

 

199 Contrary to her point, as discussed in Section 6.1.1, women assigned to CMWs like Sophie 

living in low-prevalence (i.e., suburban) areas for FGM are likely to benefit the most from services like 

Insight. 
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in fact have the resources to ensure high-quality outcomes, with Sophie even going on 

to speculate that their absence would likely prove a “huge disservice” to affected 

women. The following sections provide evidence for these claims, particularly where 

Insight TMs and women with FGM reveal the commitment of TMs, as well as their 

partner agencies, to transformative principles related to and even unique from the 

Health and Social Care Standards.  

 

7.2 The Principles Underpinning Transformative Public Health Provision  

In Section 2.3.1, the common overemphasis on punitive responses to FGM within HIC 

media and politics is linked to the criminalisation felt among affected communities 

(see also BBC Radio Scotland, 2013; O’Brien et al., 2016). Conversely, this section 

details evidence related to Insight antenatal referrals that suggests an unwillingness 

among TMs to let their obligation to public protection overshadow their obligation to 

public health. Section 7.2.1 details practices linked to the principles of care, support, 

and compassion that TMs have used to create a safe and accessible care environment 

for women with FGM. Section 7.2.2 then highlights TMs’ facilitation of 

multidirectional exchanges of knowledge with women to co-create support that meets 

both their clinical and cultural needs. Finally, Section 7.2.3 considers how TMs have 

embedded the principles of dignity and respect into their practice, and therein built 

positive relationships with affected communities regardless of the cultural distances 

between them.  

 

7.2.1 Responsive Care, Support & Compassion 

In Chapter 3, I discussed how various organisations and authors recommended that 

public health support for women with FGM be accessible, sensitive, and non-

judgemental (FORWARD, 2019; Scottish Government, 2016a, WHO, 2016b; NMC, 

2019b:13). However, HIC FGM literature related to maternal care has thus far paid 

little attention to the influence of HCP “care” and “compassion” in context with FGM 

management (see Section 2.3; Abdulcadir, 2017:12). As to this, the stakeholder views 

and experiences presented below find those principles—suggested by the Health and 

Social Care Standards to be an expectation of affected people—integral to positive 
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antenatal experiences for women with FGM (NHS Scotland, 2019). This has included 

the Insight midwife’s demonstration of the following practices: 

 

• Ensuring each person feels safe and secure,  

• Exhibiting caring and compassionate words and actions, and  

• Remaining visible and accessible.  

 

In addition to some of the women represented in Section 6.1.1 being described as 

initially “nonplussed” by questions about their FGM, TM Grace noted how others were 

highly appreciative of their antenatal referrals to Insight.  

 

Other women are more positive about it—and it’s really nice 

because now we’re starting to see women pregnant again, and 

their little toddlers. I think, women who have more complex 

needs are quite grateful that we can help. Or that we want to 

help.  

 (Grace, TM) 

 

Here, Grace evinces TMs’ genuine care for and the positive relationships they have 

fostered with affected women and their children. However, even more striking is the 

distinction made between women’s perception that their HCPs are able to help and 

that they have a desire to do so. In demonstrating the latter, TMs highlight the 

importance of ensuring that women feel that they are supported out of a sense of 

compassion rather than a mere professional obligation. Indeed, some of the many ways 

participating women recognised TMs’ caring approach included an appreciation for 

the home visits and joint appointments they offer. These aspects of Insight were also 

confirmed as a unique advantage of the team by CMW Sophie in Section 7.1, as these 

options were known to be difficult for CMWs to offer consistently. Women referred 

to Insight for FGM also fondly remembered how the Insight midwife facilitated a calm 

and friendly referral atmosphere by virtue of being, first and foremost, “a very kind 

person”: 

 

[The Insight midwife] is very charismatic so everyone likes 

her, and everyone feels comfortable around her. Ever since I 

met [the Insight midwife] she gave me this sense that I am safe. 

(Nadia, Sudanese) 
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As primarily Arabic-speakers (see Table 4; Appendix XVII), Nadia and Hiba even 

made it a point to convey their approval of the Insight midwife in English—an effort 

afforded to few other topics of discussion in their interviews. The women’s feelings of 

safety and comfort with Insight were also reflected in their experiences with the 

development of responsive and compassionate TM practices. For example, Marie 

(Gambian) recalled how initially her care—delivered in the early days of Insight 

implementation (circa 2015)—did not recognise potential anxieties regarding intimate 

examinations:  

 

When my CMW referred me to [a consultant obstetrician] it 

was the first time I had a medical check to confirm my FGM. 

Even though I had learned about FGM … I had not really 

confronted my personal experience of it. And I think … to have 

someone else look at my private parts apart from my 

husband—I was very anxious. So, while I was waiting, I was 

really nervous and I think I fainted, so I left.  

(Marie, Gambian) 

 

Yet after booking a new exam date, Marie remembered how the Insight obstetrician 

had altered their practice to accommodate her:  

 

When I went back it was good. The doctor explained what she 

was going to do and then confirmed the type of FGM that I had. 

She was also really quick. Only a minute or so and I was done.  

 (Marie, Gambian) 

 

Other participating women also suggested how over time Insight had embedded pre-

examination counselling into their routine practice, with Hiba further explaining how 

the Insight midwife: 

 

assured me that all this information is going to be kept 

confidential and: “You’re going to undergo this examination 

once and no one is going to look at your body again.” So, I 

wasn’t worried when I was talking to [the Insight midwife], I 

was sure that I was going to get the right help.  

(Hiba, Sudanese) 
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When asked whether anything in particular had struck her about women’s reception of 

Insight, TM Elsie also made it clear that preoperative outpatient counselling had also 

become a routine aspect of the antenatal pathway: 

 

I find that when women come for [deinfibulation] they expect 

it to be a cut and that’s it. I don’t want to speculate as to what 

they’ve experienced before but it’s a surgical procedure, which 

takes some time to do properly. You need to be very clear and 

explain what that involves.… I suppose it’s just getting that 

realistic expectation across at that time, which is incredibly 

important for informed consent.  

(Elsie, TM) 

 

In addition to clarifying how long a procedure (e.g., pelvic exam, cervical smear, 

deinfibulation) should take, Elsie also highlighted the importance of explaining:  

 

• how an outpatient operating room looks,  

• who needs to be in the room,  

• what the pain relief options are,  

• why anaesthesia or analgesia is beneficial (especially for those with 

PTSD),  

• what a procedure feels like under local anaesthetic, and  

• even asking if the women want someone (i.e., an attending visitor or HCP) 

to hold their hand. 

 

Furthermore, Nadia (Sudanese) noted how the transference of trust from the Insight 

midwife to the Insight obstetrician and the continuity of care—a topic of significant 

interest across NHS Scotland (see Scottish Government, 2017b)—upheld in their joint 

visit contributed to her positive experience:   

 

It’s embarrassing, the medical examination, but [the Insight 

midwife] was there and she was very supportive. She came to 

me three times at home before. After that, I went and saw the 

doctor [the Insight midwife] recommended with [the Insight 

midwife]. She was there standing by me, comforting me, 

patting my back, and saying: “This is okay.” 

(Nadia, Sudanese) 

 

TMs were also found to offer compassionate (see Section 2.3.1) antenatal support for 

women who had experienced social and emotional difficulties following their FGM 
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disclosures and discoveries. This included giving women the tools to discuss FGM 

with their families and communities in positive rather than divisive ways whenever 

possible.  

 

We want to give people context and a good understanding of 

why parents, who may love them in every other way, chose to 

do what they did.… To say: “Your parents didn’t know what 

you now know in terms of health. They believed they did it for 

the right reasons and they’re still the same loving parent.” 

That’s really important to a lot of women … particularly if their 

immigration status isn’t secure.  

(Lily, TM) 

 

Critically, this perspective highlights the need to include mental health support where 

women may be significantly affected by discussions about FGM in relation to their 

health and the health of their children. It also identifies how support may be required 

where these concerns interact with the intersectional issues—such as ongoing GBV, 

immigration, or post-conflict issues—described by O’Brien et al. (2016; 2017), Lever 

et al. (2019), and other authors cited in Section 3.3.4. Indeed, from Insight’s provision 

of this support, participating women explained how TMs had assisted them in coming 

to terms with FGM. For example, as briefly mentioned in Section 6.1.1, Naija 

explained how the universal enquiry motivated her to discuss FGM with her family, 

but also how the Insight midwife  

 

enlightened me quite a lot to things that my parents and I 

shouldn’t have ever done in the past.  

(Naija, Nigerian) 

 

In supporting women to understand the risks of FGM while protecting family 

structures and support networks, TMs have demonstrated a commitment to caring and 

compassionate practices that protect and improve the well-being of affected women 

and their communities. 

 

Finally, caring and compassionate TM practices were also notably holistic and long-

term. For example, when asked if there was anything else she would like to add at the 

end of her interview, Nadia fondly remembered how—as a new resident in Scotland—
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the Insight midwife referred her for community support (see Section 2.5.5) and then 

later visited her on the postnatal ward and at home:  

 

I just want to say that [the Insight midwife] is someone who is 

very helpful. When I first came to the country I soon met [the 

Insight midwife] and she referred me to a [community] 

organisation … so I went and actually found that [the Insight 

midwife] had put my name there.… I even saw her at the 

hospital, and she came and checked up on me and the twins at 

home.  

 (Nadia, Sudanese) 

 

As demonstrated by Nadia, in offering community and postnatal support to certain 

women (see Chapter 2.5.5), TMs have been able to further improve on the continuity 

of care and transfer women’s trust and confidence in them to professionals beyond the 

NHS. Their long-term accessibility also adds another dimension to the question of 

Insight rereferrals. As noted in Sections 6.2.2 and 7.3.2, views on rereferrals are mixed 

among women and NHS staff. However, TMs in favour of rereferrals noted how their 

ability to offer these appointments improves that long-term accessibility. TM Lily 

reiterated this point with her own experiences in which rereferrals were found to have 

helped women who needed more time to (re)consider available support or to seek 

support for new or non-imminent concerns reach Insight:  

 

We’re beginning to see women who are into a second 

pregnancy asking: “Is it still possible to get a referral for mental 

health support?” We’re just having one or two, but … we need 

to be mindful of that. Some of it is because we’ve established 

a connection that they hopefully thought was helpful. Then 

they’ve dealt with the first bit that’s important to them—

delivered the new baby, everything’s lovely—and then: “Okay, 

well, what else?”  

(Lily, TM) 

 

Therefore, from the perspective of TMs, rereferrals have improved the accessibility of 

Insight. Yet as noted in previous findings chapters, further research is necessary to 

fully understand the potential benefits of antenatal rereferrals for FGM and how 

women interpret them. What these findings have certainly shown is that the value of 

kind, responsive, and supportive words and actions should not be underestimated in 
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the development of equitable and just public health support for women with FGM, and 

that the principles of responsive care, support, and compassion lauded by the Health 

and Social Care Standards in fact promote feelings of trust and safety among affected 

women and empower them to confidently exert an informed authority over their care 

and right to confidentiality (NHS Scotland, 2019). 

 

7.2.2 Meaningful Inclusion  

In Section 3.3, both the WHO and women with FGM living in HICs are cited as having 

recommended that public health support specific to FGM be made accessible 

(Thierfelder et al., 2005; Villani et al., 2016; WHO, 2016b). Similarly, participating 

TMs such as Elsie highlighted their responsibility to “parent education and the 

education of the woman.” Yet with the views and experiences of participating women 

it also becomes clear that Insight has utilised a more complex approach to public health 

support than mere unidirectional education (see Section 4.2). Rather, TMs have 

demonstrated the Health and Social Care Standards principle of inclusivity in ways 

that have facilitated a multidirectional exchange of knowledge between TMs and 

affected women. This has been evidenced by the following practices: 

 

• First seeking to listen to and understand others’ points of view,  

• Valuing others’ role and contributions,  

• Meeting individual needs for information and involvement in care, and  

• Maximising each other’s potential through shared learning and 

development.  

 

Rather than offering standardised public health support for women referred to Insight 

for FGM, TMs were described as first requesting, listening to, and seeking to 

understand each woman’s unique experience regarding their 1) cultural beliefs and 

traditions, and 2) lived FGM experience. Regarding culture, as discussed in Section 

2.1, Loli highlighted how women’s cultural views related to FGM can vary 

considerably—but also how HCPs’ awareness of their differences is key in the 

delivery of relevant and effective public health support: 

 

We come from different countries, cultures, religions, and 

backgrounds.… For my country, FGM is reducing. Some 
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people are saying no … because they’re traveling, studying, 

and seeing. They are aware. Some people still have that 

mentality that they need to do FGM. But when you speak with 

them—explain the consequences, maybe they will change their 

mind or speak to their people back home and say: “You 

shouldn’t do this because when you do, this is what happens.”  

 (Loli, Gambian) 

 

Therefore, in seeking to understand how FGM relates to each woman’s cultural and 

gendered identities (see Section 2.1) HCPs can provide person-centred support that 

meets individuals’ needs. They can also provide support with the potential to motivate 

women to question the specific cultural manifestations of FGM in their community. 

Indeed, Loli remembered Insight TMs as demonstrating a genuine interest in women’s 

point of view on FGM beyond their obligation to public protection:  

 

[The Insight midwife] tries to motivate people. Some people 

are shy, so she asks women whether they want to do a one-on-

one so they can explain their experience, and so [the Insight 

midwife] can know more about FGM. 

(Loli, Gambian) 

 

Unburdened by assumption such as that exerted by the HCPs described in Sections 

3.3.4, 6.1.1., and 6.2.2, women like Loli perceived TMs as having placed a high value 

on her actual views—considered to be TMs’ way of improving their own FGM 

knowledge. However, women’s views were believed to not merely to benefit TMs but 

also to then inform a more relevant exchange of knowledge focused on individualised 

needs for information and care involvement. This was demonstrated by participating 

women who consistently remembered TMs’ interest in how FGM had affected their 

health—asking, for example, “Are you happy with your FGM? Do you have any 

complaints?” (Hiba, Sudanese). Again, rather than feeling suppressed by a cultural 

majority that has historically contributed to claims on the “privilege” of 

(mis)representing BAME lives (see Section 2.3), women recalled their shared 

experiences as valued and effectively acted upon by TMs. Here is Chibuogu, who 

described FGM almost as a nonissue in her life:  

 

I just don’t think about it unless you ask me about. I don’t feel 

any different, so I don’t feel anything about it.  
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(Chibuogu, Nigerian) 

 

Women like Chibuogu remembered the Insight midwife as not pressing personally 

irrelevant topics like chronic pain and suffering. Instead, Chibuogu remembered her 

referral as highly focused on the information she needed concerning public protection 

support: “That’s what we discussed, there was nothing else.” On the other hand, Nadia 

(Sudanese) and Aamira (Sudanese), who described debilitating FGM 

symptomatologies, remembered discussing the public health issues associated with 

FGM (e.g., its impact on their pregnancy or sexual health; see Section 7.3.2) 

“extensively.” Because of TMs’ appropriate interest, respect, and response to women’s 

individual needs, even FGM-fatigued Nadia—who remembered her discomfort with 

multiple HCPs asking about FGM, as stated in Section 6.3.2—described the Insight 

midwife as “easy to talk to”:  

 

INTERVIEWER: Did it bother you that you had to talk about 

FGM again?  

NADIA: No, I didn’t feel irritated.… With [the Insight 

midwife] I felt more comfortable. I loved the way she dealt 

with me. I felt relaxed sharing my experience and talking about 

FGM.  

 

Furthermore, in some cases this efficient and effective PCC (see Section 2.5.1) also 

led to what Nadia later described as a positive relationship based on the mutual valuing 

of each other’s knowledge—just as intended by the NHS Scotland Charter of Patient 

Rights and Responsibilities (see NHS Scotland, 2019:3):  

 

We had this kind of bonding. [The Insight midwife] asked me 

about my educational level, and I have a master’s so I think 

that’s why she felt that she could talk to me and I could talk to 

[the Insight midwife] back. 

(Nadia, Sudanese) 

 

Here, Nadia connects the Insight midwife’s recognition of her education to their ability 

to exchange information as equals. As shown above, however, TMs have in fact sought 

to recognise the knowledge of all women regardless of their educational level. Nadia 

nonetheless demonstrates how TMs have used the principles of a Freirean critical 
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consciousness (Freire, 1998; 1973) to foster egalitarian relationships with affected 

women that clearly communicate value for their experiential and intellectual 

contributions. In return, women like Naija also remembered their keenness to learn 

from the Insight midwife regarding the FGM traditions of other cultures.  

 

She really got my attention more when she started discussing 

other tribes and the different types of cuts. I was like, “Wow, 

no way!” Then I realised that some are actually [infibulated] 

and how dangerous it can be, even for the woman.  

(Naija, Nigerian) 

 

Therefore, in seeking and exchanging requested knowledge, TMs have enabled 

women to claim representative control over their views, experiences, and needs. This 

signifies a far more egalitarian relationship (see Section 4.2) than typically afforded to 

women with FGM living in HICs (see Section 3.3), and has resulted in 

overwhelmingly positive—or at the very least neutral (see also Section 6.1.1)—

feelings regarding their antenatal care experiences. As Loli (discussed above) had 

suspected, these experiences even motivated some women to critically reflect on 

FGM:  

 

I wasn’t surprised—it was more eye-opening for me. I wanted 

to go read more about [FGM] and why people even do this in 

the first place. She made me question a lot of things, like, what 

do they derive? What’s the joy in doing it?  

(Naija, Nigerian) 

 

Therefore, TMs’ commitment to working with FGM-affected communities has further 

enabled women’s access to public health support and strengthened their role in how 

those supports develop and evolve.  

 

7.2.3 Dignity & Respect 

As discussed in Section 3.3, the Scottish Government (2016a) recommended the 

development of sensitive and open-minded services for women with FGM (see also 

FORWARD, 2019; WHO, 2016b). Similarly, when TM Elsie was asked what she felt 

her priority was as an Insight TM—in addition to ensuring women were properly 
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informed, counselled (see Section 7.2.1), risk assessed (see Section 7.3.1), and 

involved in the development of a clear and effective obstetric management plan—she 

acknowledged that:  

 

Certainly, for women who’ve experienced FGM there’s that “I 

don’t want to be a spectacle, I don’t want people traipsing in 

and looking at me,” so it’s about avoiding repeated 

examinations. That’s incredibly important.  

 (Elsie, TM) 

 

This begins to describe another transformative practice used by Insight TMs: to uphold 

the principles of dignity and respect in relation to women, their cultures, and their 

bodies. TMs demonstrated this element of the Health and Social Care Standards with 

practices such as: 

 

• Recognising, respecting, and valuing diversity; 

• Exhibiting polite and patient words and actions, and  

• Respecting individual processes of decision-making and choice. 

 

As discussed in Section 6.2.2, FGM presents a professional challenge for many 

CMWs. This was largely attributed to feelings of cultural dissonance from affected 

families—making it difficult for inexperienced CMWs to recognise women’s 

individuality and therein consistently offer PCC (see Section 2.5.1; Dewing, 2008; 

McCormack & McCance, 2017). Similarly, TMs also shared strong feelings regarding 

FGM and the cultures that have enabled it. For example, when asked what her prior 

training had not prepared her for in relation to her role as an Insight TM, Grace 

explained: 

 

That inhumanity; lack of consideration, care, or compassion—

I just can’t get my head around it, really. It’s difficult 

because—I think some of it will be cultural—and it’s made me 

angrier as a feminist.… That can be quite difficult when I’m 

meeting women who tell me that their husband says they can’t 

have [deinfibulation] unless they’re pregnant, when it “needs” 

to happen. That makes me really angry—this is her body, but 

she doesn’t have say over what happens to it.  

(Grace, TM) 
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However, TMs also described how recognising and respecting diversity has been key 

to identifying “common ground,” or shared goals with families such as the desire to 

promote the health of women and their children. Primarily, this approach has involved 

neutralising the negativity often forced on FGM-affected people by UK media and 

politics (see Section 2.3), inexperienced CMWs (see Section 6.2.2), and other HIC 

HCPs discussed in Section 3.3, even in cases where this negativity was perceived to 

have actively affected the conduct of other HCPs:  

 

We had a case recently where I was really worried that a 

consultant who wasn’t from [Insight] was potentially going to 

alienate the woman and her partner. So, I had to send emails 

saying: “You can’t do that.” It’s very important to me that these 

families are treated with respect—which all women should be 

treated with, anyway. That we can’t get our heads around why 

FGM happens—we just have to appreciate that it does and that, 

to the practicing communities, it makes sense.  

(Grace, TM)   

 

For Grace, ensuring that women and their families have felt respected has been 

absolutely key in maintaining positive relationships and within them an ongoing 

engagement with the service throughout the antenatal period. Subsequently, this 

approach has facilitated a more consistently patient and polite referral environment, 

often reflected in participating women’s positive or otherwise neutral attitude toward 

the Insight midwife. As Nadia explained when asked if there was anything else she 

would like to add at the end of her interview: 

 

All I want to say is that [the Insight midwife] was supportive 

all the way. She is a person who is very humane and very 

respectful.  

(Nadia, Sudanese) 

 

Extending their respect to families affected by FGM has not meant that TMs have 

taken a cultural relativist approach to FGM. That is, where a cultural relativist 

approach would uphold a universal right to cultural expression (a.k.a. 
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multiculturalism200) and therein imply that it is not the place of external cultures to 

interfere in FGM, Insight TMs have far from accepted the practice into their ethical 

standards. Rather, TMs have valued families’ actual individual views and beliefs—

rather than preoccupying themselves with condemnation—as a means of 

understanding and relating where possible to their unique needs. In doing so, TMs 

have more effectively utilised their PCC skills to identify forms of support that respond 

to the needs of affected families—including, when appropriate, those forms of support 

designed to reduce FGM intentionality. As Grace reflected:  

 

Obviously, the end goal is that FGM is eradicated. In a way, 

we can’t do that because the women we see have obviously 

already been cut. Our job is to educate them and persuade them 

out of that way of thinking. What we have to hope is that they 

then won’t cut their daughters. 

(Grace, TM)   

 

As a likely consequence of this approach—unlike those represented in Baldeh (2013) 

and other HIC studies featured in Section 3.3—no participating woman referred to 

Insight for FGM reported having felt disrespected, “othered,” or made to feel 

undignified by TMs. To the contrary, as further discussed in Section 8.1.2, women like 

Nadia felt so confident in TMs’ good intentions that they felt comfortable enough to 

disclose highly sensitive information about how FGM had affected their lives:  

 

[The Insight midwife]’s approach made me feel comfortable to 

tell her everything because she told me: “Not only is your 

experience normal, I feel what you’re saying is not an 

exaggeration. I can feel with you.” She just wanted to know 

more about it in order to be able to help me. I even talked about 

the pain during sexual intercourse.  

(Nadia, Sudanese) 

 

Similarly, Naija explained how TMs’ commitment to specialised care and 

understanding the needs of FGM-affected people signified an important and distinct 

addition to a caring and compassionate service (see Section 7.2.1): 

 

200 See Beckett and Macey (2001), Volpp (2001), and Buhagiar (1997) for more information 

on multiculturalism and FGM.   



 

248 

 

 

[The referral] was good. I thought: “They’re making all this 

trouble to see me. The NHS is doing a lot.” I did appreciate 

that, because compared to back home sometimes they don’t 

even care about—So, I didn’t take that for granted. It’s 

something based on good intentions; to prepare your head, your 

expectations, for birth. It wasn’t like they just want to know 

about you because they care about you. They’re trying to make 

the mother, and child as well, as healthy as possible for birth.  

(Naija, Nigerian) 

 

Thus, in respectfully recognising and acting on cultural diversity with courteous and 

dignified PCC, TMs have been better able to relate to and strengthen their relationships 

with affected communities—regardless of the cultural dissonance between them. 

Critically, as described below, TMs also evidenced how this approach has benefited 

especially contentious aspects of FGM-related public health support in Scotland, 

including 1) deinfibulation and 2) patriarchal decision-making processes.  

 

Concerning deinfibulation, in 2016(b) the WHO advocated for women’s access to 

knowledgeable obstetric support and choice regarding deinfibulation. As discussed in 

Section 3.3.3, this often pertains to when a deinfibulation is performed. Despite the 

RCOG (2015) recommendation for deinfibulations to take place under 20 weeks’ 

23%

31%

46%

Non-Pregnant Antenatal Intrapartum

Figure 19: Approximate Deinfibulations Performed 

by Insight (2015 to 2018) 
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gestation, NICE (2008) and other authors have consistently found women sharing a 

preference for intrapartum deinfibulation. Indeed, regardless of TMs’ advocacy for 

antenatal deinfibulation, as shown in Figure 19, the Insight descriptive statistics (see 

Section 4.5 and Appendix XVI) reveal that of the n=13 deinfibulations performed by 

Insight from 2015 to 2018, approximately 46% took place in the intrapartum period. 

As TM Grace explained: 

 

We emphasise that [the Insight obstetrician] is experienced and 

that [antenatal deinfibulation] is done in a very calm manner 

rather than with you contracting.… But a lot of women are not 

interested and for some there’s even stigma attached to 

deinfibulation outside labour. They also work on the theory: 

“Well, I’ll be in pain anyway, so I might as well just do it then.” 

Often women aren’t bothered by the research on higher blood 

loss for deinfibulation in labour or that it’d be done by 

whatever [obstetrician] is on. If we’re really lucky [the Insight 

obstetrician] will be on, but I can almost guarantee that won’t 

be the case.  

(Grace, TM) 

 

Yet, rather than pressuring women who have decided to have intrapartum 

deinfibulation, TMs described these discussions as a critical moment for ensuring 

women know that deinfibulation is their choice and that they fully understand the 

consequences of whatever choice they make: 

 

It was about explaining that [deinfibulation] is safe to do and 

timing it to when it was acceptable to her, if she wanted that. 

But [deinfibulation] was her choice. She led the conversation 

and we were there to support her in that. We’re not there to 

change people’s minds, we’re there to allow women to know 

what those options are and to respect their wishes … they have 

to know they’re in the driving seat.  

(Elsie, TM) 

 

Elsie also maintained that any communicated negativity toward an intrapartum 

deinfibulation decision would be unacceptable. That instead, as all women should have 

been fully informed of the risks of different obstetric management plans, they should 

also feel that their decision was respected:   

 



 

250 

 

I think for the vast majority of ladies “acceptable” means 

beyond that first trimester, and it’s important to make them 

know that’s okay. Saying: “[Deinfibulation] is not what you 

need to do, it’s what works for you … but this is what would 

happen at that time.” 

(Elsie, TM) 

 

Therefore, in balancing their advocacy for low-risk procedures with respect for 

alternative decisions, TMs once again communicate to women that their potential 

disagreement has no bearing on the quality of the support they will receive, but rather 

that this merely alters that support depending on their choice. Consequently, women 

like Naija (Nigerian) remembered being able to confidently make the best decision for 

themselves both at their Insight referral and in the future:  

 

I had a planned C-section, so [the Insight midwife] said, 

“That’s fine you should be okay down there.” But it was a 

complicated birth for other medical reasons that another doctor 

advised me about. So, I knew, all together, for the fact that I’m 

cut down there and other medical stuff that’s something I need 

to avoid. Natural birth.  

(Naija, Nigerian) 

 

Interestingly, in one case a woman reported not understanding the rationale behind 

deinfibulations for women who plan to have a C-section. Hiba recalled of her own 

experience with the Insight midwife after choosing to include a C-section in her 

obstetric management plan: 

 

[The Insight midwife] asked me if I wanted to be cut. I said, 

no, we don’t need to. But my friend wanted actually [Type-IV] 

to be removed, and they did it to her. I was really surprised. 

Why would someone who’s going for a C-section—why would 

they do this pre-operation? 

(Hiba, Sudanese) 

 

This interaction between Hiba and me (that is, Hiba asking during her interview why 

her friend chose to undergo deinfibulation) suggests that, while Hiba was given the 

option of having a deinfibulation, she did not receive any explanation as to how the 

procedure might benefit her beyond childbirth.  
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Regarding the positive impact of TMs’ approach to patriarchal dynamics, it is 

important to note that the WHO (2001a) has recommended that HCPs receive training 

for working in such a context (see Section 3.3.2). While identified as a potential 

prejudice among inexperienced CMWs in Section 6.2.2, TMs demonstrated a balanced 

approach between their advocacy for women’s autonomy and their imminent need for 

public health support. For example, while working with a woman who had been 

reinfibulated multiple times abroad (see Section 2.1.2)—likely at the request of her 

husband—and who had experienced multiple miscarriages, TM Elsie ensured that both 

partners understood that Insight was there “to support them and explain why we feel 

[antenatal deinfibulation] would improve her obstetric outcome.” Therefore, while 

Insight’s responses to nonimminent adult risks from FGM remain in question (Sections 

7.3.1; 8.2.3.2), by ensuring that both parties are informed TMs like Elsie have been 

able to meet women’s imminent needs without jeopardising the support networks 

potentially affecting their access to antenatal services (see also Section 7.2.1). Indeed, 

despite TMs’ cultural distance from the high degree of patriarchal control exerted on 

many women with FGM, this approach has led to families—perhaps not initially keen 

on TMs’ advice—gaining confidence in them over time. As Elsie remembered from 

the same case:   

 

We gave her lots of time, touched base when she needed, and 

said: “If you ever want to come back and have a chat about 

things”—and when she became pregnant again we sat down 

and went through things again … and essentially, both her and 

her husband independently came to an agreement on 

[deinfibulation]. At the moment that pregnancy has got on 

much further than any of her other pregnancies. 

(Elsie, TM) 

 

In addition to exemplifying respect for diverse decision-making processes, here Elsie 

highlights the importance of an approach that consistently offers predictable, well-

explained, and feasible objectives focused on their needs regardless of the outcomes 

of a family’s past decisions. Therefore, while no participating women offered evidence 

for or against these points, TMs’ experiences with improved confidence among 

families do suggest that transformative services for women with FGM invariably 

include the use of PCC to determine how each woman relates to others, their social 
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context, and the care environment. Moreover, this suggests that TMs demonstrate 

respect for how these factors inform the decisions families make. In doing so, TMs 

have seemingly mitigated the criminalisation, pathologisation, or other minimisation 

of affected people due to the practice of FGM without compromising their ethical 

standards, legal obligations, or advocacy for women’s autonomy.  

 

7.3 The Principles Underpinning Transformative Public Protection 

Provision  

As detailed in Section 7.1, the NHS Scotland Health and Social Care Standards are led 

by a number of principles that have been demonstrated by TMs in the provision of 

public health support since 2015. Interestingly, in their provision of the public 

protection aspects of the Insight antenatal pathway TMs and professionals from partner 

agencies have also demonstrated equally transformative principles as yet unrecognised 

by either the Health and Social Care Standards or the Charter of Patient Rights and 

Responsibilities. Section 7.3.1 describes how the commitment of TMs and police TMs 

to practices based on honesty and their shared responsibilities has improved women’s 

access to information and support critical to keeping them and their daughters safe 

from harm. Section 7.3.2 then discusses TM practices based on the principle of trust, 

which have further empowered women with representative control over their FGM-

related circumstances and views. 

 

7.3.1 Honesty & Responsibility   

As described in Section 3.3.1, at the time of this study, the UK had yet to ratify and 

comply with the 2011 CoE Convention201 for the protection and support of women and 

girls from FGM. Many CoE provisions—including having professionals emphasise 

protective factors rather than the consequences of FGM-related offences—are also 

considered best practice by the WHO (2001a) and RCOG (2015). However, the views 

and experiences of participating TMs and women with the implementation of Insight 

suggest that TMs and interagency professionals have in fact emphasised the 

 

201 The Convention on Preventing and Combating Violence Against Women and Domestic 

Violence (CoE, 2011).  
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improvement of women’s understanding of the law and their access to FGM-related 

support, especially as they follow the principles of honesty and responsibility through 

practices such as: 

 

• Consistency (rather than intensity) in service provision, 

• Demonstrating transparency by doing what is said, and 

• Enhancing confidence in Insight and its partner agencies.  

 

As introduced in Section 5.2.1, participating TMs reported that in the past, poor 

communication and opposing agency views (especially between the NHS and Police 

Scotland) negatively influenced the public protection support processes associated 

with the Insight antenatal pathway (see Section 2.5):  

 

In the early days we had a much more reactive response from 

Police than we do now… [Insight TMs] have always advocated 

for: “It’s going to take us the time it’s going to take us.” It’s 

really important not to lose focus on what’s in the best interest 

of people and not get caught up in the legalistic bit of FGM, 

which can sometimes drive processes…and previously, other 

agencies felt we weren’t sharing appropriately. We were in a 

place where they would say: “We never knew there were all 

these women attending maternity services.”  

 (Lily, TM) 

 

This suggests that the differing priorities of Insight and police initially limited 

cooperation. However, as also described in Section 5.2.1, TMs noted that since the 

involvement of both Insight and police in the development of the Insight guideline, 

interagency relations have improved. This is likely the result of agencies’ recognition 

of their shared responsibilities to public protection in context with public health aims, 

and that consistency (rather than intense reactivity) in their joint approach to risks 

would lead to more desirable outcomes. For example, Grace—with some hesitation—

explained how, with TMs meeting their responsibilities to information sharing, police 

have shown more confidence (and even relief) in their ability to develop a rapport with 

families who meet the IRD threshold (see Section 2.5.5) prior to initiating police 

involvement:  
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I think now there’s an appreciation of Insight, the FGM 

protocol, and that the work is being done. So [police] don’t 

need to worry about it.… For example, I met officers in a very 

odd situation once and they were really stressing because they 

thought they were going to have to ask the woman about it, and 

I just said: “No, that’s my job. I’ll do that.”—[Sighs] “That’s 

fine.” [Insight] is set. No one needs to panic, worry, or go: “Ah! 

This woman’s having a girl and she’s had FGM—” Look at 

TRAK, all the information will be there. Take a breath.  

(Grace, TM) 

 

Here, Grace highlights how the routinization of interagency guidance, communication, 

and transparency has been instrumental in improving antenatal FGM risk assessments 

for all relevant parties. More specifically, TMs and police have created a better 

position from which to listen, understand, and embrace diversity to ensure that 

proportionate responses improve (see also Section 7.2.3). Other TMs described the 

resulting processes as having put less pressure on families in describing their 

circumstances. That when they feel safe, families and TMs operate along a more 

flexible timeline to establish trust and determine the support relevant to each individual 

case before engaging police in the “robust risk assessments in place for children and 

women” (Lily, TM).    

 

 [Insight and police] have got to a good place. I think we’ve 

shown that we’re sharing and they’re a bit clearer about what 

we are doing. If it takes us months to make sure we build to the 

right level of trust with [families] before we have an [IRD] with 

[police], that’s what we’ll do. It always feels right to do it in a 

very phased way—led by the family’s wishes. 

 (Lily, TM) 

 

Therefore, as further shown below, these improved interagency commitments to their 

responsibilities to both public protection and the well-being of women and their 

families have equally enhanced public confidence in Insight and police, dispelled 

uncertainty regarding Scots law, and ensured that women receive just and effective 

public health support, so much so that participating women referred to Insight for FGM 

have reported honest, informative, and relevant public protection support experiences 

with Insight so effective that, more than any other topic, they expressed a clear 

understanding of Scots FGM law. 
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While exact figures are difficult to 

determine due to concerns with data 

quality (see Section 4.9.2.4; 

Appendix XVI), as shown in 

Appendix XVI, approximately 156 

referrals have involved TMs and 

women with FGM in adult protection 

discussions from 2015 to 2018. 

Additionally, Figure 20 illustrates that 

of the 148 children born to women 

referred to Insight in the same period, 

47% (n=71) have presented female at 

birth.202 This has further involved 

TMs and women with FGM in as 

many child protection and 

safeguarding discussions.203 As 

shown in Figure 21, a total of 13 such 

discussions—or 9% of all referrals—

have resulted in an IRD to address 

high-risk factors including FGM, but 

also human trafficking and other 

forms of GBV.  

 

Among participating women referred 

 

 

202 This is a similar proportion to the SRC data discussed in Sections 1.1 and 2.4 (see also 

Appendix V), which reported a near equal split in male to female births among potentially FGM-

affected women in Scotland in 2012 (Balliot et al., 2014:14).  
203 As noted in Appendix XVI, the Insight descriptive statistics provided for this study did not 

count child or adolescent protection or safeguarding discussions concerning preexisting female 

children. 
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Table 18: Maximum Legal Penalty for FGM in Countries Relevant to This Study 

 
Country Legal Status Maximum Penalty 

France General Criminal Provision  20 years imprisonment for 

performing FGM on a girl 

under the age of 15. 

The Gambia Specific Criminal Provision  3 years imprisonment.  

Nigeria Specific Federal Provision  

(Does not apply to all states.) 

4 years imprisonment.  

Scotland Specific Anti-FGM Law 14 years imprisonment.  

South Sudan Specific Criminal Provision 10 years imprisonment.  

Sudan Specific Criminal Provision  

(Does not apply to reinfibulation.)  

3 years imprisonment.  

 

to Insight for FGM, four of 12 reported having no awareness of Scots law or 

protections before seeing the Insight midwife. As “Isatou” (Gambian) stated: “Before 

I came here, I didn’t know all that.” Two participating women also reported that, while 

they were aware of the law, they had been unaware of the severity of Scottish FGM 

sanctions (i.e., the 14-year maximum sentence). This is unsurprising, as even though 

Scotland does not carry the heaviest penalty for FGM as demonstrated in Table 18, it 

does significantly exceed that in most of the regions of Africa in which the 

participating women were born.  

# 

Not until I spoke to [the Insight midwife] did I feel like, “Oof, 

so it’s that big?” … I mean, I never had the intention to do it 

for my baby, but when she told us how many years you could 

serve, I was like, “Wow. Is it that grievous?” It’s like, a big 

deal—more of a big crime—if you do it, even as an 

accomplice. 

(Naija, Nigerian) 

 

Women who were aware of Scots law also found the Scottish government’s 

willingness to prosecute for FGM-related offences unfamiliar. That is, while anti-FGM 

attitudes and legislation had strengthened in countries like South Sudan and Nigeria in 

recent years (see Section 2.2), these positions were described as rarely enforced: 

 

In Nigeria no hospital will do FGM. Maybe in underdeveloped 

areas they might still do it for cultural reasons, and we still have 

elderly women that professionally do FGM. If you insist that 
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you want your daughter to be circumcised, they can still do it. 

[The government] is not going to do anything to you if you do 

FGM, you won’t go to prison. …  So, I wouldn’t know that you 

can go to prison [in Scotland]. 

(Chibuogu, Nigerian) 

 

Other women expressed similar expectations informed by the challenge FGM taboos 

and changes in tradition (e.g., covert practice) posed to FGM prosecution, and even 

the belief that some parents had accepted responsibility for known risks from FGM 

(see Appendix IV). Therefore, with this perspective in mind, women’s surprise 

regarding the seriousness of Scots FGM law is understandable. It has also made TMs’ 

responsibility for honest and consistent public protection support critical to 

establishing women’s confidence in and ability to access forms of protection from 

risks from FGM (including self-incrimination). Indeed, a consistently accurate 

understanding of Scots law shared among participating women and a lack of conflict 

in their descriptions of antenatal risk assessment procedures suggest that TMs have 

developed effective public protection practices. In some cases, this was expressed as 

respect for Scots law. Adaora, for example, remembered:  

 

I think it’s normal when you go to a country different from 

yours with different laws, you just have to abide by them.… 

“When you get to Rome you behave like the Romans”—or 

whatever they say. So, I didn’t really feel bad about that.  

(Adaora, Nigerian) 

 

In others, praise was expressed for Scots FGM law, with “Fatima” (Sudanese) having 

stated: “It’s really good that such regulations are in place because we’re still suffering 

from this disease back home.” Similarly, another participating Sudanese woman, 

“Inaya,” explained: 

 

I was really surprised about the penalty.… I didn’t expect that 

it’s going to be that severe. Even if I facilitate FGM to happen, 

I’m going to be imprisoned. I wish that this was happening in 

Sudan, because although it’s illegal, there isn’t actually a 

punishment for it. That’s why probably people still get away 

with it. 

(Inaya, Sudanese) 
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Women also expressed appreciation for the protections available in Scotland and 

abroad for Scottish residents (see Section 2.5.5) that TMs had clarified. This was 

especially felt by women who considered their children to be at risk from FGM against 

their will. As Nadia explained:  

 

I wouldn’t do this to my kids, but if I were in Sudan, I would 

have the older generation—my mother or my mother-in-law 

would try to force me into doing this. Say: “This is better for 

the girls to do.” Over here [in Scotland], this is not the case.  

(Nadia, Sudanese) 

 

Loli, expressing her confidence in foreign protections, even made it a point to ask me 

for the Insight midwife’s contact information at the end of her interview:   

 

My kids were born in Scotland, but they need to know where I 

came from. [The Insight midwife] said anytime, when I go to 

Gambia or travel anywhere where they want to do FGM on my 

children by force, I can call these numbers, or I can go to the 

British Embassy or High Commission.… She gave me those 

numbers, but I lost them. I need her e-mail because I’m 

planning to go to Gambia with the girls for holidays. 

(Loli, Gambian) 

 

In addition to improving women’s understanding of and access to protections, here 

Loli also highlights how TMs’ commitment to this responsibility has equally 

contributed to the protection of valued links to their homes and families. The impact 

this approach has had on Loli’s experience is further evidence of the importance of 

caring about women’s individual needs (including their support networks; see Section 

7.2.1)—a principle likely to have further engendered public confidence in Insight and 

its partner agencies. However, not all participating women exhibited confidence in or 

even awareness of international FGM protections. For example, Hiba maintained that 

due to ineffective FGM legislation and the covert nature of FGM, as described above, 

she believed family members (especially older generations) would disregard Scots 

law:  

 

Even in Sudan in some areas FGM is prohibited, but people 

still do it discreetly. It’s like, “No problem, I can just bypass 
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the law”, so the letter204 would not be helpful because I don’t 

think family members are going to believe that I’m going to get 

into trouble for FGM. 

(Hiba, Sudanese) 

 

Therefore, while some women appeared confident in international protections, others 

remained sceptical. This is a reasonable position, as the efficacy of the Scottish 

international protections for women and girls remains undetermined (see Section 

8.2.3.2). Similar uncertainty was also expressed by TMs about the best way to support 

adult women—especially those found reinfibulated after experiencing a childbirth in 

Scotland. Here is Grace, TM:  

 

GRACE: A woman had gone home of her own free will. She 

was over 18. It was her [mimes air quotes] “choice” to get 

reinfibulated.  

INTERVIEWER: Is that not against the law?  

GRACE: Well, the law says that you can’t take a child abroad.  

INTERVIEWER: I thought it was for any adult or child.205  

GRACE: That’s the problem, you see? [The police] could have 

judged me about it if they want, but what am I going to do? She 

went to Sudan of her own free will.… We were a bit unsure 

about that one. The thing is too, when she goes back to be 

reinfibulated she’ll be off maternity’s books because it’ll 

probably be about 6 months down the line. So, it only came up 

because she got pregnant again and I reexamined her. I’m sure 

that we did talk about that and went: “Hmm…” 

INTERVIEWER: Within the NHS you talked about it?  

GRACE: Yeah—but when it’s done to a young girl, she 

doesn’t give her consent. If it’s done to an adult woman, in 

theory she gives her consent. However much it’s freely given 

is a matter for debate, of course. 

 

Grace touches on the complexities of FGM protections, and particularly the difficulties 

involved in prosecuting adult women for being reinfibulated abroad—therein 

simultaneously criminalising and victimising them—and/ or prosecuting their family 

members, which may threaten their support network and immigration status. TMs’ 

reaction (i.e., assuming that the woman in question went to Sudan “of her own free 

 

204 See Section 2.5.5.  
205 See Provision 3.1(b) of the Prohibition of Female Genital Mutilation (Scotland) Act 2005 

(Scottish Government, 2015b).  
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will” without, it seems, engaging her in a discussion about her reinfibulation) to the 

complexities of FGM law may help explain why women like Hiba may not share 

others’ confidence in Scotland’s international FGM protections. Hiba and Inaya206 

went on to seek my opinion regarding the government’s ability to protect women and 

girls abroad, having asked in their joint interview: “It’s true [the Scottish government] 

can help?” (Hiba, Sudanese). This suggests that despite their reasonable scepticism, 

some women maintain an interest in the value of FGM protections. Therefore, despite 

the difficult decisions TMs sometimes face regarding FGM law and the procedural 

development required to address adult risks from FGM, consistent and transparent 

communication from TMs and police regarding public protections has undeniably 

been critical to ensuring women’s understanding of and access to support.  

 

7.3.2 Trust 

In Section 7.2.2, TMs acknowledged the value of listening to, understanding, and 

trusting women’s FGM-related beliefs and symptomatology in the delivery of relevant 

and effective PCC. Similarly, findings show how a trusting, multidirectional approach 

has also empowered women to further represent themselves in relation to FGM 

intentionality. TMs have demonstrated this by not only building trust through their 

transparency with women but also by trusting in the transparency of women through 

practices such as: 

 

• Having the courage to remain open-minded; and  

• Never criticising, condemning, or complaining. 

 

Far from the “driving” prosecutorial approach as described by Lily (see Section 7.3.1) 

and other authors cited in Section 2.3 (see Baillot et al., 2018; Kelly & Ali, 2018; 

KWiSA, 2015), women have perceived TMs to be trusting in relation to their 1) FGM 

status and 2) FGM views and intentions. In discussing FGM status, TMs demonstrated 

an open-minded and egalitarian approach to FGM risk assessments. For example, TM 

Grace described a case where a woman had told her CMW that she had not had FGM, 

 

206 Hiba and Inaya are the two Sudanese friends who requested to be interviewed together (see 

Section 4.4.4).  
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but upon a later hospital visit unrelated to her pregnancy she was examined by a doctor 

who included the comment, “Appears to have had FGM” on her medical notes. While 

cases in which FGM has been difficult to clinically diagnose have occurred,207 

however, Grace insisted that HCP suspicions of FGM were not considered more 

relevant than the opinions of women and their partners: 

 

I spoke to the woman and her partner and they were adamant 

that she hadn’t had [FGM] … and actually, when I’d spoken to 

the woman on the phone I said: “Look, I’ll come and see you 

next week but—I’m not being funny—but can you ask your 

mom if you’d been cut? Because sometimes young girls won’t 

remember,” and the mom said she hadn’t had it done. Neither 

of the families were supporters of FGM. So, I didn’t re-

examine her because that’d almost be accusing her of lying.  

(Grace, TM) 

 

Here, Grace demonstrates the skilful provision of a sensitive risk assessment and the 

protection of women from unjustified examinations that may have otherwise caused 

undue stress (e.g., see Section 7.2.1) or conflict. In doing so, the woman in question 

was also empowered with representative control over the doctor who had “given half 

a tale” in relation to her FGM. The transformative power of this trusting approach was 

also seen in TMs’ work with women who had declined an Insight rereferral (see 

Section 6.2.2). While TMs like Grace maintained that rereferrals have benefited 

Insight’s organisational capacity, visibility, and accessibility (see Section 5.1.2.3), 

Grace also described reasonable refusals as an opportunity to avoid unnecessary or 

burdensome processes that might otherwise threaten women’s public health and 

protections engagement:   

 

You know, I’m not going to put their backs up. [One woman] 

really didn’t want to see me again. She said: “Well, you saw 

me last time, why do we need to do it again?”—“OK, that’s 

fine. Can we just have a chat on the phone?” and she was happy 

with that.  

(Grace, TM) 

 

207 When attending a woman in labour in London, for example, CMW Jessica remembered 

consulting HCPs struggling between a diagnosis of FGM Type-I and what was concluded to be “a 

normal anatomical feature” presenting as small labia minora. 
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This once again highlights how TMs have been able to meet their obligations to public 

protection while also respecting women who choose to disengage with certain aspects 

of their healthcare rather than assuming malicious intent on their part. This marks a 

significant change in HCP responses to disengagement that, as CMW Amelia 

explained in Section 6.2.2, can often result in the negative judgement of families. 

Consequently, as in Section 7.2.3, TMs reported how women returned their trust by 

engaging in sensitive discussions regarding issues more relevant to their individual 

needs (e.g., elective deinfibulation or mental health referrals) and displaying 

behaviours that suggested feelings of confidence and safety. For example, TM Elsie 

described the shift in one woman’s demeanour after focusing on her actual—rather 

than assumed—needs:   

 

The first time I met one lady she was very apprehensive, 

withdrawn, shy—could barely make calm eye contact with me. 

… Then we were able to individualise a plan for 

[deinfibulation], and when I saw her a couple of weeks later, I 

walked in behind the curtain and she threw off her head scarf, 

threw her arms around me, and thanked me. I didn’t expect that 

response, so that must have been incredibly liberating for her. 

It was quite overwhelming and touching. 

(Elsie, TM) 

 

In some cases, this trust was also described as having improved public confidence in 

Insight to the benefit of women newly referred for FGM. For example, Elsie described 

how a woman with experience with Insight had reassured their friend of the safety of 

the referral: 

 

I remember seeing a young woman who was very nervous 

about coming to see us when Insight had just set up. Then she 

went out into the waiting room to one of her friends, and she 

walked back in and said: “I’m okay now, my friend said you’re 

really nice and that it’s okay.”  

 (Elsie, TM)  

 

Therefore, while the perspective of women referred to Insight for FGM was absent at 

that point, TMs’ recollections have suggested that an open-minded and egalitarian 
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approach to FGM management has had an equally positive impact on women’s 

empowerment, relationships, and access to relevant, efficient, and effective care along 

the antenatal pathway, and that these positive experiences may have also transferred 

trust in Insight within communities living with and at risk from FGM.  

 

Concerning women’s intentions regarding FGM, TMs have also demonstrated how 

first listening to and trusting women’s position has been critical to further empowering 

women in the antenatal care space. Among the majority of the participating women 

with public protection awareness related to FGM (66%), some contextualised this 

awareness—regardless of their understanding of their personal FGM status—within 

their own anti-FGM attitudes. Despite persisting sociocultural pressures (see Section 

2.1.1), anti-FGM attitudes (including its risks to health) among these women were 

often informed by international political and social shifts (see Section 2.2) and the 

experiences of friends and family living in the UK and Europe. Even among women 

like Chibuogu, who described her life as unaffected by her FGM (see Section 6.1.1), 

this attitude persisted:  

 

I didn’t have a mind to do it to my daughter because I didn’t 

see any reason. The main reason they were doing it then—what 

they thought was right for them—I don’t believe in that, so it’s 

of no use to me. 

(Chibuogu, Nigerian) 

 

Others also described their awareness as being informed by their own experiences with 

the biopsychosocial consequences of FGM. For example, due to her memory of 

undergoing FGM, Aamira recalled feeling unsurprised by the public protection 

information provided at her Insight referral:  

 

I felt prepared when [the Insight midwife] spoke about the law 

because I’d already reflected about the pain I’d gone through 

when I had FGM.  

(Aamira, Sudanese) 

 

These views and experiences therefore suggest that a significant number of women 

can be expected to know or otherwise anticipate receiving public protection 
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information related to FGM prior to attending their Insight referral. Furthermore, 

Grace confirmed that their anti-reactionary approach to women’s views on and 

intentions regarding FGM allowed her to recognise this fact. 

 

To be honest, the vast majority of women that we’ve seen are 

not supportive of FGM, anyway. I could probably count on one 

hand the number that have been either vague or outwardly in 

favour of FGM.  

(Grace, TM) 

 

This indicates that TMs’ trust in women has extended to this important aspect of FGM 

risk assessment, which allows women to accurately represent their views, the 

experiences that have informed them, and in some cases the lengths they had already 

gone to in order to protect their families. This was also evidenced by Loli (Gambian), 

who recounted the opportunity the Insight midwife had given her to describe her 

attitudes not only concerning her potential new daughter but also her existing daughter:  

 

I told [the Insight midwife] I have a daughter—I think 7 or 8 at 

the time—in Gambia. She asked me … if I was planning to do 

FGM on her while she was not in Scotland. I say: “I will not 

do FGM on her. My mom wanted to do it, but I told her not to. 

So, they didn’t do it and she’s in Scotland now.” 

(Loli, Gambian) 

 

Consequently—as participating CMWs reported regarding the universal enquiry 

discussed in Section 6.1.1—women described their public protection experiences in 

positive or otherwise unremarkable terms. Their recollections of these discussions 

were also consistently notably absent the feelings of criminalisation felt by affected 

people represented in Section 3.3.4 and demonstrated by CMWs in Section 6.2.2. For 

example:  

 

[The Insight midwife] told me why we should not be doing it, 

why Scotland’s against it as well. Just quite educating. I like 

[the Insight midwife].  

(Naija, Nigerian) 
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These experiences therefore further suggest that TMs who have had the courage to 

trust women during the antenatal risk assessment process have empowered women 

with representative control over their FGM-related circumstances and views. As a 

result, both TMs and women with FGM have been able to contribute knowledge to the 

development of proportionate and person-centred—rather than reactionary and 

disadvantageous—public protection decisions and support. Women have also become 

better able to safely and confidently access, participate in, and advocate for Insight and 

the health and safety of themselves, their daughters, and their communities.  

 

7.4 Summary 

Stakeholder experiences related to Insight referrals for FGM find Insight TMs and 

their partner agencies committed to principles both recognised by NHS Scotland as 

key to public health and protection quality improvement and unique to their cultural 

subgroup within the NHS (i.e., the Insight Team) (NHS Scotland, 2019). This is 

evidenced by TMs’ flexible and balanced behaviours and practices, which respect 

women’s individuality and autonomy. TMs and their healthcare-providing partners 

have therefore significantly disrupted the historic disempowerment of BAME women 

with FGM, as they often effectively facilitate mutual knowledge exchanges based on 

relevant yet common goals regarding the care, support, and protection of women and 

their children rather than on cultural, ethnic, or racial assumptions (see Sections 2.3.1; 

2.5.1). Reflecting the findings of Berg and Denison (2012b), this approach has also 

improved the FGM-related knowledge and understanding of affected persons. Yet, as 

the former represents a key and wholly novel finding in relation to HIC FGM literature, 

the following section summarises findings in Chapters 5 through 7 to highlight the key 

mechanisms impacting equitable antenatal care access for women with FGM and how 

these findings contribute to the fields of FGM, maternal care, HCP education, 

healthcare service commissioning, and intersectionality. 

 

7.5 Findings Summary, Their Transferability & Unique Contributions 

The findings of this case analysis of the Insight antenatal care pathway for women with 

FGM have now been presented. This summary discusses four pairs of key mechanisms 

identified across findings in Chapters 5, 6, and 7 that promote or inhibit access to 
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equitable antenatal care. Section 7.5.1 discusses these mechanisms as they are listed 

in Figure 22, including 1) FGM care resourcing, 2) the FGM health model, 3) FGM 

care routinisation, and 4) social equality. The transferability of these insights across 

Scotland, the UK, and other HIC countries is also briefly considered. In Section 7.5.2, 

the novel contributions of the findings are then emphasised to promote relevant 

research and development in the fields of FGM, maternal care, HCP education, 

healthcare service commissioning, and intersectionality. 

 

7.5.1 The Key Mechanisms Influencing Access to Equitable Antenatal Care 

The impact matrix detailed in Figure 23 highlights the precise mechanisms identified 

by this study that promote or inhibit equitable antenatal care access for women with 

FGM. The matrix organises these mechanisms by their social location of influence 

(from interpersonal to interagency) and by their level of impact (from low to high). In 

critical communicative research, Gómez et al. direct researchers using CCM to define 

“a transformative dimension … for every exclusionary one found” (2011:241; see also 

Gómez et al. 2010:39). Therefore, each mechanism included in Figure 23 is also split 

into two factors that represent their transformative and exclusionary natures. For 

example, at the institutional level of impact, the transformative Insight dimension 

“Specialist FGM Resources” is mirrored by the exclusionary dimension “Inequitable 

Capitation Policy.” Together, this thematically linked pair represents the key 

mechanism “FGM Care Resourcing.” Each of the “High Impact” pairs in the matrix 

represents one of the four key mechanisms promoting and inhibiting access to 

equitable antenatal care for women with FGM listed in Figure 22; they are the focus 

of the following summary.  

 

7.5.1.1  FGM Care Resourcing  

Beginning from the highest social level of impact, FGM care resourcing is the first key 

mechanism discussed here that has promoted or inhibited access to equitable antenatal 

care for women with FGM. The study findings show that, when compared to the 

findings of Baldeh (2013) and O’Brien et al. (2016; 2017; see also Section 1.1), NHS 

Scotland has taken a more comprehensive (though still limited) approach to providing 

healthcare for women with FGM. In supporting Insight, the NHS has not “improved”
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Figure 22: Key Mechanism Response Strategy for Equitable Antenatal Care Development for Women with FGM 

 

 

(adapted from Risk Integration Management, 2019) 
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Figure 23: Impact Matrix for Antenatal Care Equity for Women with FGM 

 

 

 

(adapted from Lemmens et al., 2022) 
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antenatal care equity for affected women but founded it with the introduction of critical 

antenatal care resources. As highlighted below, the most notable of these institutional 

resources include the Insight healthcare guideline, CMW FGM training, and Insight 

specialist team.  

 

Though healthcare guidelines by definition are not mandatory, the formation of the 

Insight guideline in 2015 represents an institutional acknowledgement of the need to 

improve healthcare for women with FGM (Guerra-Farfan et al., 2022). Where a near- 

complete absence of FGM-related processes once existed, the Insight guideline now 

defines a wide variety of HCP roles in FGM prevention, protection, and service 

provision. For example, the Insight guideline identifies CMW inaction in the context 

of FGM to be an ineffective and potentially harmful antenatal care standard. To further 

emphasise this institutional change in attitude, the guideline links CMWs’ new 

responsibilities to women with FGM to their existing obligations to all women and 

their families. Clear, specific, and actionable information for CMWs regarding FGM 

enquiries and referrals is also provided. The guideline has proven to be an equally 

valuable resource for those who helped develop it. Insight TMs identify the guideline 

as a source of some authority over the new FGM care pathways, especially where 

awareness of, or buy-in to, Insight is lacking (e.g., among some GPs). Therefore, 

Insight guideline uptake by the NHS has granted local HCPs a clarity and legitimacy 

that ensures more accessible, consistent, and proportionate specialised antenatal care 

for women with FGM. 

 

Findings explicitly link the Insight CMW training to improvements in FGM and 

Insight guideline knowledge and professional behaviour. The training has also created 

a safe space for CMWs to confront negative thoughts, feelings, and assumptions about 

FGM; and to develop positive and professional attitudes toward their role in Insight 

and toward affected women. In some cases, the knowledge, understanding, and 

confidence CMWs have gained from the training has helped them better utilise their 

person-centred care skills in the context of FGM. While the limitations of this study 

circumscribe my ability to confirm that all participating women with FGM were 

referred to Insight by an Insight-trained CMW, their experiences reflect the Insight-
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driven antenatal care improvements initially reported in Scotland by O’Brien et al. 

(2017; see Section 3.4.2). Affected women describe CMWs as inviting their 

confidences, and as a reassuring source of information on the FGM typology and 

antenatal Insight referral. They characterise CMWs as “sensitive,” “supportive,” and 

“straightforward” rather than “shocked” or “outraged” to discover they had FGM as is 

commonly reported in HIC FGM literature (Dawson et al., 2015c; Einstein et al., 2019; 

Ogunsiji, 2015; see also Sections 3.3.2 and 6.1.2). Consequently, these experiences 

have promoted specialised antenatal care access by informing positive care 

expectations among women with FGM and even encouraging FGM- and Insight-

related communication within affected communities.  

 

The Insight specialist team is fundamental to health equity. Through professional 

training, networking, and community involvement the Insight TMs expertly serve 

women with FGM within and beyond their antenatal care. This study identifies the 

Insight midwife and CPA as particularly active sources of high-quality information 

on, and accessways to, specialised healthcare for women with FGM. For example, 

women referred to Insight antenatally experience TMs as knowledgeable specialists. 

They offer obstetric care plan recommendations that are highly relevant to women’s 

FGM knowledge and attitudes, personal health, and social circumstances. On a case-

by-case basis TMs also provide postnatal support and public protection follow-ups that 

improve the continuity of care for and safety of women and their children, respectively. 

Relatedly, Insight TMs serve as a source of information on and accessway to social 

and public protection resources that are relevant to FGM, immigration, and many other 

intersectional concerns common among affected women. This supplementary 

expertise expands women’s access to sexual health consultations, community 

organisations, and child protection support. The Insight team therefore significantly 

improves women’s access to equitable health and social care. 

 

Figure 23 pairs the key transformative mechanism “Specialist FGM Resources” with 

the exclusionary key mechanism “Inequitable Capitation Policy.” Findings from this 

study indicate that NHS Scotland’s NRAC policy limits the transformative impact of 

the Insight guidelines, CMW FGM training, and specialist team. Because NRAC 
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distributes health board capital based on the principle of equality rather than equity, 

healthcare options related to minority issues like FGM are frequently under-resourced. 

Insight guideline development, for example, is stymied by the data collection methods 

most relevant to NRAC. These methods often favour quantitative monitoring, which 

prioritises volume (i.e., service use) over value (i.e., service impact). Consequently, 

NRAC policy limits the quality of the FGM data available for equitable and evidence-

based procedural and clinical development. Equality-based funding also prevents the 

effective scaling of HCP FGM training. Participating women with FGM identify 

gynaecology and general practice as important gateways for FGM-related healthcare. 

Relevant to antenatal care, these services are equally vital for affected women to 

address their specialised needs and to access relevant gynaecological care such as 

deinfibulation. However, under NRAC, NHS Scotland limits FGM training to 

community midwifery. This greatly underprepares other practitioners to ensure 

women’s access to equitable antenatal care. NRAC also limits the quality of 

specialised antenatal care. As the majority of TMs do not have dedicated work hours 

for FGM, they must “squeeze in” their specialist responsibilities. This shortage of time 

limits those TMs’ capacity to reflect on their work, share their singular expertise, and 

consider how to effectively advance healthcare for women with FGM. Thus, while the 

support NHS Scotland shows for Insight acknowledges the need to improve healthcare 

for women with FGM, its policies hamper the level of financial commitment required 

to fully embed equitable care for women with FGM across the institution. 

 

7.5.1.2  The FGM Health Model 

The second key mechanism influencing antenatal care equity for women with FGM 

included in Figure 22 is the “FGM Health Model.” Figure 23 further defines the 

transformative dimension of this mechanism at the intra-/interdisciplinary level of 

impact: the “Multidisciplinary FGM Health Model.” As is also included in Figure 23, 

women with FGM continue to benefit from the biomedical curriculum historically 

required of gynaecologists and obstetricians by the MRCOG (see Section 2.5.1). From 

that foundation, this study finds that the multidisciplinary Insight services detailed in 

Appendix VIII further women’s access to equitable healthcare. Antenatal referrals for 

FGM include conversations about how FGM, comorbid conditions, and social and 
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psychological issues all relate to affected women’s pregnancy and health. This holistic 

approach to antenatal care as directed by Insight has improved not only person-centred 

birth planning but also access to specialised care in gynaecology, paediatrics, child 

protection, adult psychology, and general practice. Referrals to the Insight obstetrician 

and CPA appear to be the most common, but findings from the study prove that the 

Insight FGM health model encourages self-referrals to gynaecology and adult 

psychology for both pregnancy and non-pregnancy concerns. Thus, Insight’s 

improvements on the holism of affected women’s care ensures an equal opportunity 

to attain their highest standard of health without being disadvantaged by their FGM 

status.  

 

Opposite the multidisciplinary FGM health model Figure 23 lists the exclusionary 

dimension of this key mechanism: “Limited FGM Service Scoping.” While 

revolutionary in this area of Scotland, the Insight health model has its limitations. This 

is in part due to the programme’s status as a pilot, but also the minimal scoping 

undertaken in its development to identify the most comprehensive interdisciplinary 

strategy for FGM enquiry and care. Firstly, as within HIC FGM literature, Insight 

identifies community midwifery as the key point of access for FGM care and thus, 

CMWs are the only practitioner group routinely encouraged to attend the Insight 

training and to enquire about FGM. However, participating women with FGM 

recognise that this approach unjustly favours pregnant women and mothers to the 

detriment of women seeking preventative antenatal care (e.g., general deinfbulation) 

and other forms of FGM-related healthcare. Secondly, no formal scoping has defined 

local FGM care needs, their demand, or urgencies. As a consequence, potentially 

transformative specialised skill sets related to antenatal care in, for example, urology, 

sexual health, or labour and delivery analgesia have yet to be cultivated within the 

Insight FGM health model. Capacities regarding existing FGM specialties are also not 

well understood, as developers have yet to consider apprenticeships or succession 

planning within the Insight team. For example, as there is only one named Insight 

midwife, a caseload backlog or a prolonged absence leaves little capacity for women 

to access timely antenatal care of the same high quality. Therefore, without a 
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comprehensive scoping of FGM training and service needs the FGM health model will 

remain incomplete.  

 

7.5.1.3  FGM Care Routinisation 

The third key mechanism enabling equitable antenatal care access for women with 

FGM concerns “FGM Care Routinisation.” In Figure 23, the transformative dimension 

of this mechanism is included at the organisational level of impact: “FGM Pathways 

Routinised.” This refers to Insight directly relating FGM care pathways to routine 

healthcare practices and existing responsibilities, especially within community 

midwifery. CMWs are trained by Insight TMs to consider their FGM-related 

responsibilities in the context of their existing duties of care to the health and well-

being of girls and women. The Insight antenatal pathway is also embedded within 

CMWs’ obligations to follow established policies and processes such as GIRFEC; 

Scottish Government, interagency, and NHS child protection guidance and 

procedures; NHS adult support and protection procedures, Caldicott Guardianship, 

GMC guidance, and CPA and IRD thresholds; TRAK maternity chronology recording, 

read coding, and community child health documentation; and Scottish Care 

Information (SCI) Gateway referring. While not mandatory, CMWs are also 

encouraged to universally enquire about FGM, as is already routinely expected of them 

for GBV enquiries. Organising Insight in this way normalises FGM care within the 

NHS. It alters CMW perceptions of the practice as a distant ritual outside their 

purview, making it a localised health and welfare issue. Thus, compared to the 

experiences reported by women in Baldeh (2013), women local to Insight are afforded 

access to more confident, consistent, and comprehensive specialised antenatal care 

processes rooted in established policies and practices.  

 

In Figure 23, “Limited M&E Processes” is included as the exclusionary dimension of 

FGM care routinisation. While Insight organises FGM-related care to adhere to 

existing antenatal policies and practices, processes for monitoring and evaluation to 

hold CMWs to account and to determine the efficacy of the Insight antenatal pathway 

are limited. The absence of effective M&E has wide-ranging effects. Without M&E, 

Insight developers lack the capacity to document and understand many of the factors 
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inhibiting women’s access to equitable antenatal care that are shown alongside the key 

mechanisms in Figure 23. For example, findings from this study identify the low to 

significant exclusionary impact of women’s concerns regarding foreign and adult 

protection processes and the universal enquiry strategy and format. Without M&E, 

Insight developers also lack the capacity to take informative action against either 

losses in CMWs’ Insight self-efficacy and FGM knowledge or assess the influence of 

biases embedded within community midwifery culture. Thus, so long as Insight lacks 

suitable M&E processes, women’s access to responsive and high-quality specialised 

antenatal care will remain limited.  

 

7.5.1.4  Social Equality 

In Figure 22, “Social Equality” is included as the final key mechanism enabling 

women’s access to equitable antenatal care. At the interpersonal level of impact in 

Figure 23, the transformative dimension of this mechanism is the “Empowered Self-

Representation” of women with FGM. Findings from this study describe how the key 

mechanisms discussed thus far increase the availability of FGM-related antenatal care. 

Additionally, Insight increases social equality for women with FGM in the antenatal 

care space. Insight antenatal referrals consistently involve TMs inviting women to 

represent themselves in relation to one of the most complex, variable, and secretive 

traditional practices in the world. Furthermore, TMs respect and trust the FGM-related 

beliefs, symptomatology, and intentionality shared by women, and respond with the 

most relevant information available for them to better understand and take action to 

meet their individual health and protection needs. Most often, affected women use this 

access to equitable person-centred antenatal care to make informed decisions 

regarding FGM examinations and treatments. Some women also seek self-referrals to 

the other Insight pathways (e.g., adult psychology); engage in more general 

information-sharing about FGM with CMWs, Insight TMs, and other affected 

community members; and request additional resources from interagency Insight 

partners (e.g., international protections). Thus, Insight empowers women with FGM 

living in this area of Scotland with an opportunity to participate in their own healthcare 

and achieve the highest standard of health equal to that of any other pregnant woman. 
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Fittingly, “Discrimination” is featured in Figure 23 as the exclusionary dimension of 

the key mechanism “Social Equality.” In this area of Scotland, antenatal care continues 

to produce some experiences with discrimination at the intersections of culture, 

ethnicity, and race for women with FGM. As also shown in Figure 23, these 

experiences are linked to the “Poor Anti-Discrimination and Intersectional Support” 

CMWs receive in their education due to a curricular overreliance on the PCC and 

cultural competence theories. “Cultural Barriers” at the intra-/interdisciplinary level 

are also linked to discrimination, as more experienced CMWs sometimes share stocks 

of discriminatory “knowledge” with their students and peers. At the interpersonal level 

of impact in Figure 23, “Discrimination” represents the consequences of these and 

other sociocultural influences on HCP behaviours. BAME women accessing maternal 

care experience both overt and covert instances of language and racial/ethnic 

discrimination regardless of their FGM status, which feeds into a vicious circle of 

distrust and disengagement. Even after attending an Insight training, some CMWs also 

continue to express judgemental attitudes toward BAME women and their husbands. 

Discriminatory attitudes may more commonly occur within suburban community 

teams among CMWs with limited experience working with women with FGM. 

Negative attitudes are also easily perceived by those in care and encourage an equal 

distrust and hesitancy from BAME people with FGM. Intersectional discrimination 

can even contribute to maternal care withdrawal, which in turn can worsen HCPs’ 

negative attitudes toward BAME families. Thus, experiences of intersectional 

discrimination continue to inhibit affected women’s access to equitable antenatal care.  

 

7.5.2 Transferability of the Findings & Their Novel Contributions  

In answer to the primary research question stated in Section 1.3.1, the above summary 

highlights the key mechanisms contributing to antenatal care (in)equity and social 

(in)equality identified by this study. In this final section of the findings, these 

mechanisms are revisited to briefly characterise their transferability. Sections 7.5.2.1 

to 7.5.2.4 then highlight where the key mechanisms contribute novel understanding 

that addresses gaps in the HIC FGM literature discussed in Chapter 3. These 

reflections are included for clarification and for the use of stakeholders in FGM-related 
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research, development, and healthcare provision to contribute to the steady growth of 

HIC FGM research productivity (Sweileh, 2016).  

  

To effectively contribute to understanding in the field of maternal care for women with 

FGM and beyond, it is critical to reflect on the broader value of the study findings. In 

Section 8.3, I determine the transferability, or relevance, of the study findings in the 

context of existing knowledge within HIC FGM literature to be moderate. However, 

this section focuses on novel findings that address gaps in that knowledge related to 

the key mechanisms influencing antenatal care equity for women with FGM (see 

Section 7.5.1). Relevant to these findings, the lack of generalisability expected from 

this primarily qualitative study is a strength, as the unique knowledge they produce 

illustrates both ideal developments not representative of, and barriers never before 

detailed within, the existing HIC FGM literature (FitzPatrick, 2019; Maxwell, 2012). 

Therefore, in Sections 7.5.2.1 to 7.5.2.4, these findings are highlighted for their unique 

contributions to the field of maternal care for women with FGM and the wider fields 

of professional, social, and emotional resourcing for HCPs; healthcare capital 

distribution; community activism; organisational monitoring and evaluation; FGM 

communications; and intersectionality. However, stakeholders in FGM research, 

development, and service provision should take care in applying these novel findings 

as they are not easily transferable to settings with significantly different cultures and 

health systems (e.g., private healthcare systems), or low- and middle-income countries. 

Those who work with significantly different FGM-affected population demographics 

should also take caution in using these findings for local development. 

 

7.5.2.1  Novel Contributions: FGM Care Resourcing  

Section 3.2 identifies the historical dearth of HIC FGM literature. With this in mind, 

it is reasonable to suspect that contemporary studies will produce novel contributions. 

As such, despite the characteristics this study shares with much of the existing HIC 

FGM literature (i.e., an American authorship,208 HIC setting, and obstetric focus), 

novelty is present within its findings (Evans et al., 2019a; 2019b; 2019c; Sweileh, 

 

208 While the study setting is Scotland, I am an American researcher, as is reflected upon in 

Section 4.10.  
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2016). The gaps in understanding that these contributions address include FGM-

related resources, institutional policy, service models, opportunities for equitable 

service development, and accuracy in FGM-type diagnoses; FGM recording and 

protection strategy quality; and women’s empowerment and intersectional 

discrimination.  

 

Relevant to the first key mechanism discussed in Section 7.5.1.1, findings on FGM 

care resourcing address a gap in understanding due to the scarce evaluation of FGM 

education for HCPs. Specifically, this study describes a previously unexplored 

relationship between social and emotional support for HCPs and antenatal care equity 

for women with FGM (FORWARD, 2010). While the absence of a baseline study 

makes it difficult to draw definitive conclusions, findings presented in Section 6.1.2 

indicate a positive correlation between the social and emotional Insight curricula and 

more sensitive and effective CMW attitudes and practices. Participating CMWs and 

various stakeholders in the literature describe FGM as emotionally and professionally 

difficult for many HCPs to manage—despite their PCC training, informal support from 

colleagues, and opportunities for self-directed learning. However, CMWs who attend 

the Insight training also receive social and emotional support akin to the CMW 

“support group” suggested by specialist FGM midwife Joy Clarke (Morgan, 

2015:843). This aspect of the Insight training gives CMWs the time and safe space to 

address deficits in their education related to unfamiliar sociocultural issues specific to 

FGM. CMWs are also supported to challenge the negative assumptions, attitudes, and 

fears often associated with FGM that risk the alienation of affected women and their 

families. Thus, this study reveals that including a social and emotional dimension to 

FGM education for CMWs can significantly improve their confidence to enquire about 

FGM, their sensitivity in asking, and their knowledge about and understanding of the 

rationale for and intentions of specialist FGM services. Furthermore, in response to 

these confident, knowledgeable, and reassuring HCPs women gain the confidence to 

discuss FGM, to trust their HCPs, and to engage with specialist FGM services.  

 

As to the exclusionary dimension of FGM care resourcing, the study’s findings address 

a gap in understanding where HIC literature focuses on lower-level barriers such as 
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women’s and HCPs’ FGM knowledge over barriers at the interagency and institutional 

levels (Balogun et al., 2013). These findings also address a gap in intersectional 

BAME literature where the impact of institutional policy on the efficacy and 

sustainability of minority healthcare services is under-investigated (Bauer, 2014:10). 

At this level, both NHS England (2018) and the Scottish CMO (Scottish Government, 

2016a:2) recognise that significant human and financial resources are required to 

ensure that women with FGM have access to universally equitable healthcare. 

However, due to the financial difficulties faced by the NHS, policymakers suggest that 

healthcare commissioners consider local community needs, resources, and experience 

when designing specialised programmes (RCN, 2019; WHO, 2001a). Yet institutional 

guidance has yet to recognise how existing financial policy also contributes to 

multilevel barriers to equitable healthcare women with FGM.  

 

The exclusionary impact of NRAC on Insight extends from programme development 

at the interagency level down to HCP behaviours at the interpersonal level. For 

example, in valuing Insight by its quantitative utilisation without consideration of its 

qualitative impact, there has been little incentive for research and development to 

enhance the quality of evidence on which FGM guidelines are based. Low utilisation 

also “justifies” limitations on programme funding in direct contradiction to what is 

required for the suitably trained workforce that NHS England (2018:10) and the 

Scottish Government (2016a) recommend (see Figure 9 [p. 55]). Even with the 

targeted approach Insight has taken to account for resource deficits, this study reveals 

that—in addition to other recognised barriers to care equity such as hostilities toward 

migrants (Fang et al., 2015; Shahvisi, 2019; see also Section 3.3.4) and the 

prioritisation of legislative and policy development (Baillot et al., 2018)—TMs (i.e., 

those key “interested and committed individuals” FGM healthcare programmes so 

often depend upon) have a limited capacity to sustain intended programme outputs and 

outcomes due to the negative influence of majoritarian health board capital 

distribution. This unstable economic, political, and social climate felt across Scotland 

and the greater UK ultimately risks the “fizzling out” of Insight, as did FGM services 

in England in the late 2010s (see, e.g., Roberts, 2017; Shutti, 2017; Leye, 2018; see 

also Baillot et al., 2018:11; Baillot et al., 2014). Therefore, so long as NRAC continues 
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to prioritise majority issues, the NHS will remain in direct conflict with subordinated 

minorities such as women with FGM (Weber and Parra-Medina, 2003). 

 

7.5.2.2  Novel Contributions: The FGM Health Model  

Relevant to the second key mechanism discussed in Section 7.5.1.3, findings on the 

FGM health model address a gap in knowledge concerning common FGM service 

models. As recommended by the DH (2015) and RCOG (2015), Insight utilises a 

pseudo-hub-and-spoke model, with the Insight midwife in the role of “FGM lead” or 

consultant for FGM safeguarding, clinical care, and referrals. “Pseudo” is used here to 

indicate that, while a true hub-and-spoke model would include a general FGM clinic 

in which women and HCPs would consult the FGM lead, the Insight midwife regularly 

fulfils this role only for HCPs (who, sans CMWs, do not routinely enquire about FGM) 

and pregnant women. As discussed in Section 3.3.1, the centralisation of FGM 

programming within maternity is unusual neither in practice nor within institutional 

guidance. This is likely due to the critical impact FGM can have on the maternal 

period, but also to the overrepresentation of maternity within HIC FGM literature and 

the absence of multidisciplinary FGM enquiries (Einstein et al., 2019; Momoh et al., 

2001; NICE, 2008). Thus, while the WHO suggests that pregnancy may be the only 

occasion in which some women with FGM interact with the healthcare system, this 

focus nonetheless reduces service accessibility for non-pregnant women and girls and 

perpetuates interdisciplinary tensions and the biomedical bias historically 

demonstrated across FGM-related healthcare (Evans et al., 2019c; Ogunsiji, 2016; 

Widmark et al., 2002). Indeed, findings from this study confirm that participating 

women would prefer the Insight model to include an enquiry for women and girls to 

improve their early access to FGM-related information and needs assessments as soon 

as GP registry. This will continue the transformative trend of broadening the FGM 

health model from a solely intrapartum concern to the truly integrated model 

recommended by the RCN (2019), as women with FGM see it as improving access to 

equitable care, including preventative antenatal care.   
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7.5.2.3  Novel Contributions: FGM Care Routinisation   

Relevant to the third key mechanism discussed in Section 7.5.1.3, novel findings on 

FGM care routinisation address several gaps in HIC FGM literature. Firstly, this study 

provides direct evidence of the contributions of women with FGM themselves to the 

establishment of equitable antenatal care, not just the political will, research, or even 

the motivated HCPs so often credited. In 2017, O’Brien et al. were the first to link the 

establishment of Insight to Fatou Baldeh’s 2013 academic study, “Obstetric Care in 

Scotland: The Experience of Women Who Have Undergone Female Genital 

Mutilation (FGM).” Additionally, this study directly evidences this claim, as 

participating Insight TMs (such as Grace and Blair) credit their motivation to improve 

maternal care for women with FGM to the personal experiences shared by, and 

community activism of, Baldeh (see Section 5.1.2.4). Therefore, it is critical to our 

understanding of antenatal care equity that the meaningful involvement of women with 

FGM can be a powerful force for organisational development and FGM-related 

discourse in Scotland (see also Leye, 2018).  

 

Relevant to the lack of knowledge within HIC FGM literature regarding the accuracy 

of FGM type determinations (Abdulcadir et al., 2017), novel findings from this study 

also reveal how FGM care models inclusive of specialist HCPs might mitigate 

diagnostic inaccuracy and improve CMW behaviours. With the Insight training and 

procedures well embedded into local antenatal care pathways, CMWs demonstrate an 

improved understanding of and confidence in their role and responsibilities regarding 

women with FGM. These improvements include far less pressure on CMWs, who now 

often clearly understand that while they have the option to consider women’s FGM 

type, they are ultimately not responsible for FGM type characterisation. Consequently, 

participating women in Section 6.1.2 describe confident and knowledgeable CMWs 

who are also able to set appropriate boundaries and reassure them when their limited 

competency in FGM requires Insight expertise. Therefore, this study provides 

evidence to suggest that specialist service models for FGM may mitigate the 

difficulties, identified in the literature (see Section 3.3.1) and in this study (see Section 

6.2.1), that can arise due to CMWs’ limited experience with affected women and 

limited access to adequate FGM training and training updates.  
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Finally, the novel findings of this study address a gap in HIC FGM knowledge 

concerning the low quality of organisational recording, reporting, and child protection 

strategies described by Abdulcadir et al. (2017) (see also Evans et al., 2019c). As 

identified in Section 5.1.6, Insight is organised with a significant lack of M&E 

processes. The absence is significant, as this study has equally produced notable 

findings regarding Insight recording, reporting, and child protection strategies—but 

also a lack of means by which to systematically understand and improve on the 

exclusionary aspects of its organisation, and to understand and share insights regarding 

its transformative aspects. For example, participating women with FGM identify 

inadequate and contested Insight processes such as limited options for FGM 

disclosure; poor reinfibulation communication ([NICE, 2008) and adult protection 

support (Dawson et al. 2015c; O’Brien et al., 2017); and unwanted antenatal re-

referrals. However, few processes are in place to identify, describe, and respond to 

such opportunities for improvement. The women included in Section 7.3.1 also 

identify transformative outcomes from the organisation of Insight, such as interagency 

transfers of trust for national and international child protections. Yet, again, no 

processes exist for TMs to document and share these outcomes. Therefore, findings 

from this study reveal that M&E processes specific to HIC antenatal care services for 

women with FGM need be developed to inform effective organisational development.  

 

7.5.2.4  Novel Contributions: Social Equality  

Relevant to the fourth and final key mechanism discussed in Section 7.5.1, findings 

from this study on social equality address gaps in HIC FGM literature regarding the 

empowerment of women with FGM and intersectional discrimination. Concerning the 

former, O’Brien et al. (2017) identify specialist FGM services as an important source 

of information for affected women living in Scotland on FGM-related health and Scots 

law. Other studies also describe specialist services as improving the help-seeking 

behaviours, healthcare access, and experiences of women with FGM (Baillot et al., 

2018; Bulman & McCourt, 2002; Leye, 2018; Lundberg & Gerezgiher, 2008; Moxey 

& Jones, 2016). Furthermore, this study introduces novel evidence to explain how 
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Insight TMs contribute to the empowerment of women with FGM within the antenatal 

care space (Einstein et al., 2019). 

 

In addition to the high-quality information, services, and support facilitated by Insight 

TMs, they also provide an informal multilevel communication intervention—a topic 

scarcely addressed in HIC FGM literature (see RCN, 2019; WHO, 2018). As 

previously discussed in Section 7.5.2.1, at the organisational level, Insight TMs offer 

CMWs social and emotional support that addresses a gap in CMWs’ education—

though only in part (as discussed below)—regarding specific issues in intercultural 

communication. While this somewhat improves women’s access to equal health-

related opportunities, the impact of TMs’ communication intervention is strongest at 

the interpersonal level in their own provision of specialist (re)referrals. Participating 

women with FGM describe TMs as deliberately facilitating an environment in which 

both the women and the TMs feel comfortable and well informed enough to 

communicate on an equal footing. This involves a multidirectional exchange of 

information and TMs’ genuine and radical trust, compassion, and respect for women, 

which are exceptionally critical to the equitable delivery of healthcare to this cohort. 

Thus, in first recognising women’s intelligence, individuality, dignity, and 

sociocultural beliefs, then acknowledging them as experts in their own past and future 

FGM-related experiences, women with FGM are empowered to reclaim their often-

denied ability to represent themselves in the antenatal care space and to contribute 

toward the common goal (Crenshaw, 1989)—made explicit by Insight TMs—of 

attaining the highest standard of health for themselves and their daughters. 

 

Concerning intersectional discrimination, this study contributes novel findings on the 

negative experiences some BAME women with FGM continue to face in the antenatal 

care space and where CMWs’ PCC training fails in this regard. As discussed in Section 

2.5.1, “cultural competencies” remain an NMC requirement for CMWs. In her 2012 

study, Moore concludes that these competencies should not merely consider “culture” 

to be a “technical skill in which health care professionals (HCPs) can train”—as this 

approach is often linked to the reinforcement of discriminatory perceptions (Dein, 

2006; Ahmad, 2002)—but also that an HCP needs to 
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understand his/her own limitations, must value diversity, 

and manage the undercurrents of systematic prejudice, 

racism and exclusion within client-HCP relationships. 

 (Moore, 2012:7–8; see also Srivastava, 2007) 

 

Thus, Scottish multiagency guidance for responding to FGM describes the more 

reflexive theory of PCC as key to “competent and ethical assessments” for affected 

women (Scottish Government, 2017a:7). Despite this shift, however, as indicated in 

Figure 23, multilevel exclusionary forces continue to exacerbate communication and 

discrimination issues among CMWs. A prerequisite of PCC theory requires HCPs to 

know one’s self and establish clarity of one’s own values and beliefs (see Appendix 

VII). In doing so, and with the support of effective staff relationships in the care 

environment, HCPs are expected to be better able to sympathise and work with 

differences in patients’ beliefs and values (McCormack & McCance, 2010). Yet 

somewhat in opposition to this theory, participating CMWs suggest that differences in 

personality, the influence of structural racism within Scottish social and political 

discourses, and the biases of trusted colleagues are significant barriers to some CMWs’ 

ability to recognise the “personhood” of affected women, as is also required by PCC. 

Therefore, while PCC may be effective cross-culturally for relatable or recognisably 

cross-cultural issues like trafficking, even with the highly focused training and support 

Insight offers for FGM—which British and European CMWs often identify as a vastly 

unfamiliar and viscerally affective concept—managing “the undercurrents of 

systematic prejudice, racism and exclusion,” let alone their own anxieties, fears, and 

biases related to FGM, is expected to be too great an expectation for some CMWs. 

These findings reveal how for issues like FGM, PCC training may insufficiently 

mitigate discrimination at the intersections of race, culture, and gender, and the 

tradition of healthcare supporting BAME women “only to the extent that their 

experiences coincide with” the needs of white women (Crenshaw, 1989:143). 

Moreover, these findings once again highlight how valuable HCPs such as the Insight 

TMs are for the development and provision of equitable antenatal care, FGM training, 

and support—but also that they cannot be the only ones responsible for challenging 

intersectional discrimination across community midwifery. 
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This section has highlighted the key mechanisms impacting equitable antenatal care 

access for women with FGM and their novel contributions to the fields of FGM, 

maternal care, HCP education, healthcare service commissioning, and 

intersectionality. Each of the key mechanisms discussed—FGM care resourcing, the 

FGM health model, FGM care routinisation, and social equality—is considered a 

priority for research and development in these fields. As discussed at length in the next 

chapter, academic researchers, healthcare policy developers, service commissioners, 

and service providers should utilise these findings to contribute to the steady growth 

of HIC FGM research productivity and improvement of antenatal care equity and 

social equality for women with FGM and others similarly affected by these issues.  
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Chapter 8: Discussion 

Thus far, this thesis has detailed the context, development, and findings produced by 

a study that focused on how the exclusionary and transformative dimensions of 

antenatal care for women with FGM referred to Insight contribute to antenatal care 

(in)equity and social (in)equality for women with FGM living in Scotland. In relation 

to the objective of this study, this chapter describes the transformative and 

exclusionary dimensions of antenatal care for BAME women with FGM from a multi-

stakeholder perspective and the mechanisms (practices, organisations, policies, 

principles, values, etc.) shaping them (Section 1.3; see also Redondo et al., 2011:278). 

Section 8.1 describes the transformative dimension of antenatal care for women with 

FGM referred to Insight. Particular attention is paid to how a critical pedagogy 

demonstrated by Insight TMs in their delivery of FGM training, care, support, and 

protection is central to antenatal care equity and social equality. Section 8.2 then 

describes the exclusionary dimension of antenatal care for women with FGM. Three 

issues are found to shape stakeholder experiences with this dimension: 1) limited 

interinstitutional, intra-institutional, and interdisciplinary cooperation; 2) poor 

communication, and 3) limited TM transparency regarding some of the most complex 

aspects of FGM. In Section 8.3, the transferability of the study findings is described 

specific to greater Scotland and the UK, other HICs, and for migrant women with 

FGM. Finally, Section 8.4 summarises the care (in)equalities and social (in)equities 

enabled by each dimension of antenatal care for women with FGM. It is also important 

to note that, while interpretations related to the exclusionary dimension of antenatal 

care for women with FGM make up most of this discussion, the transformative 

contributions of Insight are considered no less crucial to FGM healthcare development. 

For a discussion of the implications of the knowledge drawn from these interpretations 

for the field of antenatal care for women with FGM, see Section 9.2. 

 

8.1 The Transformative Dimension of Antenatal Care for Women with FGM 

In identifying care equities and social equalities for BAME women referred to Insight 

through the methodological guidance of CCM (Section 4.2), its transformative 

dimension has been identified as highly dependent on the transformative pedagogy 

exhibited by Insight TMs. Their approach has also highlighted the relevance of the 
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philosophical positioning of CCM—particularly the critical pedagogy of Paulo Freire 

(1968) (Section 4.2.1)—to that pedagogy. In Section 8.1.1, stakeholder views and 

experiences lend understanding into how the holistic Insight training curricula enable 

positive and informative antenatal FGM enquiry experiences for women with FGM 

and especially how—aligned with PCC theory (Section 2.5.1)—Insight trainers blend 

technical, practical, and critical knowledge with therapeutic support to encourage 

CMWs’ subversion of the historical essentialisation and misrepresentation of women 

with FGM (Fairbrother et al., 2015:4; see also Section 2.3.1; Sackett et al., 1996; 

Manley et al., 2013). Section 8.1.2 then details the empowering principles 

demonstrated by Insight’s dedicated TMs in their delivery of specialist antenatal care 

that improve women’s awareness of and access to Insight referrals through trained 

CMW enquiries, and especially how TMs go even further in confronting those cultural, 

ethnic, and racial social perceptions (see Sections 2.3.1; 6.2.2) long oppressing 

women’s right to self-representation and person-led care (PLC). 

 

8.1.1 The Transformative Pedagogy of Insight: Antenatal FGM Enquiries 

Throughout Chapters 5 and 6 a multi-stakeholder view was established—with little 

contention—regarding the antenatal universal enquiry. This view supports the links 

between the provision of FGM-specific resources for HIC HCPs (e.g., the Insight 

guideline, training, and informal TM support) and improved FGM knowledge, service 

awareness, and confidence in health systems among women with FGM established in 

Section 3.4.1, which cited authors like Barnawi (2018) and Leye (2018) (see also 

Dawson et al., 2015c). However, beyond the clinical and sociocultural FGM training 

often recommended to HCPs (see Moore, 2012; WHO, 2018), novel findings produced 

by this study confirm the importance specialists such as FGM midwife Joy Clarke 

place on therapeutic support for HCPs to first process and reflect on the practice of 

FGM (Morgan, 2015:843; see also Section 3.3.1). Thus, the following subsections 

explain how Insight trainers’ FGM pedagogy contributes to antenatal care equity for 

women with FGM, specifically, how TMs’ holistic curricula encourage CMWs to 

challenge the interpretive hierarchies, as Crenshaw (1989) describes, historically 

protecting BAME women’s right to the highest attainable standard of health “only to 

the extent that their experiences coincide” with the White Scottish habitus (Section 
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2.5.1)—and to deliver person-centred care outcomes related to women’s satisfaction 

with their care and feelings of well-being (McCance and McCormack, 2017; see also 

Appendix VII). Section 8.1.1.1 discusses how the social and emotional support 

provided by Insight improves antenatal care experiences by significantly reducing the 

mutual fear, anxiety, and mistrust felt among CMWs and women with FGM. In 

Section 8.1.1.2, the improvement of women’s access to FGM information and 

specialist care is also evidenced by Insight trainers’ confrontation of the exclusionary 

FGM-related attitudes, knowledge, and practices embedded within CMW learning 

cultures.  

 

8.1.1.1  A Sensitive Learning Environment for CMWs 

Throughout Section 3.3, numerous authors are cited who show how HIC FGM 

management is often problematized by underprepared, reactive, and unsympathetic 

HCPs (e.g., see Baldeh, 2013; Dawson et al., 2015c; Evans et al., 2019c). In Section 

6.1.2, CMWs similarly relate how a historic lack of FGM training, experience, and the 

circulation of substandard and/ or discriminatory knowledge bases within and without 

the workplace (see also Sections 2.3.1; 2.5.1) often challenged their ability to deliver 

sensitive PCC for affected women (see also Manley, 2000; McCormack et al, 2011). 

However, to counter these exclusionary barriers (further discussed in Section 8.2.2), 

CMWs describe how the Insight training now offers a safe environment in which to 

learn about, discuss, and come to terms with the practice of FGM in order to meet their 

shared responsibility to the care, support, and protection of affected women (see 

Section 5.1.2). As discussed below, women referred to Insight for FGM consequently 

report more sensitive, confident, and person-centred FGM enquiries.  

 

As women like Naija (Nigerian) and TM Grace indicate that community awareness of 

Insight is still relatively low (Section 6.1.1), CMWs remain largely responsible for 

introducing women to the Insight antenatal pathway. Encouragingly, as with those 

affected women represented in O’Brien et al. (2017; see also Section 3.4.2), women 

cited in Section 6.1.2 report on CMWs and FGM enquiries far more positively than 

those who had accessed antenatal care in NHS Scotland only a few years prior to the 

development of Insight (see Baldeh, 2013). While it must be kept in mind that there 
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are very few studies informing our understanding of antenatal experiences prior to the 

establishment of Insight (see Section 3.1.2), rather than expecting and experiencing 

FGM discoveries populated by mutual feelings of shock, anxiety, uncertainty, and fear 

(see Section 3.3.2; see also Chalmers & Omer-Hashi, 2000; Dawson et al., 2015c; 

Ogunsiji, 2015), women report unremarkable and occasionally informative enquiry 

experiences, with few exceptions (e.g., see Section 8.2.2.2). For example, Naija goes 

on to recount her “straightforward” experience with the universal enquiry and echoes 

the majority of the participating women in her description of her CMW’s response to 

her FGM disclosure as calm, clear, and even reassuring. In some cases, women even 

explain how their CMWs were able to set boundaries regarding their role in FGM, but 

also to assure that women would receive the appropriate care from Insight.  

 

As introduced in Section 3.3.1, in Morgan (2015) specialist FGM midwife Joy Clarke 

argues that, as the emotional effect of learning about FGM is substantial for many HIC 

CMWs, a “support group … for processing and reflecting” (843) on the practice is 

central to antenatal care equity for affected women. For participating CMWs like 

Amelia and Sophie, this is a central part of what the Insight training delivers. Crucially, 

CMWs describe the training and long-term support of TMs (see Section 6.1.1) as more 

forgiving of social missteps than the relationships they build with the women they care 

for in practice (e.g., where they might come across as “judgemental” or “abrasive” 

when first learning about FGM [Sophie, CMW]). In this, they echo the professional 

anecdotes shared among colleagues, which CMWs highly value and recognise as 

useful for building relationships with consultants (a key feature of effective PCC 

environments) (Section 6.2.2; McCormack & McCance, 2006). These Insight 

resources are also credited with mitigating the negative influences of antiquated FGM 

training methods, policies, and practices (Section 2.5.1); substandard knowledge 

bases; and biases perpetuated within mainstream media and politics (Section 2.3.1; see 

also Davidson et al., 2018). Therefore, while not without its own challenges (see 

Section 8.2.2), the Insight training offers CMWs the expert knowledge, sympathetic 

space, and familiar resources needed to enable more confident, sensitive, and person-

centred FGM enquiries.  
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8.1.1.2  Upskilling CMWs’ FGM Knowledge  

Sections 3.3.1 and 3.3.2 stated that various organisations such as the WHO (2001a) 

identify a significant need to improve HIC health system resources specific to FGM 

knowledge and FGM guideline accessibility (see also Kaplan-Marcusán et al., 2009). 

In support of this guidance, authors such as O’Brien et al. (2017:29) link high-quality 

HCP FGM knowledge and clarity regarding their responsibility to affected women to 

satisfy more positive maternal care expectations and provide positive health 

experiences. This includes a greater sense of trust in maternal HCPs as felt among 

women with FGM following their interactions, but also mutually improved FGM 

knowledge and understanding (Moore, 2012; see also Baillot et al., 2018; Evans et al., 

2019c; Johansen et al., 2018). As detailed below, evidence included in Chapters 5 and 

6 further supports these findings, as stakeholder views and experiences indicate how 

Insight resources have enabled CMWs to build and share FGM-related health, 

healthcare, and protections knowledge. Moreover, Insight-trained CMWs demonstrate 

a positive shift in attitude toward the very premise of antenatal care equity for women 

with FGM. 

 

As indicated among women with FGM living in Scotland and other HICs (see Section 

3.3.2; see also WHO, 2016b), participating women like Chibuogu (Nigerian) reported 

limited FGM-related knowledge prior to attending an Insight referral (Section 6.1.1). 

Following experiences with the universal enquiry, however, even well-informed anti-

FGM activists like Marie (Gambian) noted improvements in their knowledge 

regarding, for example, their personal FGM history and awareness of specialist care 

availability. This comes much in contrast to the experiences of women cited in Baldeh 

(2013), who, having accessed antenatal care at NHS Scotland prior to any substantial 

FGM training or guidance (see Section 2.5.1), were not even asked about FGM by 

their CMWs. In certain cases, women like Naija (Nigerian) also described CMWs 

taking a person-centred approach to effectively address their particular concerns about 

their condition, the practice of FGM, and the Insight referral. Consequently, unlike 

Moore’s (2012) reports of women feeling fear, anxiety, and mistrust toward their 

maternal HCPs in the UK (42; see also Section 3.3.2), the majority of the women 

referred to Insight for FGM used exclusively positive or neutral language to describe 
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their interactions with CMWs. While the consistency of these outcomes is further 

discussed in Sections 8.2.1.2 and 8.2.2.2, these findings begin to fill in the gaps in 

understanding identified by Abdulcadir et al. (2017) regarding the influence of FGM 

training on HCP attitudes, knowledge, and practice regarding FGM, and women’s 

involvement in its management (Section 3.3.1).   

 

Interestingly, while HCPs in Einstein et al.  (2019) argue for improved FGM education 

(Section 3.3.2), some contention remains among participating CMWs regarding the 

necessity of FGM training (Section 6.2.1) and specialised care pathways (Section 

5.1.6). However, the majority of CMWs demonstrate a positive shift in attitude 

regarding antenatal FGM management rather than simply expecting to “meet 

somebody with [FGM]” (Emily, CMW) without perceiving any practice-based 

responsibility (Section 6.1.1; see also Leye, 2018). Findings directly link antenatal 

FGM management support to the Insight training, particularly its clarification of 

CMWs’ role in Insight (as recommended by the RCN [2019] and Scottish Government 

[2016a] [Section 3.3.2]), its similarities to more familiar specialised antenatal care 

pathways (e.g., for GBV), and its association with their existing duties to the protection 

of women and girls (Section 5.1.2.2; see also NMC, 2020). For example, CMWs like 

Ella (Section 6.2.1) and Sophie (Section 5.1.2.2) reflected Insight guideline statements 

in confirming that FGM is highly relevant to antenatal practice rather than a wholly 

biomedical intrapartum obstetric concern (Section 3.3.3; see also Berggren et al., 

2006). Thus, they argue that CMWs are obligated to maintain their FGM knowledge 

and ability to support affected women, even when they practise in low-prevalence 

areas (Section 5.1.2.4; see also NMC, 2019b). CMW Isla even went so far as to argue 

for improved Insight training accessibility for CMWs to meet their obligations more 

effectively (see also Section 8.2.2.2). 

 

Section 6.1.1 discussed CMWs who noted that the recent inclusion of FGM training 

at university level has improved midwifery students’ FGM knowledge. However, the 

views of CMWs like Isla suggest that the expert FGM knowledge offered by Insight 

TMs at the training is crucial to mitigating the risks of undergraduate NMC cultural 

competence curricula (Section 2.5.1; see also Dein, 2006; HIS, 2016; NMC, 2019b) 
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and the substandard FGM knowledge embedded within community midwifery 

learning cultures (Section 5.1.4.1). For example, with improved knowledge regarding 

the provenance and epidemiology of FGM and its potential physical, social, and 

psychological impacts, CMWs like Amelia and Jessica argue, FGM enquiry practices 

should be nondiscriminatory rather than only ask those from ethnic groups assumed to 

be affected (Ahmad, 2002; DiAngelo, 2011:55; Zuckerman, 1990). While the need for 

additional improvement regarding community midwifery learning cultures is further 

discussed in Section 8.2.2.3, these findings suggest that some CMWs have begun to 

reject “absolute truth(s)” (Fairbrother et al., 2015:4) in relation to FGM enquiries. 

Therefore, rather than maintaining practices that perpetuate the “suspicion and 

stigmatisation” (Abdelshahid et al., 2021) of affected women, as recommended by the 

Scottish National Action Plan for FGM the knowledge imparted at the Insight training 

encourages a more person-centred approach to antenatal care for women with FGM 

(Section 3.3.1; see also Scottish Government, 2017a:7). 

 

8.1.2 The Transformative Pedagogy of Insight: Antenatal Referrals for FGM 

Throughout Chapter 7, a multi-stakeholder view is established regarding Insight 

antenatal referrals for FGM. This view robustly supports Baillot et al.’s (2018) 

conclusion that leadership of engaged and experienced individuals is key to the 

empowerment of women with FGM (see also Baillot et al., 2014; Stephenson, 2019). 

Interestingly, the following subsections further explain how in the case of Insight TMs, 

the influential power of such individuals is linked to their internalisation of principles 

similar in nature to the postulates of CCM and the Freirean pedagogy underpinning 

them (see Table 1; Section 4.2.2; see also Freire, 1998; 1973) rather than to generalised 

cultural competencies (Sections 2.5.1; 8.2.2.3) and specifically, how these principles 

enable a critical person-centred care outcome: women’s involvement in their care 

(McCance and McCormack, 2017; see also Appendix VII). Section 8.1.2.1 details how 

Insight TMs’ confrontation of representative, dialogic, and interpretive hierarchies 

with multidirectional exchanges of knowledge empowers affected women to reclaim 

their right to self-representation. Section 8.1.2.2 then describes how TMs balance their 

advocacy for women’s transformative agency with the complexities of their lives to 
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co-develop the most relevant and equitable antenatal FGM care, support, and 

protection plans.  

 

8.1.2.1  Empowered Self-Representation  

In Section 2.3.1, social and political attempts to preserve “the lived habitus of the 

English social formation” (Virdee & McGeever, 2018:1812) are identified as 

contributors to the historic erasure of BAME people’s right to self-representation. 

Within healthcare, Murray et al. (2010) and Widmark et al. (2002) further note how 

these erasures disempower women with FGM when stereotypical assumptions are 

imposed on their lived experiences with and relationships to FGM. For example, as 

with the Norwegian HCPs described by Johansen (2006) as “typifying” women with 

FGM rather than treating them as individuals, this study found some CMWs equally 

underprepared to challenge the racialised, gendered, and cultural biases embedded 

within their personal and professional cultures (Section 6.2.2). Consequently, in 

Section 8.2.2.3 this unaddressed interinstitutional issue—highly counterproductive to 

the aims of PCC (Section 2.5.1)—is found encouraging women like Nadia (Sudanese) 

to disengage from their maternal care (Akinsulure-Smith et al., 2018; Einstein et al., 

2019; Leye et al., 2008; Moeed & Grover, 2012). However, these findings also 

highlight the exceptional contributions of Insight to antenatal care equity and social 

equality for women with FGM.  

 

In Section 3.3.2, the impact of FGM training on HCPs’ respect for affected women’s 

knowledge, views, and decision-making processes was identified as a gap in HIC FGM 

knowledge. Relevant to this, the evidence presented above and throughout Section 

8.2.2 suggests that this result is variable and often influenced by a positive correlation 

between professional FGM management experience and respect. Directly supporting 

this correlation are stakeholders in Chapter 7, who describe Insight TMs (especially 

the Insight midwife) as more consistently “humane” (Nadia, Sudanese; Section 7.2.3) 

in their often Health and Social Care Standards–adjacent approach to managing FGM 

and its diversity (Section 7.1; see also NHS Scotland, 2019; Scottish Government, 

2014b). Specifically, the principles TMs have embedded within their behaviours and 

practices enable more consistent success in communicating a 1) recognition of, 2) 
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belief in, and 3) respect for women’s right to self-representation and communicative 

rationality (i.e., their ability to take equal part in the intercommunication required to 

establish a shared understanding of various phenomena) (Table 1; see also Gómez et 

al., 2006:3–6).  

 

Insight stakeholders often characterise TMs as maintaining the willpower to resist 

diagnostic overshadowing (see Jones et al., 2008; Sections 5.1.2.1; 8.2.2.3) and their 

own feminist ideals (Grace, TM; Section 7.2.3). This is demonstrated by TMs’ 

compassion and respect, both perceived by TMs to be appreciated by women (Section 

7.2.1) and recalled by participating women who were able to define their own FGM 

status, cultural influences, views, and health needs without interference (Sections 

7.2.3; 7.3.2; see also Balliot et al., 2018; Evans, 2019b, 2019c; O’Brien et al., 2016). 

For example, women like Nadia (Sudanese) and Hiba (Sudanese) characterised TMs 

as particularly warm, empathetic, and inviting of confidences. Loli (Gambian) in 

particular portrayed the Insight midwife as “motivating people” to share their 

experiences so that she could understand FGM and women’s unique relationship to 

the practice. Therefore, rather than forcing narratives that prioritise victimising or 

criminalising (mis)interpretations of women and their families (Section 2.3.1), Insight 

TMs consistently protect women’s right to self-representation by immediately 

recognising their own invaluable stocks of knowledge (Davidson et al., 2018:193; 

Schütz, 1970). 

 

Additionally, stakeholders discussed in Chapter 7 described how TMs ensure that 

women not only feel heard regarding their FGM knowledge and experiences but are 

also believed. This is especially essential in relation to women’s FGM status, cultural 

experiences, and intentions. For example, in Aamira’s (Sudanese) interview, when 

asked if she was worried about her FGM-related beliefs not being believed, she 

responded, “I have no reason to think they would not believe what I say.” In Section 

7.2.3 Nadia (Sudanese) also described the Insight midwife as cultivating this 

confidence by expressing to Nadia that she considers FGM to be a serious local issue 

affecting local women rather than a “barbaric” and foreign practice (Section 6.1.2; see 

also Smith, 2011; Stephenson, 2019). Nadia also described the Insight midwife as 
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empathising with her as a woman, relating to Nadia that her depiction of her 

experiences was “not an exaggeration.” In facilitating this trusting relationship, Insight 

TMs therefore create a perceptibly safe and confidential environment for women with 

FGM to share some of their most sensitive memories and feelings with confidence 

(Hiba, Sudanese; Section 7.2.1).  

 

Finally, in Section 7.2.3, TMs like Elsie described reciprocating women’s knowledge 

with their own knowledge specific to the imminent and long-term care, support, and 

protections decisions relevant to them rather than falling back on stereotypical 

assumptions. In Section 7.2.2, Nadia (Sudanese) also cited this multidirectional 

approach as she recalled recognising that the Insight midwife “felt she could talk to 

me and I could talk to her back.” While Nadia believed that the Insight midwife’s 

respect for her dialogic knowledge stemmed from her postgraduate status, TMs in fact 

demonstrate this respect universally (Table 1; Section 4.2.2; see also Gómez et al., 

2006:3–6). Relevant to this (barring imminent risks to the health of women or girls), 

TM Elsie emphasised the importance of ensuring that all women “know they’re in the 

driving seat” regarding the flow of information. Consequently, in Sections 7.2.2 and 

7.2.3 Naija (Nigerian) expressed a specific understanding of her own maternal health 

needs, but also uniquely remembered how the Insight midwife obliged her interest in 

FGM with knowledge regarding its wider diversity. Therefore, as with the “shared 

enquiry” practiced by Tostan International (2021; Diop et al., 2004:34; see also Section 

2.2.1), Insight TMs’ respect for women’s communicative rationality has facilitated a 

mutually beneficial and person-centred exchange of knowledge for the co-

development of the most relevant care, support, and protection plans (as further 

discussed in Section 8.1.2.2). However, as Section 8.2.3.2 contradictorily argues that 

all women should receive resources related to UK extraterritorial and international 

protections from FGM regardless of their individual circumstances, additional 

research is recommended on how a general approach might impact women’s antenatal 

experiences and empowerment. In conclusion, Insight TMs have significantly 

contributed to social equality in healthcare for women with FGM by challenging 

historic representative, dialogic, and interpretive hierarchies (Alarcón, 1991; Lugones, 

1990; Zinn & Dill, 1996).  
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8.1.2.2  The Co-Development of Equitable Antenatal Care  

Section 2.5.1 summarised the development of FGM management in Scotland from its 

restriction to intrapartum obstetric care to the establishment of Insight. This history 

also highlights how the empowered “production and maintenance of White identities 

and White culture” threatens not only women’s right to self-representation but also 

their right to the highest attainable standard of health (Yuval-Davis, 2006; Meer, 2018; 

Weber & Parra-Medina, 2003). That is, by reducing the complex social issue of FGM 

to a medical problem, opportunities for women to take part in equitable care, 

protection, and support development have been limited (Section 2.3.1; see also 

Browne & Syme, 2002; O’Brien et al., 2016). However, in Chapter 7, stakeholders 

demonstrated how Insight TMs’ principles inform practices that not only help meet 

the needs of BAME women that coincide with the White majority (e.g., the 

minimisation of intimate examinations) but that also help meet the evolving medical, 

biopsychosocial, and intersectional needs specific to their communities and individual 

lives (Sections 2.1 & 2.3.1; see also Crenshaw, 1989:143; Annandale et al., 2018; 

Garneau & Pepin, 2015; Yuval-Davis, 2006). TMs’ commitment to inclusion in 

particular empowers women’s capabilities as transformative agents (i.e., to interpret 

their reality and act upon it) for their own health and well-being (Table 1; see also 

Gómez et al., 2006:3–6). 

 

As found by Baillot et al. (2018) (Section 3.3.1), findings from this study identify 

“interested and committed individuals” (11) like the Insight TMs as instrumental to 

the “substantial progress” being made in care equity for women with FGM in HICs 

(Johansen et al., 2018:10; Lynch et al., 2011). Specific to Insight, one of the ways TMs 

demonstrate this commitment is in empowering women to utilise the understanding 

generated between themselves and TMs (see Section 8.1.1.2) to co-produce highly 

relevant 1) practices and 2) individual care, support, and protection plans. Concerning 

Insight practices, for example, in Section 7.2.1 Marie (Gambian) described how in the 

early days of Insight TMs were highly responsive to formerly unconsidered practice-

based issues such as the extreme anxiety she experienced once referred to the Insight 

obstetrician for a pelvic examination. As Marie and TM Elsie go on to explain, 
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discussions between TMs and women resulting from such incidents have informed the 

co-development of practices exceptionally relevant to affected communities, such as 

pre-examination and preoperative counselling that ensures “that the women who go 

through that process … [are] prepared, they are comfortable” (Marie, Gambian).   

 

As with the positive outcomes attributed to FGM interventions that integrate both 

public health and human rights–based strategies in Berg and Denison (2012b; see also 

Section 2.2.1), in Chapter 7 the co-development of equitable antenatal care plans is 

found further enabled by TMs’ balanced commitment to women’s empowerment and 

to the health and well-being of “the mother, and child as well” (Naija, Nigerian). For 

instance, TMs like Lily argued that rather than “fracture” an oppressive (e.g., 

patriarchal) relationship at the potential expense of a woman’s healthcare access or 

engagement (e.g., see Akinsulure-Smith et al., 2018; Einstein et al., 2019; Karlsen et 

al., 2019), it is TMs’ responsibility to co-develop the care plan most relevant to a 

woman’s circumstances (Section 7.2.1, see also Section 7.3.1). In Section 7.2.3, for 

example, TM Elsie described how she made sure to fully inform both a woman and 

her husband so that they could make a decision regarding deinfibulation in their own 

custom. This approach ensures that, when women are not in any imminent risk (e.g., 

from GBV), TMs’ ideals or desire to “change people’s minds” (Elsie, TM) are not 

imposed on families or cause undue conflict. Consequently, compared to the women 

and HCPs represented in Section 3.3.4 who describe tensions regarding care plans and 

decision-making (Murray et al., 2010; Widmark et al., 2002), Insight stakeholders 

evidence the positive contribution of TMs’ balance in approach and focus on collective 

aims to women’s antenatal care equity, involvement, and confidence that they will 

receive “the right help” (Hiba, Sudanese; Section 7.2.1; see also Habermas, 1984; 

1987). In conclusion, in facilitating antenatal care co-development for women with 

FGM Insight TMs have actively challenged the interpretive hierarchies historically 

obstructing BAME women’s right to the highest attainable standard of health (Alarcón, 

1991; Lugones, 1990; Zinn & Dill, 1996).  

 



 

297 

 

8.2 The Exclusionary Dimension of Antenatal Care for Women with FGM 

In identifying care inequities and social inequalities for BAME women referred to 

Insight with the methodological guidance of CCM (Section 4.2), attention has been 

drawn to important points of stakeholder agreement and contention relevant to 

opportunities to improve Insight’s antenatal pathway. Per Section 8.2.1, stakeholder 

views and experiences underscore the importance of cooperative intersubjective 

dialogue from policy development to practice. Identified by Baillot et al. (2018) as a 

particular weakness of UK FGM responses (Section 3.3.1), findings indicate that 

diverse stakeholder involvement in the development of Insight is critical to not only 

establishing but also to maintaining and improving equity and equality as the needs of 

populations and persons evolve over time (see also Scottish Government, 2016a). To 

generate relevant and effective understanding through that cooperation, Section 8.2.2 

then highlights the importance of—as noted by numerous authors cited in Section 

3.3.5—communication underpinned by compassion and the courage to question 

embedded cultural boundaries. Finally, in Section 8.2.3 Insight stakeholders 

demonstrate how a radical transparency that acknowledges a universal capacity to 

accept and interpret the complex realities of FGM is required to truly empower 

affected women to act with and within the health system in meaningful and 

transformative ways.  

 

8.2.1 Limited Cooperation 

In Section 6.2, a number of women referred to Insight for FGM identified exclusionary 

experiences related to the universal enquiry. For example, in Section 6.2.2 Naija 

(Nigerian) explained how a somewhat clumsy booking experience informed her belief 

that the use of Insight resources (e.g., training) to prioritise antenatal enquiries has 

limited women’s choice regarding FGM disclosures and discoveries. A reliance on 

antenatal enquiries may also put undue pressure on women to answer what is an 

enormously sensitive and consequential question (see Appendix II) at an already 

difficult time (i.e., pregnancy). Therefore, Naija and other women suggested that more 

diverse opportunities for FGM disclosures or discoveries should be available. In 

Section 6.2.2, Nadia’s (Sudanese) experience with multiple enquiries from different 

HCPs also demonstrated how interdisciplinary enquiry, recording, and data-utilisation 
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processes are inefficient—with the potential to insult, frighten, and fatigue women 

who may then disengage from healthcare (Akinsulure-Smith et al., 2018; Karlsen et 

al., 2019; O’Brien et al., 2017). As further evidenced by TM Grace in Section 5.2.2, 

this can also result in negative outcomes such as repeated examinations, which women 

like Marie (Gambian) may find highly invasive and distressing (see Section 7.2.1).  

 

At the time of study, TM Lily described Insight as in an experimental “pilot” phase in 

which the “health model” for FGM was still being developed. As HIC FGM studies 

often focus on maternity due to its many acute risks (see Appendix II), it is 

unsurprising that TMs’ have initially prioritised antenatal care within that model. Lily 

described this as a “project management approach” by which high-priority goals are 

better resourced than additional tasks to ensure their rapid establishment in routine 

practice, therein preserving institutional support (Leach, 2014).209 However, in 

contributing some of the first evidence regarding the impact of FGM enquiry and 

recording guidance on care (in)equity, this study has found that the favouring of 

maternal care by Insight has ultimately limited antenatal care access and quality 

(Abdulcadir & Pallitto, 2017; Baillot et al., 2018; see also Section 3.3.1).  

 

Despite the clarification of multiple points of access for women to Insight in the Insight 

guideline, as described in Section 5.1.1.1 (e.g., via GPs and gynaecologists), by only 

systematically training CMWs to ask about and refer for FGM, women who cannot or 

will not become pregnant are marginalised (elderly women, for instance). As 

established in Section 2.1.2 and Appendix I, women remain at risk from FGM in all 

stages of life. These risks are related to a wide range of concerns, such as their sexual, 

gynaecological, and mental health (Lockhat, 2004; National FGM Centre, 2019b), as 

well as intersecting concerns such as child marriage, GBV, and trafficking (Aguirre et 

al., 2020; Keygnaert et al., 2012). As an interdisciplinary team, Insight is designed to 

address diverse needs (see Section 2.5; Appendix VIII). Yet while CMWs remain 

prioritised for the delivery of the universal enquiry, mothers and their children 

maintain privileged access to Insight.  

 

209 This is known as “critical chain project management” (Leach, 2014).  
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Most pertinent to this study, the prioritisation of maternity by Insight has also restricted 

early access to antenatal care and support. As discussed in Section 2.1.2 and confirmed 

by participating women in Section 6.1.1, a plurality of women can be expected to have 

a limited understanding of their FGM and/ or its implications for pregnancy (O’Brien 

et al., 2016; WHO, 2001a; see also Section 3.3.2). Due to this and other sociocultural 

factors, some women planning to become pregnant cannot or will not raise concerns 

about FGM prior to pregnancy. Therefore, per current Insight processes, the majority 

of women with FGM are most likely to receive health-related FGM information or 

gain access to Insight after they have become pregnant. This effectively restricts their 

ability to consider their condition and treatment options under less stressful 

circumstances. Even women like Hiba (Sudanese), who in Section 7.2.3 described 

attending an antenatal Insight referral, reported a lack of understanding regarding the 

availability and benefits of Insight services for non-pregnant people. This further 

suggests that due to a lack of information provision on general FGM care and support, 

even women who are aware of Insight through friends, family, or even personal 

experience (see Section 6.1.1) may be unlikely to seek an Insight referral prior to 

becoming pregnant.  

 

After considering findings related to the universal enquiry through the CCM-guided 

multi-stakeholder view and its foundations in epistemic dialogism (Section 4.2), a key 

point of agreement between women referred to Insight for FGM and NHS staff 

(including TMs and CMWs) was identified (Collins, 1990; Denzin, 2009; Gómez et 

al., 2006:8),210 namely, that both an interdisciplinary expansion of the universal 

enquiry and the strengthening of FGM recording and data-utilisation processes are 

crucial to improving care equity for women with FGM (e.g., see TM Skye, Section 

5.1.1.3). As with NHS England (2018), the RCN (2019), and FORWARD (2019), 

NHS staff have recognised that parallel and intertwined interdepartmental processes 

facilitate efficient and high-quality services when they include FGM enquiry, 

recording, and data utilisation (see also Section 3.3.1; Figure 9; Crooked Media, 2018; 

 

210 See also Gómez et al. (2010:28), Oliver et al. (2011), Searle and Soler (2004), and Yuval-

Davis (2012). 
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Ellsberg & Emmelin, 2014). For example, beginning to close the research gap 

identified by Abdulcadir and Pallitto (2017) in understanding “potential associations 

or correlations” (12) between FGM training and HCP attitudes, CMWs and TMs in 

Sections 5.1.2.1 and 6.1.1 credited their cooperative dynamic and mutual trust (i.e., 

“shared understanding” [Section 4.4.1; see also Bakhtin, 1975; Gómez et al. 2010; 

Munté et al., 2011; Puigvert et al., 2012]) to their participation in the Insight training. 

Consequently, the cooperation resulting from this intersubjectivity is perceived to have 

reduced the occurrence of insensitive, invasive, and redundant antenatal procedures 

(see also Section 7.3.1). However, per the contradictory experiences of women like 

Naija (Nigerian) and Nadia (Sudanese), there is significant evidence indicating that 

several factors have inhibited the additional cooperative development necessary to 

effectively improve the universal enquiry and FGM recording and data utilisation. As 

detailed in the subsections below, this includes 1) economic policy and hardship, 2) 

FGM enquiry strategies, 3) data management and utilisation, and 4) interdisciplinary 

cultural tensions.   

 

8.2.1.1  Financial Realities & Capitation Policy  

With interdisciplinary cooperation and trust linked to intersubjective interaction 

between Insight TMs and some of their key partners (e.g., CMWs, police, and 

community organisations), it is logical to conclude that to effectively embed the 

universal enquiry beyond maternity TMs requires the continued development of 

multidirectional relationships. In considering what is necessary to do so, one of the 

most fundamental resources required is time for TMs to plan for and formally train, 

consult with, and/ or develop new Insight processes for less engaged HCPs. However, 

findings informed by stakeholders in Chapters 5 and 6 suggest that institutional 

economic hardship and the realities of the NHS Scotland Resource Allocation 

Committee (NRAC) capitation policy (see Section 2.4)—as internalised by Insight 

TMs—limit the team’s capacity to expand the scope of Insight’s professional network.   

 

Additionally, the impact of a financially strained NHS Scotland undeniably contributes 

to the exclusionary dimension of antenatal care for women with FGM referred to 

Insight. In 2015–2016, when Insight was newly developed, for example, Audit 
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Scotland (2016) reported that despite a 2.7% budget increase, “NHS spending [was] 

not keeping pace with the growing and ageing population, increasing demand and 

rising costs” (9). Furthermore, in 2019 Audit Scotland predicted that the 2021–2022 

deficit would swell to nearly £90 million, accounting for 43% of Scottish health board 

shortfalls. With the quality of frontline services thus threatened, the political will to 

enact transformative change related to minority issues like FGM ends where 

substantial resources are required. Therefore, Insight TMs may find it increasingly 

difficult to justify the resource-intensive development often associated with holistic 

approaches to FGM intervention (Swanson, 2019; WHO, 2016b). For healthcare 

equity advocates like Asthana et al. (2004), this reality in combination with the 

principles of capitation policy as discussed below is particularly concerning—and is 

likely to have initially delayed NHS Scotland’s response to FGM (see Section 2.5). 

Should NHS Scotland continue to respond to its hardships without reconsidering 

“utilisation”-based capitation (i.e., basing health spending on general population needs 

rather than, for example, morbidity or inequity [Asthana et al., 2004]), minority 

concerns will continue to be marginalised on the grounds of “fairness” and “frugality,” 

as argued by researchers like Shahvisi (2019).  

 

As discussed in Section 3.3.1, FGM services are especially vulnerable to the 

consequences of budgetary restrictions, shifts in political will, and a capitation system 

limited by the McNamara effect (a.k.a. quantitative fallacy), in which that which is 

easily quantified is prioritised (Baillot et al., 2014; O’Mahony, 2017; Stephenson, 

2019). In the case of Insight, the influence of this reality on the feasibility, scope, and 

development of FGM services is boldly apparent. For example, despite a well-

established understanding of the fundamentally low-prevalence nature and low quality 

of FGM-related epidemiological data (Appendix V; Section 5.1.2.3; see also Section 

8.2.1.3), numerous stakeholders have described having to work within the constraints 

of an institutional reliance on “the numbers”211 (i.e., quantitative data). This was made 

clear by TM Blair, who, in Section 5.1.2.4, explained that a dedicated FGM clinic, as 

once requested by affected communities and their advocates, was not justified by 

 

211 Referred to by TMs Grace, Lily, Elsie, and Skye; CMWs Olivia, Ella, and Amelia; and Hiba 

(Sudanese). 
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known utilisation despite the  NHS England (2018) recommendation that “patient and 

public voice in service design” be included (see Figure 9). Instead, as justified by “the 

numbers” (Grace, TM), Insight was designed with only one TM with dedicated (part-

time) hours for all FGM-related work (including HCP interaction), who is both the 

team lead and a midwife (see Section 2.5; Appendix VIII).  

 

With a single Insight TM resourced to lead the team and deliver FGM training, care, 

and support, it is unsurprising that an interdisciplinary expansion of the universal 

enquiry has been delayed. Furthermore, while having an “FGM lead” is a common 

FGM service recommendation, in the case of Insight, the merger of those 

responsibilities as defined by the DH (2015:9; see also Section 3.3.1) with those of a 

GBV and maternity and (partially) obstetric clinical FGM lead has limited not only  

the organisational capacity of the team but also early maternal and non-pregnant access 

(see Section 8.2.1). Thus, as discussed in Section 5.1.1.3, to formally plan, promote, 

and then engage with HCPs beyond community midwifery, the Insight midwife has to 

contend with a multitude of time-related factors. This includes her many 

responsibilities to GBV, Insight, and community midwifery (as she still maintains her 

role as a CMW with a general caseload) as well as the workload and CPD training 

interests of other HCPs. Thus, the current Insight implementation model leaves little 

time for its lead to facilitate the same positive shifts in attitude toward FGM training 

and cooperative care and support as demonstrated by CMWs in Section 5.1.2.1 with 

additional disciplines (e.g., general practice or ward midwifery). Nor is there time 

available to develop the multidirectional communication and trust shared between 

TMs and Police Scotland, as described in Sections 5.2.1 and 7.3.1.  

 

8.2.1.2  Universal Enquiry Strategy 

While the Insight guideline encourages various HCPs to engage with Insight processes 

such as the universal enquiry (see Section 5.1.1.1), findings informed by stakeholders 

in Chapters 5 and 6 indicate that a reevaluation of the scope of the enquiry has the 

potential to improve interdisciplinary cooperation. Firstly, as shown in Figure 9, NHS 

England recommends that FGM services reflect a review of “existing services to which 

GPs are likely to refer for conditions relating to FGM” (2018:9). This reaffirms the 
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importance of cooperative interdisciplinary FGM services and reflects the call of 

women like Marie (Gambian) (Section 6.2.2) for points of access beyond maternity. 

However, as confirmed by TM Lily (Section 6.2), no such review or “scoping” to 

identify HCPs essential to FGM care and support has taken place. Instead, TMs like 

Blair report the introduction of piecemeal FGM instruction packages for small portions 

of the disciplines noted in Section 2.5.2 (see also Section 5.2.2). While this has 

moderately improved FGM referrals to TMs who have delivered these informal 

training packages, Insight ultimately lacks the resources and authority to establish a 

more systematic and effective interdisciplinary FGM training strategy.  

 

Secondly, CMWs and women with FGM indicate that the elective status of the 

universal enquiry diminishes both CMWs’ and interdisciplinary HCPs’ motivation to 

ask about FGM and attend the Insight training (which is open to any HCP [see Section 

2.5.2]). For example, CMWs support Naija’s disagreement with a targeted rather than 

truly “universal” enquiry, as they both criticise the CMWs they suspect of profiling 

women out of ignorance, fear, or prejudice and characterise a nondiscriminatory 

enquiry as best practice. CMW Isla even asserts that trained CMWs could still too 

easily “get away with not asking” about FGM without discriminating (see also Section 

8.2.2.1).  

 

8.2.1.3  Data Management & Utilisation 

To improve care quality for women with FGM and encourage interdisciplinary buy-in 

to Insight care pathways, the team requires the means to describe their impact and 

developmental needs. However, findings informed by stakeholders in Chapter 5 

indicate both institutional and organisational barriers to the effective FGM recording 

and data collection and use needed to do so accurately. Firstly, the Insight guideline 

describes three different methods for recording FGM. This includes 1) GP FGM read 

codes (Section 2.5.1); 2) the TRAK maternity chronology system; and 3) the Insight 

guideline FGM risk assessment. The guideline also instructs any HCP who competes 

a risk assessment to copy the appropriate GP for read code application. However, in 

Section 5.1.1.3, TM Grace described “vague” or otherwise unsystematic FGM 

recording and note-taking among HCPs, which likely contributes to instances of 
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multiple enquiries and missed referrals, as described by Naija (Nigerian) and Nadia 

(Sudanese) (see Section 8.2.1).  

 

Secondly, as discussed in Section 5.1.1.3, a significant technological disadvantage 

(maintained in part by financial constraints [see Section 8.2.1.1]) limits the 

epidemiological understanding needed to justify changes in the scope of Insight (see 

Section 8.2.1.2). As NHS England (2018:9) states (Figure 9): “Services must comply 

with information requirements” in relation to FGM. However, the absence of a Scottish 

equivalent to the English FGM Enhanced Dataset has meant that there are few FGM 

data requirements with which to comply (Morgan, 2015; NHS Digital, 2018; 2020c). 

Relevant to this, in 2016, the Scottish CMO explained that an Information Services 

Division (ISD) review of “the current data collection landscape for FGM in Scotland” 

(Scottish Government, 2016a:2) found that NHS England was often required to 

express caution in interpreting FGM Dataset findings as data completeness was 

consistently low and varied by region (NHS Digital, 2015). Therefore, due to concerns 

regarding “similar data completeness issues”—especially as, unlike for English HCPs, 

FGM recording is not mandatory for Scottish HCPs—the ISD recommended that 

Scotland strengthen existing data systems rather than install a national data set 

(Scottish Government, 2016a:12). Consequently, the Scottish CMO has merely 

encouraged FGM services to follow local health board guidance in relation to data 

collection. 

 

As TM Skye argued in Section 5.1.1.3, disparate health board FGM data-collection 

strategies have significantly restricted the knowledge required for effective and 

holistic FGM service planning. It is also important to note that the ISD 

recommendations informing the absence of a Scottish FGM data set are based on a 

2015 Health and Social Care Information Centre report reflecting a period of English 

FGM data collection before mandatory recording was fully in effect (NHS Digital, 

2015). As regards data completeness after this period, NHS Digital has reported 

notable improvements. For example, in the 2019–2020 report, 91% of newly identified 

women with FGM in NHS England had a known treatment function, compared to 54% 

in 2015–2016 (NHS Digital, 2020c). Therefore, by expanding and embedding 
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processes related to the Enhanced Dataset over time, service developers have gained a 

more precise understanding of where affected women are likely to be identified and 

accept FGM treatments. 

 

Finally, two exclusionary issues related to FGM data utilisation have limited the 

team’s ability to track guideline outputs and outcomes for the development of high-

quality services. This includes the manual aspects of the NHS Scotland re-/ referral 

system and the absence of Insight monitoring and evaluation (M&E) processes. 

Regarding the former, the Insight guideline instructs all HCPs who make a differential 

diagnosis including FGM or who identify a need for specialised FGM care or risk 

assessment to refer to Insight. This would involve manually setting an appointment for 

the potentially affected woman. However, as demonstrated by the experiences of TM 

Grace (see Section 5.1.1.3), this system has the potential to enable missed re-/ referrals.  

 

Regarding M&E processes, due to the use of the DoHP in conjunction with stakeholder 

views and experiences—with additional reflections included in Section 9.1—this 

study has produced some of the first findings linking FGM guideline statements to 

real-world outputs and outcomes (Section 3.3.1; see also Baillot et al., 2018; Evans et 

al., 2019b; 2019c; Johansen et al., 2018). In particular, participating NHS staff have 

linked the absence of Insight M&E processes (i.e., the sixth DoHP determinant; see 

Table 14) such as regular team meetings to a limited capacity to understand and address 

known organisational weaknesses (see Section 5.1.6). As noted in the 2014 SRC 

report, introduced in Section 1.1, Baillot et al.’s (2014) recommendations for Scotland 

specify:  

 

Evaluation should be built into all [FGM] interventions from 

the development stages to ensure an accurate baseline of data 

is gathered and that the effectiveness of output and outcomes 

can be measured.  

(Baillot et al., 2014:4) 

 

At the time of study, however—three years into the implementation of Insight—

organisational team meetings to “stand out and reflect on the way we’re working and 

to evaluate things” (Lily, TM) had yet to take place. Instead, data utilisation serves the 
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purposes of case-by-case care, support, and protections provision (see Section 5.1.3.2) 

and NRAC capitation policy compliance (see Sections 5.1.2.3; 8.2.1.1). Concerning 

the latter, for example, in Section 5.1.2.3 TM Grace describes the practice of recording 

total Insight attendance without differentiating it from the cumulative number of 

referred individuals (see Appendix XVI)—justified as best representing the service 

from a utilisation or “statistics point of view.” However, no evidence was found of 

additional data-utilisation processes, whether for the monitoring or evaluation of 

Insight’s progress related to its broader organisational goals (see Section 5.1.3) or 

known barriers to cooperative development (e.g., team fragmentation, resource 

centralisation, and sustainability) (see Section 5.1.6).  

 

8.2.1.4  Interdisciplinary Cultural Barriers 

The final issue identified by this study as inhibiting the multidirectional relationships 

needed to improve antenatal care accessibility for women with FGM concerns 

mentioned by stakeholders in Chapter 5 is the long-standing cultural tensions shared 

amongst Scottish HCPs. The 2021 realist review on FGM communication in primary 

care by Dixon et al. acknowledged that as with participating CMWs in Section 6.1.1,  

 

GPs need knowledge and training to help them support their 

patients with FGM, including who may be affected, what needs 

they may have and how to talk sensitively about FGM. Access 

to specialist services and guidance may help them with this 

role. 

(Ibid.:1) 

 

However, despite additional research (e.g., Leye, 2018) and guidelines (DH, 2015; 

RCN, 2019; NHS England, 2018) pressing the importance of interdisciplinary services 

(Section 3.4.1), TMs in Section 5.2.2 described the selective engagement of GPs with 

Insight and its guideline—and their being particularly unreceptive to its antenatal 

training and care pathway (see also Section 3.3.1). While this demonstrates 

improvement in Scottish GPs’ FGM communication when compared to the findings 

presented by Baldeh (2013), their limited response remains a key barrier to women’s 

access to timely and equitable antenatal care, especially as interdisciplinary and 
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interagency engagement is linked to an improved sense of trust and unity of purpose 

regarding FGM (Section 5.2.2).  

 

The reticence of GPs to engage with the Insight midwife reflects the historically multi-

voiced and competitive disciplinary subcultures endemic to UK and US health systems 

described by ethnographers such as Paul Bate (2000; 1994; 1997) and Henry 

Mintzberg (1979). Since the late 1970s, the differing paradigmatic values, interests, 

and perspectives of healthcare staff have been described as contributing to 

organisational conservatism (i.e., resistance to development) and pluralistic 

institutional structures rife with known but tolerated degrees of “friction, conflict, and 

disharmony” (Bate, 2000:489; see also Press, 1997; Taylor, 1970). From his two-year 

action ethnography in an NHS hospital, Bate (2000) even goes so far as to state: “The 

irony of a sick organization treating sick patients had not escaped the attention of those 

involved.” In the case of Insight, TMs in Section 5.2.2 similarly described their 

interactions with GPs. On the one hand, the Insight guidelines have been disregarded 

by some GPs who are perceived to maintain “age-old” British classist biases—or “a 

culture of not mixing with people who you do not think are at your level socially or 

intellectually” (Bate, 2000:496; see also Davidson 1998:53; Davies, 2003:728; 

Healthcare Commission, 2007; National Patient Safety Agency, 2007). In turn, TMs 

protective of Insight processes and women with FGM lack trust in GPs to exert 

professional autonomy when assessing women at risk from FGM. Thus, where such 

interdisciplinary gridlock exists, those Insight guideline outputs meant to improve 

antenatal care for women with FGM (e.g., information sharing, referrals) will likely 

remain substandard. 

 

8.2.2 Poor Communication 

In Section 3.3.5, numerous authors cited identified communication as the most 

frequently identified barrier to HIC maternal care equity and equality for women with 

FGM. Findings from this study support this fact, as—from the paradigmatic standpoint 

of CCM (Section 4.2)—the views and experiences of women referred to Insight for 

FGM and of NHS staff indicate significant agreement regarding the exclusionary 

influence of poor communication on antenatal care quality. These findings also 
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contribute specificity related to that understanding, as stakeholders further identify 

several organisational processes and an interinstitutional lack of communication 

support related to FGM and the intersectionality of women’s lives as key drivers of 

poor communication (Collins, 1990; Denzin, 2009; Gómez et al., 2006:8).212  

 

In regard to NHS staff, as indicated by participating CMWs like Amelia (Section 6.1.2) 

and authors such as Evans (2019b) and Baillot et al., (2014), HCPs have historically 

had limited access to communication support regarding FGM and related 

intersectional issues (e.g., racialisation, gendering) (see also Section 2.5.1). In Section 

6.2, CMWs further indicated that while the Insight training has helped improve their 

FGM knowledge, service self-efficacy, and sensitivity, long-term and intersectional 

support remains lacking. Consequently, as in Moore’s (2012) review—in which HCPs 

describe themselves as “walking on cultural egg shells” (35) when attempting to meet 

affected women’s needs (see also Aubrey et al., 2017)—CMWs continue to describe 

communication practices detrimental to antenatal care and engagement of women with 

FGM with NHS Scotland.  

 

As for women referred to Insight for FGM, in Section 6.2.2 Naija (Nigerian) described 

how the universal enquiry does not accommodate women who “would not be 

comfortable or might try to avoid verbal” FGM enquiries. Nadia (Sudanese) also 

described significant discomfort with FGM-related communication from her CMW 

following the enquiry. Concerning intersectional issues, both Naija (see Section 6.1.1) 

and Nadia (Sudanese) (see Section 6.2.2) described unaddressed discriminatory 

communication—corroborated by CMWs as deeply entrenched within both healthcare 

education and NHS Scotland. Finally, both women and NHS staff link insufficient 

communication on Insight rereferrals to contestation of the process. Therefore, as 

detailed in the subsections below, stakeholders recommend organisational and 

institutional development related to the 1) universal enquiry format, 2) inconsistent 

Insight service quality, 3) discrimination, and 4) rereferral process.  

 

 

212 See also Gómez et al. (2010:28), Oliver et al. (2011), Searle and Soler (2004), and Yuval-

Davis (2012). 
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8.2.2.1  Universal Enquiry Format  

Findings informed by stakeholders in Chapters 5 and 6 suggest that improvements to 

FGM communication can be enabled with further development of the universal 

enquiry (see also Section 8.2.1.2). In Section 6.2.2, TMs and women with FGM both 

agreed that the singular format of the universal enquiry can result in clumsy, intrusive, 

and inadequate communication. For example, Naija (Nigerian) explained that among 

her friends who were not asked about FGM by their CMW, one wished that they had 

been asked while the other argued that she would not have tolerated being asked. She 

explains that the woman could not perceive a justification for the universal enquiry or 

the antenatal examination of women with FGM, describing these processes as both 

“improper” and against her religious beliefs. Subsequently, while the majority of the 

women who participated in this study reported wholly positive or neutral experiences 

with their CMWs, Naija suggested that there is still room for improvement regarding 

those women most sensitive to discussing FGM. She argued that FGM communication 

should be more sensitive and “tailored to” such beliefs when demonstrated by women, 

or risk them going “against everything” communicated by their CMW. In Section 

5.1.2.2, CMW Amelia also shared the opinion that enquiry is too direct for some 

women, especially for those affected by FGM-related taboos and adverse cultural and 

intercultural experiences (see Sections 2.1.2; 3.3.4; Baldeh, 2013; Johansen, 2006; 

O’Brien et al., 2016). While altogether in favour of Insight, she worried that without 

sensitivity, some women might interpret the enquiry as “judgemental” and withdraw 

from the service.  

 

8.2.2.2  Variations in Service Quality 

NHS England (2018) recommendations for commissioning FGM services include 

ensuring a “suitably trained workforce” (9). However, despite CMWs’ prioritisation 

for Insight training, a minority of stakeholders in Chapters 5 and 6 showed variations 

in the quality of the antenatal FGM care experienced by women in Scotland (Section 

6.1.1; see also Baldeh, 2013; O’Brien et al., 2016; 2017). For example, as with those 

affected women in Australia who perceived an element of “luck” determining the 

quality of their care (Vaughan et al., 2014; see also Section 3.3.3), in Section 6.1.2 

Marie (Gambian) described feeling “lucky” that her CMW was trained in FGM and 
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thus able to be “culturally sensitive” and inspire her confidence to discuss FGM. 

Similarly, in Section 7.2.1 Nadia (Sudanese) remembered feeling uncomfortable and 

embarrassed when her CMW took their conversation “so deep into FGM,” but “safe” 

when discussing FGM with the Insight midwife. Through further consideration of 

stakeholder views and experiences, as discussed below, causes for these variations 

have also been linked to 1) CMW autonomy (NMC, 2020), 2) diminished Insight 

training outputs, and 3) barriers to Insight training updates.  

 

The Insight guideline states that extensive FGM information-gathering should only 

occur when affected women are identified postnatally. Alternatively, according to the 

guideline, antenatal FGM communication by CMWs should be limited to the FGM 

enquiry and information provision on Insight referrals and local FGM law (see Section 

1.1). However, some participating CMWs described taking significant liberties with 

this aspect of their role, justified in some cases by a perceived responsibility to Insight 

and claims related to rapport-building. For example, throughout Section 6.2.2 CMWs 

described FGM information-gathering practices that ranged from highly limited, to 

person-centred (see Section 2.5.1), to “in all circumstances” gathering as much 

information as possible (Isla, CMW). In part, these deviations are likely enabled by 

CMWs’ required proficiency in autonomous practice (NMC, 2020)—a skill that, in 

many circumstances, enhances PCC practices as its flexibility enables CMWs to “work 

in partnership with women” to meet their unique needs (NMC, 2019b:13). However, 

as there are limited opportunities for CMWs to maintain their FGM knowledge and 

Insight self-efficacy (Section 6.2.1), findings from this study indicate that some are 

unable to effectively apply their PCC skills and autonomy to mitigate poor 

communication with women about FGM—especially when gathering information.  

 

Secondly, the findings from this study continue to expand understanding of the 

“potential associations or correlations” between FGM training and practice 

(Abdulcadir & Pallitto, 2017:12). Relatedly, in addition to the positive correlation 

found between the Insight training and CMW FGM knowledge and confidence 

(Section 8.1.1), stakeholders have also evidenced—as found in Kaplan-Marcusán et 

al. (2009) (Section 3.3.1)—a negative correlation between the time elapsed since a 
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CMW attends an Insight training and their FGM knowledge and confidence. CMWs 

also identify those with the least professional FGM experience (often suburban-based 

CMWs) as more likely to experience these deficits. Consequently, despite the informal 

long-term support available to CMWs from Insight TMs (see Sections 6.1.1; 5.2.2), 

participants in Sections 6.2.1 and 6.2.2 expected some CMWs to be less able to provide 

accurate information regarding the different FGM types and what an antenatal Insight 

referral entails. Moreover, these CMWs are expected to be less effective at identifying 

and referring women for FGM. While this has also likely affected CMWs’ FGM 

communication with women, additional research is needed to understand the influence 

of diminishing FGM training outputs on the quality of FGM communication 

specifically. 

 

Finally, related to diminished Insight outputs, in Section 6.2.1 TMs explained how 

FGM training updates are stymied by a lack of CMW awareness and motivation as 

well as of organisational resources. Though CMWs Isla and Ella in Section 6.2.1 and 

other HCPs represented in Section 3.3.1 argued that CMWs can maintain their FGM 

knowledge on their own, others have argued that the self-initiative necessary requires 

a significant degree of professional FGM experience (Kaplan-Marcusán et al., 2009; 

Vangen et al., 2004; Widmark et al., 2002). Thus, these participants argue for 

additional resources to maintain their FGM knowledge and confidence, such as Insight 

training updates and/ or an Insight-specific e-learning module. Yet barriers specific to 

such resources also persist. For example, NHS staff suggest that poor community 

midwifery team lead communication on updates and the omission of any FGM training 

information in the Insight guideline have limited CMWs’ awareness of these 

opportunities. As discussed in Section 8.2.1.2, the elective status of the Insight training 

may also limit CMWs’ motivation to attend. A lack of motivation can also be linked 

to CMWs’ need to balance the demands of their caseloads and the various in-service 

CPD sessions available to them within their limited work hours213—with FGM 

potentially considered out with their personal interest or practice necessities (e.g., see 

 

213 I can also corroborate the challenge posed by this professional balancing act, as CMWs 

proved significantly harder to reach than any other group to participate in this study (see Sections 4.4.3; 

4.9.2.1). 
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CMW Sophie in Section 6.2.1). Lastly, as NHS Scotland capitation policy already 

limits Insight’s capacity to offer initial FGM training sessions (see Section 8.2.1.1), it 

stands to reason that updates would be just as (if not more) limited.  

 

8.2.2.3  Discrimination   

The marginalisation of BAME women across Scotland as enforced by an empowered 

White habitus was discussed in Section 2.3.1 (Liinpää, 2018; Yuval-Davis, 2006). 

Additionally, stakeholders in Chapters 5 and 6 provided direct evidence of how 

unreflective Insight processes and institutional policies contribute to social inequality 

for women with FGM (The Stephen Lawrence Inquiry in The Lancet, 1999). About 

Insight processes, stakeholders link the universal enquiry to insensitive and 

discriminatory profiling. For example, in Section 6.2.2 Naija (Nigerian) demonstrated 

how her knowledge of two unreferred Nigerian women informed her belief that the 

enquiry is not “universal” but restricted. While I neglected to ask Naija to clarify her 

thoughts on the nature of this restriction, she clearly shared the views of community 

members represented in O’Brien et al. (2016) that restrictions have limited the quality 

of Insight. As Naija also shared her belief that FGM services are limited “to one 

postcode,” it is possible that women like her harbour suspicions of geographic 

profiling (e.g., based on stereotypical social and economic assumptions). However, as 

Insight policy does not utilise geographic profiling on any basis, experiences like 

Naija’s are better explained by the service quality variations discussed in Section 

8.2.2.2. Suspicions of profiling were also corroborated by CMWs Olivia, Isla, and 

Amelia, who suggested that the non-mandatory status of the universal enquiry 

disempowers women who do not demonstrate stereotypical indicators of FGM 

(Weerasinghe, 2012; see also Section 2.1).  

 

As for institutional policy and social inequality for BAME women with FGM, in 

Section 3.3.1 specialist FGM midwife Joy Clarke argued that institutional support for 

HCPs to sensitively communicate with women “from an educated and informed 

standpoint is critical to the health and wellbeing of women with FGM” (Morgan, 

2015:843). However, while Section 8.1 details how Insight has made significant             

#  
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Figure 24: Simultaneous Oppression Faced by Women with FGM 

 

(Young Women Boston, 2017) 

 

improvements in FGM-related communication, lingering prejudices like those 

reported by Chalmers and Omer-Hashi (2000) continue to shape the experiences of 

women referred to the service without an adequate response at the institutional level. 

Whether linked or unlinked to their FGM status, these prejudices relate to the 

intersectional realities of BAME women’s lives (illustrated in Figure 24) and are 

reinforced, as Weber and Parra-Medina explain, by “systemic group processes 

producing social inequality” at the intersections of race, gender, and culture (2003:189; 

see also Sections 2.3.1; 3.3.4).  

 

Concerning gendered racism, CMWs in Section 6.2.2 demonstrate feminist ideals that, 

absent Insight TMs’ balanced approach to working with, for example, patriarchal 

decision-making processes (Section 7.2.3; see also Section 8.1.2.2), inform 

stereotypical views regarding BAME FGM-affected communities. For example, 

CMW Ava and other HCPs represented in Section 3.3.4 expressed a racialised 

Culture

RaceGender

https://upload.wikimedia.org/wikipedia/commons/e/e3/Toilet_women.svg
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misandry214 by which BAME men are depicted as “toxic and violent” (Banke‑Thomas 

et al., 2019; Ogunsiji, 2015). This is especially evident where CMWs are unable to 

substantiate this view on a case-specific basis (e.g., with evidence of GBV) and offer 

only anxieties regarding BAME men and the “passively victimised” women who, third 

wave feminist Shelley Budgeon (2011) argues, have developed “their relationship to 

feminism in ways that are more relevant to the contradictions which characterize their 

lives” (Budgeon, 2011:279; see also Section 6.2.2; Curry et al., 2018:51; Goldberg, 

2006; Nagra, 2018). This form of gendered racism is particularly concerning, as 

stakeholders in Sections 7.2.3 and 7.3 problematise undue tensions with patriarchal 

BAME family structures, which can be a key source of affected women’s social 

support and even advocacy against FGM (see also O’Brien et al., 2016).  

 

Regarding cultural racism, stakeholders in Section 6.2.2 detailed instances of 

racialisation, criminalisation, and language discrimination. For example, Nadia 

(Sudanese) recalled the remarks of an HCP on a postnatal ward, which were 

discriminatory on the basis of her race and ethnicity (i.e., Arab). As with affected 

women described by Einstein et al. (2019) and Akinsulure-Smith et al. (2018), this 

ultimately encouraged Nadia to disengage from her healthcare. Participating CMWs 

also corroborated the persistence of cultural racism when using their professional 

experiences with BAME women to justify stereotypical views. When presented with 

Chalmers and Omer-Hashi’s (2000) evidence regarding the discriminatory 

experiences of women with FGM in Canada (see Appendix XV), for example, CMW 

Sophie responded by characterising South Asian women as overly worrisome, lazy, 

demanding, disruptive, and deceptive. This is essentially an attempt to “excuse” 

discriminatory generalisations as informed “truth.” Sophie’s response is also 

especially interesting as, while she denied ever making her beliefs known to women, 

she also hypocritically argued that prejudices are not only easily discernible to women 

but also (as confirmed by Nadia) detrimental to their care (Section 6.1.2). Therefore, 

Sophie’s ability to recognise the biases of others, but not her own, suggests that 

 

214 Misandry, and in particular “Black misandry,” refers to “an exaggerated pathological 

aversion toward Black men created and reinforced in societal, institutional, and individual ideologies, 

practices, and behaviors” (Smith et al., 2007:559; see also Nathanson & Young, 2015).  
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cultural racism may still be deeply ingrained among members of the NHS Scotland 

workforce.  

 

Regarding evidence of intersectional discrimination, I must clarify that it is not my 

intention to blame individual experiences of discrimination on individual HCPs. This 

would constitute a fundamental attribution error, described in Section 3.5 as a common 

flaw within HIC FGM literature (Bierbrauer, 1973; Jones & Harris, 1967; Ross & 

Anderson, 1982). Attribution error also reflects how—as argued by Goldberg 

(2006)—European racisms (and endemic European post-racialist perceptions) are 

often presented: as bad actions perpetrated by bad actors (see also Miles, 1982; 

Sanderson, 2010:118). Yet such analyses of intersectional discrimination fail to 

consider what Young (in Davidson et al., 2018) describes as institutional “processes 

and practices which have been planned without regard to the potential impacts on 

people from minority ethnic groups” (185). For example, findings from this study 

suggest that underdeveloped institutional policies within 1) healthcare education and 

2) NHS Scotland significantly contribute to social inequality for women with FGM.  

 

Firstly, while Insight trainers certainly have a responsibility to link FGM to relevant 

intersectional issues (see Section 2.5.4; Appendix IX), it is ultimately the 

responsibility of Scottish healthcare education to ensure that HCPs develop the tools 

they need to meet the NMC code requirements to treat people “fairly and without 

discrimination” (NMC, 2020:21). Healthcare education needs also to prepare NHS 

staff to meet their duties to nondiscriminatory care and protection and to legislative 

frameworks such the Equality Act 2010 (see Section 2.5.3; Appendix IV). As 

introduced in Section 2.5.1, this is partially the intention of the NMC requirements 

related to cultural competence and person-centred care (PCC) training. However, as 

evidenced by participating stakeholders, neither cultural competence nor PCC training 

have adequately addressed what sociologist Minoo Alinia (in Solomos, 2020:378) 

describes as the “construction of otherness” at the intersections of race, gender, and 

culture (see also Essed, 1991).  
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Regarding cultural competence training, persisting stereotypes among NHS Scotland 

staff support the criticisms of Dein (2006), namely, that cultural competence can 

encourage essentialisation rather than an appreciation for intercultural and intracultural 

diversity. For some HCPs, this has reinforced prejudices embedded within Scottish 

and European cultures, limiting their ability to recognise and sensitively engage with 

women’s unique circumstances (Ahmad, 2002; DiAngelo, 2011:55; Zuckerman, 

1990). Furthermore, criticisms of PCC in Section 2.5.1 are also supported when 

cultural essentialisation stymies what are meant to be interdependent constructions of 

“personhood” (Clark, 2002; Evans, 1999; MacDonald, 2002; Nolan et al., 2004), and 

absent meaningful reflection on how White Scottish ethno-racial and cultural norms 

can disempower minorities (see Section 2.3.1), prejudicial constructions of women’s 

“standing or status” have continued to enforce “cycles of exclusion,” as described by 

Brokmann et al. (2001) and adapted in Figure 25 (Kitwood, 1997:8; see also Bonilla-

Silva, 2003; Crenshaw, 1989; Yuval-Davis, 2006).  

 

 

Figure 25: Brokmann et al.’s (2001) Cycle of Exclusion 

 

(Adapted from Davidson et al., 2018:187) 
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In the case of the HCP responsible for the postnatal care of Nadia (Sudanese) and her 

newly born twins, for example, rather than recognising her increased caloric needs, 

Nadia’s HCP validates a sociocultural stereotype regarding the Arabic diet—as also 

reflected in CMW Sophie’s essentialist description of how BAME women often “bring 

all this food [to the postnatal ward] and it stinks!” (de Assumpção Werutsky, 2008; 

Moosavi, 2015; University of Birmingham, 2022). The prejudicial environment 

inadvertently created by this HCP therefore represents not only a barrier to Nadia’s 

participation in her postnatal care but also an unconfronted stock of discriminatory 

“knowledge” (Table 1; see also Sections 4.2.1; 6.2.2) within midwifery learning 

cultures. Thus, as discussed below, such biases are likely to be perpetuated among 

CMWs, even among those more recently qualified and described by CMW Isla as 

generally “much more aware of [needing to be culturally competent].” 

 

In addition to recognising their own biases, nurses and midwives are also required by 

the NMC code to “act as an advocate for the vulnerable, challenging poor practice and 

discriminatory attitudes and behaviour relating to their care” (NMC, 2020:8). 

However, in Section 6.2.2 CMW Isla described how an equal lack of intersectional 

awareness within NHS Scotland policy has enabled discriminatory knowledge to be 

shared with and adopted by newly qualified CMWs. Firstly, Isla suggested that the 

unchallenged discriminatory values, beliefs, and behaviours of CMWs like Sophie 

may be perpetuated by a historically anti-Freirean power imbalance (see Section 

4.2.2)215 between new CMWs and their mentors, as well as by a preference for and 

trust in the social (i.e., resources) and cultural (i.e., knowledge) capital216 of mentors 

(see Sections 5.1.4.1; 6.1.1; see also Bourdieu, 2011; 2018; de Camargo Fiorini et al., 

2018). Secondly, as feared by TM Grace, NHS policy related to in-service CPD 

sessions like the Insight training may also run the risk of something like “diagnostic 

overshadowing” (see Jones et al., 2008; Section 5.1.2.1), by which affected women 

are decontextualized from the “unique constellation” of experiences informing their 

 

215 See Freire (1968, 1973) and Gómez et al. (2011).  
216 According to Webb et al. (2002), Bourdieu’s concept of cultural capital refers to “a form of 

value associated with … skills and awards. In the field of education, for example, an academic degree 

constitutes a form of cultural capital” (x).  
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antenatal needs and are reduced to “the FGM woman” (Solomos, 2020:488). As 

Solomos (2020) argues: 

 

Life experiences and frames of interpretation cannot simply be 

reduced to generalizable categories as if we would only live 

according to what racial, gender, economic or other parts of 

positionality would dictate. 

(Solomos, 2020:489) 

 

Therefore, as discussed in Section 9.2.2, intersectional discrimination embedded 

within CMW student and workforce cultures and cultural systems needs to be 

confronted.  

 

8.2.2.4  Rereferrals  

As informed by stakeholders in Chapters 5, 6, and 7, the final exclusionary aspect of 

Insight linked to poor communication concerns antenatal Insight rereferrals. Section 

3.3.1 cites the WHO’s (1997) suggestion that women with FGM be given access to 

postnatal follow-up support. In 2018, Leye also determined that there is a significant 

gap in HIC FGM literature in understanding related to FGM and postnatal and post-

surgical follow-ups. What is known about FGM post-surgical follow-ups, however, is 

that they are often not well attended by the affected women. This finding helps support 

TM Lily’s argument in favour of Insight rereferrals (Sections 2.5.5; 7.2.1). 

Corroborated by CMW Ella and women referred to Insight for FGM (Section 6.2.2), 

Lily asserted that—similar to postnatal follow-ups—rereferrals improve the visibility 

of the interdisciplinary Insight care pathways (e.g., adult psychology; see also 

Appendix VIII) at a point when many of the crucial aspects of women’s FGM 

management and protections have been completed. However, a minority of 

stakeholders contest rereferrals. In Section 6.2.2, for example, Marie (Gambian) 

described rereferrals as redundant, arguing that the information gathered during her 

first referral should be retained “on my records.” CMW Isla also worried that 

rereferrals alienate families, who could interpret them as an offensive lack of trust from 

their HCPs. Indeed, these findings suggest that rereferral contestation is linked to poor 

communication regarding their potential relevance not only to safeguarding and 

protections but also to affected women’s health and well-being. 
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8.2.3 Bounded Transparency 

Within HIC FGM literature, maternal care is often described as a critical opportunity 

for affected women to access the information they need to be able to meaningfully 

participate in their healthcare (Section 3.3.1; see also NHS, 2017; NICE, 2008). Yet 

transparency regarding the degree to which HIC FGM responses are underdeveloped 

represents a significant gap in the literature (Section 3.3.2). This indicates that little is 

understood regarding the potential impact of a lack of transparency on affected 

women’s ability to participate and advocate for equity in healthcare. What is better 

understood, however, is the positive correlation between the inability to support and 

communicate with women and their sense of uncertainty, insecurity, and unwillingness 

to engage with the health system (Bulman & McCourt, 2002; Chalmers & Omer-

Hashi, 2000; McLeish, 2005; Carroll et al., 2007a; 2007b). Stakeholders in Chapters 

5, 6, and 7 also provided evidence that expands on this relationship, with women’s 

confidence wavering where their experiences with Insight indicated inadequately 

scoped services (Naija [Nigerian]; Section 6.2.2), insufficient healthcare literacy 

support (Chibuogu [Nigerian] and Fatima [Sudanese]), and unvalidated protective 

processes (Hiba [Sudanese]; Section 7.3.1).  

 

As detailed below, these findings address the gap in knowledge regarding how FGM 

healthcare programmes can contribute to women’s disempowerment (Section 3.3.1; 

see also Evans et al., 2019a). While I question the prioritisation of maternity by Insight 

developers in Section 8.2, these findings also highlight the importance of maintaining 

the transformative principles established by TMs (Chapter 7) throughout women’s 

antenatal care experience. Areas in particular need of attention concern the more 

complex and unresolved aspects of specialised healthcare programmes for FGM, 

including 1) FGM skill centralisation and 2) international adult FGM protections. If 

these issues are adequately addressed, Insight will further empower women to make 

fully informed decisions concerning their health and well-being.  
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8.2.3.1  Skill Centralisation  

In her article on public sector equality (Davidson et al., 2018; see also Section 5.1.6), 

Young argues that a continual reliance on the “interested and committed individuals” 

(196) often associated with the establishment of FGM services can limit organisational 

capacities, flexibility, and sustainability. This suggests that in addition to financial 

realities, the principles underpinning NRAC (Section 8.2.1.1), and local shifts in 

political will (Baillot et al., 2018; Stephenson, 2019), the loss of key individuals like 

the Insight midwife may contribute to its services “fizzling out.” Indeed, stakeholders 

in Chapters 5, 6, and 7 state this risk, with NHS staff citing numerous barriers to the 

identification of additional individuals to support or “pick up the thread” of Insight. 

Furthermore, as discussed below, a lack of transparency regarding these barriers and 

their impact on care equity has diminished women’s ability to make fully informed 

healthcare decisions and to advocate for a better standard of HCP support. 

 

Due to inconsistencies in the delivery of the universal enquiry (Sections 8.2.1.2), in 

Section 6.2.2 Naija (Nigerian) echoed the findings of Moore (2012) when she argued 

that an FGM service “restricted to one postcode” is inadequate (see also RCM, 2012). 

While Insight services are in truth only geographically limited by the borders of its 

governing health board, Naija was correct in perceiving its services to be restricted by 

more than the unsustained outputs of the Insight training (Section 8.2.2.2). The nature 

of these restrictions, however, concerns the Insight workforce (Appendix VIII). While 

the team resembles the often recommended (Section 3.3.1; see also Baillot et al., 2014; 

Scottish Government, 2016a) interdisciplinary “hub-and-spoke” model, participants in 

Sections 5.1.1.3 and 8.2.1.1 suggested that the numerous factors limiting the 

organisational capacities of Insight only allow for one FGM specialist per discipline—

with  some TMs even fulfilling multiple roles.  

 

In Section 8.2.1.1, NRAC capitation policy is identified as a significant contributor to 

the limited capacities of Insight. NHS staff also link additional 1) institutional and 2) 

organisational factors to the team’s modest size. Regarding the former, CMWs 

described the absence of a clear or well-incentivised “track” (Sophie, CMW) to pursue 

specialisations like FGM compounded by poor midwifery leadership, manager 
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accessibility, and their own inaction. CMWs therefore argued that successfully 

specialising requires their team lead and themselves to be exceptionally persistent.As 

for the latter, some participants also disagreed on whose responsibility it is to ensure 

Insight’s sustainability. For example, in Section 5.1.6, CMWs and TM Grace argued 

that succession planning is the responsibility of management, since it is largely 

determined by funding. However, other CMWs noted that, as Insight TMs represent a 

central force in the development, promotion, and delivery of Insight, they are uniquely 

qualified to identify genuinely “interested and committed individuals at both service 

and policy level” (Baillot et al., 2018:11).  

 

Therefore, while various actors debate who should lead on Insight sustainability 

planning, high-quality FGM skills continue to be centralised among its TMs (Section 

5.1.6). This is particularly concerning, as skill centralisation risks FGM care delays 

and lesser-quality intrapartum deinfibulations. Skill centralisation can also complicate 

women’s right to change their practitioner, as doing so would likely result in 

reassignment to an HCP with significantly less FGM management experience. 

Furthermore, both Chibuogu (Nigerian) and Fatima (Sudanese)217 demonstrated an 

unawareness of this right—despite its apparent importance to approximately half of 

the 432 Somali women participating in Chalmers and Omer-Hashi (2000) (Section 

3.3.2)—which suggests that some women not only lack the knowledge that they can 

change practitioners but also that FGM services continue to reflect this inequity. Thus, 

while CMWs Ava and Sophie recognised that individuals as equally passionate as the 

Insight TMs are likely “thin on the ground,” efforts to identify and elevate them remain 

critical to the sustainability of specialised services for women with FGM and their 

empowerment.  

 

8.2.3.2  International & Adult Protections 

In Section 3.3.1 Baillot et al. (2018) note that the quality of public protection protocols 

in HIC FGM guidelines is often poor (see RCM et al., 2013). Stakeholders in Chapters 

5, 6, and 7 noted significant improvements related to public protections and FGM, 

 

217 Both Chibuogu (Nigerian) and Fatima (Sudanese) are Arabic speakers and required an 

interpreter for their interview (see Table 4).  
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however. For example, the Insight guideline and training offers multiple resources for 

HCPs to understand and talk about Scots FGM law. Several women referred to Insight 

for FGM also credited Insight for their clear understanding of the law and its severity 

(Section 7.3.1). Finally, TMs noted how interagency guidance and transparency has 

greatly improved the proportionality of public protection procedures related to FGM 

(e.g., IRDs; see also Section 2.5.5). However, while transparency between TMs and 

Police Scotland is described as key to building women’s confidence in Insight and its 

partner agencies, a lack of transparency between TMs and women with FGM regarding 

1) international and 2) adult protections still limits that confidence and women’s ability 

to safeguard their health and well-being.  

 

As noted in Appendix IV, in 2015 the Serious Crime Act extended the extraterritorial 

jurisdiction of the Female Genital Mutilation Act 2003. This allowed for the 

prosecution of both habitual and permanent UK residents “suspected of committing an 

offence” (Home Office, 2014; Appendix IV). Section 2.5.5 also notes that the Insight 

midwife provides affected women with information on how to access protection and 

safeguarding support while abroad (Scottish Ministers et al., 2015). However, I have 

not found any investigation into the efficacy of extraterritorial or international FGM 

protections within the HIC maternal care FGM literature. Relatedly, while women like 

Loli (Gambian) expressed their appreciation for the gravity of Scots FGM law and the 

availability of such resources, Hiba (Sudanese) remained reasonably sceptical (Section 

7.3.1). Specifically, she and women like those represented in Baldeh (2013) explained 

that should they travel to countries with a high FGM prevalence, elders in favour of 

FGM would likely discount Scottish protections. This reflects women’s experiences 

in countries where FGM is endemic, where FGM protections are often disregarded by 

segments of the populace, and may be poorly enforced due to public dissent, unclear 

policy and prevention plans, or a lack of political will. A small number of participating 

women also demonstrate a lack of awareness of the international FGM protections 

supported by Scotland, which suggests that TMs are inconsistent in providing this 

information, and that transparency regarding the efficacy of international protections 

is still needed.  
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In Section 7.3.1, TM Grace described a Sudanese woman whose reinfibulation 

(Section 2.1.2) was discovered in the antenatal period of a second pregnancy in 

Scotland. Here, discussions regarding adult protections—particularly prosecution—

are described as having taken place between TMs. After reflecting on the significant 

complexities and trade-offs involved when supporting not only the health but also 

potentially the livelihood, social stability, and immigration status of women with 

FGM, it was suggested that no protective actions were taken (see also Sections 7.2.1; 

7.2.3). Grace also clarified how, six months after childbirth, most of the women’s 

contact with and support from the health system will transfer to a health visitor—which 

limits the potential for TMs’ long-term involvement in adult protection. Unlike the 

more routinised aspects of FGM risk assessment (especially regarding children), adult 

protections continue to reflect the ad hoc approach to prevention found across OECD 

countries by Evans et al. (2019c). Furthermore, it is not apparent that the reinfibulated 

Sudanese women was involved in this decision in a meaningful way, ultimately 

disempowering her ability to take part in her own protection.  

 

8.3 Transferability of Findings in Context 

This study has focused on an antenatal care pathway for women with FGM living in 

the central belt of Scotland. As briefly mentioned in Section 7.5.2, “transferability” 

refers to the degree of relevance that research findings have to different contexts. Upon 

reflection on my own knowledge, the data included in this study, and that within the 

existing HIC FGM literature discussed in Chapter 3, I determined that the 

understanding produced by the study is applicable beyond research and development 

related to the Insight antenatal care pathway and even the highly researched field of 

FGM and obstetrics (Einstein et al., 2019; Evans et al., 2019a; 2019b; 2019c). Findings 

from this study are particularly transferable to the contexts of greater Scotland and the 

UK, other HICs, and to populations of migrant women with FGM. However, I also 

determined this transferability to be moderate. This section explains the knowledge 

informing this determination and details the transferability of the findings in each 

setting despite those moderate limitations. The transferability of these findings is 

predominantly related to the fields of equitable healthcare development for women 
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with FGM, FGM prevention and protection, healthcare capital distribution, and 

healthcare access and utilisation by migrants.  

 

8.3.1  Transferability: Across Scotland  

Across greater Scotland the transferability of the study findings is determined to be 

moderate due to demographic differences between potentially FGM-affected people 

living in the country. Among the population of Insight attendees from 2015 to 2018 

summarised in Appendix XVI, the most common nationalities were Sudanese (54%), 

Nigerian (22%), and Gambian (12%). When compared to participating women 

referred to Insight for FGM, the representation is similar, with the proportions being 

Sudanese (42%), Nigerian (33%), and Gambian (25%). While this has ensured the 

representativeness of the sample, it does not assure the national transferability of the 

findings. According to Baillot et al. (2014), the most populous communities potentially 

affected by FGM (weighted by prevalence) living in Scotland include Nigerians, 

Somalis, and Egyptians—with Sudanese ranking fifth and Gambians eighth. 

Therefore, the transferability of the findings may be limited across greater Scotland 

due to the potentially significant cultural differences (including the most commonly 

practiced forms of FGM) among affected women. Due to the data collection methods 

utilised by Insight, findings also could not capture potential differences in the views 

and experiences of Sudanese women versus South Sudanese women (Section 4.4.2; 

Appendix XVI), though the majority of participating women are believed to be 

Sudanese. Therefore, stakeholders should be aware of such differences when applying 

the findings of this study to local FGM research and development even within other 

urban and suburban population centres in Scotland.  

 

In reflecting on the potential applicability of the findings to Scottish settings described 

in Chapter 3, and the views and experiences shared between the sample populations in 

this study and represented in Scottish FGM literature, several findings are identified 

as particularly transferable. The findings relevant to Scotland are particular to the 

topics of 1) FGM guidelines, 2) service and resource development, and 3) training. 

Firstly, in 2019, the RCN identified a notable absence of FGM guidance across 

Scotland. Where this issue continues to persist, findings from this study related to the 
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development of the Insight guideline should be applied to guideline development 

elsewhere. In particular, Scottish health boards should seek to duplicate the 

transformative impact of the cooperative development of the Insight guideline on 

interagency agreement with and adherence to its intended outputs, especially in 

relation to Police Scotland. This should consist of meaningful involvement of police 

in development, but also of key stakeholders related to childhood and healthcare 

education, social work, community organisations, and all relevant healthcare 

disciplines, to name a few. By involving this broad range of stakeholders in the actual 

development of FGM procedures, FGM service providers across Scotland would avoid 

the persisting interagency/-disciplinary divisions also evidenced by this study.  

 

Secondly, in O’Brien et al. (2016), women with FGM living in the central belt of 

Scotland identified a need for improved service provision across the country. Where 

service provision is still absent or unevenly distributed, findings from this study should 

be used to establish multidisciplinary specialist resources where possible. This should 

involve the identification of interested and empathetic individuals who can grow their 

skills through CPD, networking with specialists like the Insight TMs, and community 

involvement. This will improve women’s access to high-quality person-centred care 

relevant and responsive to their antenatal needs (e.g., the joint FGM midwifery and 

obstetric consultations undertaken by Insight). Replicating the Insight team model will 

also improve women’s access to social and public protection resources that apply to 

FGM and other intersectional concerns. Additionally, Scottish FGM service providers 

should consider imitating the flexibility of the Insight team, such as their addition of 

pre-examination consultations after some of the women they served demonstrated 

related emotional and psychological difficulties. Such flexibility will help address 

issues unanticipated in development or later found to be contested. For example, 

responsive services could similarly help address the feelings of guilt and confusion 

among affected women participating in O’Brien et al. (2017) related to a lack of pre- 

and post-operative consultation availability, or the contested absence of GPs from 

routine FGM enquiry. Relatedly, service providers should seriously consider scoping 

the interdisciplinary requirements of local FGM programmes, as findings have shown 
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how an absence of scoping can limit effective and efficient FGM HCP training, 

enquiry, and service development.  

 

Thirdly, related to FGM training for HCPs, Leye (2018) reported that the curricular 

and professional development aims of the Scottish National Action Plan to prevent and 

eradicate FGM were unmet (65; see also Baillot et al., 2014; Scottish Government, 

2019b). Where development is still lacking in Scotland, NHS Scotland managers and 

FGM service providers should look to the transformative impact of the Insight training 

on antenatal care experiences. Findings indicate that the knowledge-based and social 

and emotional curriculums included in CMW FGM training significantly improve 

CMW FGM knowledge, understanding, service self-efficacy, attitudes, and 

behaviours—reflected by affected women who report either routine or even 

informative and reassuring antenatal booking appointments. Therefore, managers and 

service providers across Scotland should expect reasonably similar outcomes in 

adapting the Insight training curriculums. Adaptations may also help address previous 

reports from affected women living within the central belt of Scotland regarding 

CMWs’ disinterest or avoidance—or in one case, “traumatic” use—of FGM-related 

communication (Baldeh, 2013). Therefore, the findings of this study demonstrate 

moderate applicability to equitable development for women with FGM particular to 

healthcare development in Scotland.   

 

8.3.2 Transferability: The Greater UK 

When considering the transferability of the findings for the greater United Kingdom, 

stakeholders should take key contextual factors into account. In particular, potential 

differences in those local institutional and intra- and intradisciplinary cultural barriers 

discussed in Sections 8.2.1.4 and 8.2.2.3 as compared to those in NHS England and 

Wales limit the transferability of such findings. Differences in the local demographics 

of FGM-affected people in these settings, as well as relevant intercultural relations, 

also limit transferability. Applicable to the latter, while Insight was established in 2015 

as a somewhat novel programme in Scotland, England for one has a longer history of 

FGM-related policy (see Appendix IV) and healthcare development (e.g., Moore, 

2012; RCM, 2012). With little data available to inform this early development, 
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significant policy differences now exist across the greater UK as compared to 

Scotland. Notable differences include HCPs’ responsibility for mandatory reporting 

for FGM and to the FGM Enhanced Dataset (DH, 2015; UK Government, 2020a). 

Additionally, across the UK—especially in urban England—there is a longer history 

of HCP FGM education and specialised service commissioning but also a history of 

uneven training and service distribution, as described by Moore (2012), and of the 

dissolution of such services (Baillot et al., 2014; Stephenson, 2019). This dissimilar 

history across the greater UK has likely informed unique stakeholder views on FGM 

procedures, services, and other resources, including potentially significant differences 

in affected women’s attitudes toward the local health system. These differences limit 

the transferability of the findings in these contexts.  

 

In reflecting on the potential application of the findings across common settings in the 

UK described in Chapter 3, and the views and experiences shared between the study 

sample and UK study populations, several findings are identified as demonstrating 

moderate transferability. The transferability of the findings relevant to the UK is 

particular to the topics of 1) FGM healthcare development, 2) protections, and 3) 

enquiry strategy. Firstly, as in Scotland, the RCM (2012) once identified areas in the 

UK where FGM guidelines were not yet available. Where guidelines remain absent, 

local FGM service providers should consider—along with the development of any 

clinical, reporting, or Enhanced Dataset guidelines—my findings related to the 

transformative impact of clear and practical procedural guidelines on FGM-related 

HCP knowledge and service self-efficacy—and thus, affected women’s understanding 

of, feelings of reassurance toward, and access to such services. Per the findings, FGM 

guidelines should include a clear description of HCPs’ related roles and clear referral 

pathways embedded in existing policies and practices. As also indicated by the 

findings, however, these outputs may be linked to HCPs attending FGM training. 

Therefore, FGM trainers across the greater UK should ensure that any relevant 

guidelines are included in the curricula. Similarly transformative results are likely in 

England with these developments, as studies have already indicated increasingly 

positive HCP attitudes toward learning about FGM (RCM, 2018).  
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In 2018, Baillot et al. described the outsize focus the greater UK has maintained on 

public protections in FGM healthcare development and a lack of clarity within some 

guidelines regarding mandatory reporting (RCM, 2013). Where these issues remain, 

FGM service providers should apply the findings of this study related to cooperative 

guideline development. Findings suggest that incorporating police into an integrated 

process of service and public protections development at an early stage facilitates 

procedural clarity, more balanced and proportionate health and public protection 

support, positive interagency relationships and trust, and transferred trust between 

police and HCPs to affected women and their families. Therefore, new and revised 

FGM development across the UK should include police representatives earlier and 

more meaningfully in specialised FGM guideline and service development. The 

involvement of police in the development of local FGM procedures may also help 

lessen the burden of service sustainability on those “enthusiastic HCPs” described by 

a UK specialist FGM midwife in Stephenson (2019), as findings detailed in Section 

5.1.6 describe how certain Insight TMs have shared their FGM-related responsibilities 

within their discipline and interagency relationships. Thus, FGM service providers in 

the UK should utilise the findings of this study to replicate cooperative development, 

but also be cautioned by those findings that detail the exclusionary impact of 

interagency, interdisciplinary, and intradisciplinary territoriality on women’s access to 

equitable care and public protection support. Furthermore, to ensure that development 

avoids omissions such as the limited adult protection processes demonstrated by 

Insight (see Section 8.2.3.2), providers should also learn from the shared history 

between Scotland and the UK, of limited community involvement in healthcare-related 

public protections development (Baillot et al., 2018).  

 

Finally, UK FGM literature has described the importance of FGM-related knowledge 

and competencies within maternity, as 94% of women’s referrals to an African well-

woman clinic in London were made by midwives (NICE, 2008:116; see also Momoh 

et al., 2001). However, NHS policymakers across the greater UK should utilise the 

findings of this study to reassess FGM programmes like Insight that limit FGM 

enquiries to maternity. Participating women indicate that maternity-focused points of 

entry to specialised FGM care privilege pregnant women at the expense of girls, 
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women who will not or cannot become pregnant, and older women. Moreover, while 

only 20% of women referred to that African well-woman clinic were referred by their 

GP, this does not necessarily mean that women would not disclose to their GP if asked 

(as some women reportedly prefer over self-disclosure [Johansen, 2006]). Rather, this 

data may indicate that English midwives and affected women are more likely to engage 

in conversations about FGM and/or are more likely to be aware of health-related risks 

from FGM. Therefore, where UK FGM services marginalise the needs of non-pregnant 

women, the findings of this study should inform a formal scoping of local needs to 

identify routine FGM enquiry procedures and HCP training that would ensure truly 

equitable healthcare access. As with the transferability of findings on cooperative 

development discussed above, an expansion of the FGM enquiry may also help address 

sustainability issues related to the usual dependence of specialised FGM services on 

HCPs working within maternity (Baillot et al., 2018).  

 

8.3.3 Transferability: Other High-Income Countries (HICs) 

As with the foregoing contexts of greater Scotland and the UK, when considering the 

transferability of the study findings for additional HICs, stakeholders should take key 

contextual factors (e.g., demographics, intercultural relations, prior FGM-related 

development, and institutional cultural differences) into account. Additionally, HICs 

with significantly different cultural landscapes and health systems (e.g., a 

predominantly private healthcare system) should be cautious in utilising these findings 

for research and development as many are partially dependent on such factors. 

 

In reflecting on the potential application of the findings across the HIC contexts 

described in Chapter 3, and the views and experiences shared between the study 

sample and study populations represented in HIC FGM literature, a number of findings 

are identified as demonstrating moderate transferability. The transferability of the 

findings relevant to HICs is particular to the topics of 1) FGM healthcare development 

and 2) information provision. Firstly, in 2016(b) the WHO determined that the 

evidence base that many HICs use for FGM healthcare development is of very low 

quality and/or not adequately transferable to HIC contexts. Thus, as one of the first in-

depth analyses of a HIC antenatal care pathway for women with FGM, this study has 
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contributed evidence with greater relevance to HIC FGM guideline, HCP training, and 

programme development—each of which Evans et al. (2019b) have identified as a HIC 

health system priority (see also Baillot et al., 2014; Sweileh, 2016). Where 

programmes are still based on poor-quality evidence, HIC healthcare policymakers 

should use care in applying the findings of this study to inform interagency, 

multidisciplinary, and intersectional research and development. In particular, findings 

related to the critical pedagogy demonstrated by Insight TMs should inform the 

processes undertaken by HIC healthcare policymakers and managers to identify 

potential FGM specialists. Installing genuinely interested HCPs whose practices are 

informed by exemplary principles (e.g., responsive care, support, and compassion; 

trust; and meaningful inclusion [see Sections 7.2; 7.3]) into specialist FGM 

programmes will improve motivation in service development and delivery—as 

demonstrated by the midwife responsible for establishing Insight (see Section 2.5.2)—

and women’s access to sensitive, relevant, and person-centred FGM care and support. 

Screening potential FGM specialists for the transformative characteristics exhibited 

by Insight TMs will also help to address those communication-related issues identified 

as endemic across HIC FGM literature, as even HIC HCPs with FGM experience have 

been known to demonstrate poor FGM communication practices (Section 3.3.5; see 

also Ahlberg et al., 2004; Cappon et al., 2015; RCN, 2019; Vangen et al., 2004; WHO, 

2018a).  

 

Secondly, in 2019, Einstein et al. determined that both women with FGM and HCPs 

living in HICs identified a need for FGM information provision (see also Cappon et 

al., 2015; Johansen et al., 2018). Where a dearth of FGM information continues to 

disenable access to equitable healthcare, findings from this study should be utilised to 

inform high-quality communication interventions. Findings demonstrate that in their 

delivery of CMW training and specialised antenatal care, Insight TMs’ distribution of 

FGM-related information has been highly person-centred. TMs present the Insight 

training as a safe space for CMWs to examine their personal assumptions and biases 

related to FGM and affected people. TMs also provide information to help CMWs 

directly challenge the exclusionary aspects of their individual knowledge bases. The 

Insight midwife similarly presents antenatal referrals as an opportunity for women 
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with FGM to represent themselves and their relationship to the practice of FGM. In 

response, TMs reciprocate with an exchange of information relevant to each woman’s 

needs and interests. This Freirean approach to information provision will, for example, 

help HICs address poor deinfibulation practices such as those evidenced in Australia. 

Here, inadequate deinfibulation information provision has been linked to women’s 

avoidance of preventative antenatal care, their fears of childbirth, and poor 

physiological and psychological intrapartum outcomes (Vangen et al., 2014; Vaughan 

et al., 2014; Scamell & Ghumman, 2019). Therefore, HIC FGM service providers 

should seek to emulate Insight TMs’ approach to information provision (see Section 

7.5.2.4). However, providers should also avoid duplicating Insight oversights on what 

should be routine information provision regarding risks from FGM, such as fully 

informing all infibulated (i.e., Type-III) women about the benefits of deinfibulation 

even in the context of a planned C-section.  

 

8.3.4 Transferability: Migrant Women with FGM 

Lastly, as with the previously discussed contexts, stakeholders considering the 

transferability of the study findings particular to migrant women with FGM need to    

consider key contextual factors. Additionally, research and development related to 

healthcare for migrant women with FGM should reflect potential differences in the 

migratory push and pull factors unique to the population(s) of interest (e.g., the 

reignition of conflict in Sudan in 2023; see also Appendix V) and their impact on 

women’s physical and mental health and well-being. Stakeholders need also expect 

significant differences as compared to the study population, related to social and 

political intercultural relations and the influence of migrant populations’ status as new 

or established within the host country of interest.  

 

In reflecting on the potential applicability of the findings to the subgroup of “migrant 

women with FGM” described in Chapter 3, and the views and experiences shared 

between the study sample and migrant women, several findings are identified as 

demonstrating moderate transferability. The transferability of the findings relevant to 

migrant women with FGM is particular to social equality regarding the topics of 1) 

institutional discrimination and 2) intersectional HCP education. Firstly, HIC FGM 
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literature highlights the exceptional barriers to equitable care access experienced by 

migrant women with FGM. In 2018, Leye noted how affected asylum seekers in 

Belgium were not eligible for the national reimbursement scheme for interdisciplinary 

FGM care and support. Similarly, NHS policymakers have responded in part to 

institutional financial scarcity by limiting migrant access to free point of use 

services—justifying their decision on the basis of “frugality” (Shahvisi, 2019; see also 

Audit Scotland, 2016; 2019). However, this shift in policy was also likely informed by 

negative social and political attitudes toward migrants in the UK, illustrated in Fang et 

al. (2015) by UK residents who stigmatised refugees and asylum seekers as a “drain” 

on the NHS. Barriers to equitable care access for migrant women with FGM living in 

the UK have also likely compounded with those historical social inequalities that have 

marginalised BAME women’s health (see Sections 2.3.1), as reflected in NHS 

capitation policy. Thus, while findings related to NRAC are transferable across the 

greater UK, it is critical to stress the disproportionate impact of intersectional forms of 

institutional discrimination on migrant women with FGM.  

 

Where inequitable healthcare capitation policies and social inequities simultaneously 

disadvantage affected migrant women (i.e., on the basis of their FGM and immigration 

status), healthcare policymakers should review the findings of this study. Findings 

related to NHS Scotland capitation policy capture the far-reaching impact of 

institutional discrimination on equitable development and public protections (Bauer, 

2014). In particular, the limitations NRAC imposes on the organisational capacity of 

Insight are found to stymie programme sustainability and the development of 

evidence-based practices, efficient and relevant FGM data collection, and a suitably 

trained workforce. Consequently, affected women participating in this study continue 

to identify contested FGM-related practices, limited choice in their FGM care, and 

under-skilled and prejudiced HCPs—all of which limit their access to equitable care 

and public protection support. Therefore, the findings of this study together with HIC 

FGM literature should begin to address the underresearched intersectional domains of 

social position and policy and their relation to healthcare equity for migrant women 

with FGM (Bauer, 2014). This understanding indicates a need to mainstream 

intersectionality into institutional development in ways that dismantle inequitable 
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policies and targeted discrimination. This will also help alleviate the economic 

healthcare hesitancy found among migrant women with FGM and empower them with 

access to the resources they need to attain their highest standard of health (Fang et al., 

2015; Smith, 2001). 

 

Secondly, in regard to intersectional HCP education, HIC FGM literature details how 

affected women’s intersectional experiences of migration and integration can 

influence their healthcare and support needs. Concerning the former, asylum seekers 

and refugees with FGM may present with anxiety, depression, and post-traumatic 

stress symptoms (Section 3.3.4; see also Lever et al., 2019). These psychological 

impacts have been explained in part by past and ongoing experiences with alternative 

forms of GBV (sexual assault, trafficking, forced marriage, etc.) and poor physical and 

mental health associated with experiences of violent conflict, persecution, and 

displacement (Aguirre et al., 2020; Keygnaert et al., 2012; Lever et al., 2019; NICE, 

2010). However, barriers to affected women’s healthcare utilisation related to their 

integration can significantly delay necessary treatment. These barriers can include 

minimal community ties—especially among new migrants—and an increased risk of 

social isolation, housing instability, and economic hardship (Dunne, 2007; Hynes & 

Sales, 2010; Karlsen et al., 2019; 2020; Smith, 2001; Turkmani et al., 2019; see also 

Section 2.3.1). Migrant women with FGM are also likely to have limited healthcare 

literacy related to their host country, which further delays access to support and 

treatment related to their intersectional concerns (Abdullahi et al., 2009; Evans et al., 

2019a; Moxey & Jones, 2016). Additional integration-related issues, identified by 

Shahvisi (2019), include similarly hostile environments and racism toward migrants 

across host nation contexts (e.g., in the UK and US). When found influencing HCP 

behaviours and practices as discussed below, discrimination can also lead to social 

healthcare hesitancy among migrant women with FGM (Fang et al., 2015).  

 

In the late 2010s, both the WHO (2018a) and RCN (2019) recommended that, where 

migrant women with FGM present with intersectional concerns, best practices include 

PCC and family involvement. However, FGM service providers should seriously 

consider the findings of this study related to such guidance. Findings reveal that PCC 



 

334 

 

has limited utility for ensuring sensitive intersectional experiences for women with 

FGM, even from CMWs who have attended the Insight training (see Section 6.2.2). 

Furthermore, family involvement may be inadvisable, as some Insight-trained CMWs 

maintain cultural prejudices—particularly exhibited toward male family members 

perceived to have patriarchal control over women with FGM (see also Widmark et al., 

2002; Evans et al., 2019c). Therefore, while the findings of this study support the 

efficacy of FGM training for mitigating FGM-related discrimination, exemplary 

intersectional care has only been attributed to FGM specialists. As discussed in Section 

8.2.2.3, however, FGM programmes should not be responsible for intersectional 

training, as the issues experienced by migrant women with FGM are applicable far 

beyond specialised FGM or even antenatal care. Instead, as within the health system, 

healthcare education policymakers should consider the mainstreaming of 

intersectionality into institutional development within the underresearched domain of 

systemic oppression (Bauer, 2014).  

 

As discussed in Sections 3.3.4 and 6.1.1, HCP attitudes and behaviours can be 

informed by the social, political, and professional discourses that marginalise and 

stigmatise migrant women with FGM. By introducing HCP training that challenges 

these exclusionary knowledge bases at an early stage in their professional education, 

outputs similar to the findings of this study on the HCP-enabled racial, cultural, and 

gendered discrimination experienced by women with FGM will be mitigated (Section 

6.2.2). Targeted training should particularly address HCP anxieties related to 

intersectional communication, as identified by Evans et al. (2019c)—including 

strategies to sensitively identify migration- and integration-related healthcare and 

support needs, but also to determine any needs related to the cultural (Banke-Thomas, 

2019; Chalmers & Omer-Hashi, 2000; Evans et al., 2019c; Meer, 2018; O’Brien et al., 

2016) and gendered (Chalmers & Omer-Hashi, 2002) discrimination that affected 

women may have experienced within and outside the health system. Intersectional 

training should also reduce the imposition of cultural ideals on affected women’s 

intrapartum preferences, therein mitigating fear and loss of bodily control perceived 

by migrant women with FGM when health systems have not considered their 

intersectional needs (Johansen, 2006; Leye, 2018; Murray et al., 2010; Widmark et al., 
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2002). Over time, intersectionally trained HCPs may also help mitigate the healthcare-

related fear, distrust, and limited utilisation found among migrant women with FGM—

especially older and married women—related to their experiences with international 

anti-FGM programmes and public protections historically known for “sensationalised, 

ethnocentric, racist, culturally insensitive, and simplistic” processes and rhetoric 

(Banke-Thomas et al., 2019; Karlsen et al., 2019; Khaja et al., 2010:692; O’Brien et 

al., 2017).  

 

8.4 Summary 

To fulfil the aim of this study (see Section 1.2), this chapter has described how 

transformative and exclusionary dimensions of antenatal care for BAME women with 

FGM have contributed to care (in)equities and social (in)equalities for BAME women 

referred to Insight for FGM in numerous ways. Firstly, Insight TMs, as dedicated 

individuals, shape FGM enquiry experiences with CMWs at the fore of the Insight 

antenatal care pathway. They enable sensitive and effective antenatal care 

opportunities for pregnant women with FGM based on their unique need for FGM 

management. This aspect of Insight standardises high-quality environments in which 

women can disclose or discover their FGM with little fear of evasion, stigmatisation, 

or misinterpretation. It also includes more individualised responses to concerns post-

enquiry via improved access to accurate information on FGM, the risks it may pose to 

their health, its prohibition in Scotland, and what can be expected at an antenatal 

Insight referral. As a result of the social equality enabled in the Insight guidelines, 

training, and by these principles, all women also have access to less discriminant FGM 

enquiries, which ensures that fewer women are disadvantaged by racial, ethnic, or 

cultural assumption.  

 

TMs also shape positive antenatal FGM referral experiences. They enable relevant and 

effective antenatal care, support, and protection opportunities for pregnant women 

with FGM to attain their highest standard of health based on highly individualised 

needs and requirements. This aspect of Insight standardises high-quality care 

environments in which women can give and receive FGM-related information and 

acquire treatment, social support, safeguarding, and protections without judgement, 
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misrepresentation, or criminalisation. This ensures relevant management plans 

delivered at a pace amenable to the social, emotional, and clinical circumstances of 

each woman. As a result of the social equality enabled by the principles that Insight 

TMs follow, the right of women with FGM to self-representation and self-

determination—whether this includes complex intersectional influences or not—

regarding their FGM status, cultural influences, views, and health needs without undue 

imposition is better protected.  

 

The exclusionary dimension of antenatal care for women referred to Insight for FGM 

is informed by interagency policies, practices, organisational factors, and behaviours 

that perpetuate care inequities and inequalities for women with FGM. These 

mechanisms shape antenatal experiences from enquiry to postnatal care. They impede 

the transformative contributions of Insight by restricting affected women’s 

opportunities to attain their highest standard of health. In particular, these mechanisms 

maintain barriers to person-centred and preventative care and limit service 

accessibility and efficacy. They also preclude antenatal care satisfaction and well-

being via the disparate impact (i.e., unintentional discrimination) or disparate 

treatment (i.e., intentional discrimination) that results from unaddressed 

discriminatory factors (e.g., economic marginalisation, intersectional prejudice) 

(Society for Human Resource Management [SHRM], 2017). Due to the social 

inequality enabled by such mechanisms, a minority of BAME women with FGM 

continue to be disadvantaged by racial, ethnic, and cultural prejudices, and otherwise 

uninformed policies and organisational decisions. 

 

Finally, stakeholders in FGM research, development, and service provision beyond the 

context of Insight are cautioned in utilising the findings of this study as their 

transferability is considered to be moderate. However, the value of certain findings for 

addressing known barriers to equitable maternal care for women with FGM within 

HIC FGM literature is confirmed for particular settings. Across greater Scotland 

stakeholders can utilise this study to inform the development of cooperative and 

inclusive FGM guidelines, flexible and holistic FGM specialist teams, resources to 

support the mental health and well-being of HCPs, and scoping processes that ensure 
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FGM programmes are adequately scaled and resourced. Across the greater UK, 

stakeholders can also utilise this study to establish clear role guidance for HCPs, 

facilitate integrated FGM healthcare and protections development, and ensure 

equitable care access for non-pregnant women with FGM. Furthermore, the findings 

of this study can guide HIC research and development where services are still based 

on low-quality evidence. HIC stakeholders in FGM healthcare can also utilise the 

study findings to identify motivated HCPs to lead in service development and to design 

effective FGM communication interventions for affected women and HCPs. Finally, 

the findings of this study can be leveraged by stakeholders in research, development, 

and service provision for migrant women with FGM to inform an institutional 

mainstreaming of intersectionality in healthcare and healthcare education. This will 

help combat policies that target or disproportionally disadvantage migrant women with 

FGM. Therefore, as further discussed in the concluding chapter of this thesis, my 

findings confirm that significant room remains for a united front of affected 

communities, HCPs, educators, policymakers, and researchers in Scotland and abroad 

to further evaluate, replicate, and improve upon antenatal care equity and social 

equality for women with FGM.   
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Chapter 9: Conclusions 

In this chapter I offer reflections on some aspects of this study and its findings. In 

Section 9.1, I assess my use of the critical communicative methodology—particularly 

how its philosophical approach informed my reflexive practice, but also complicated 

the identification of nuances regarding care (in)equities and social (in)equalities for 

BAME women referred to Insight for FGM. Section 9.2 then details the implications 

of the study findings for the field of maternal care for women with FGM and my 

recommendations for stakeholders for the development of Insight informed by those 

findings. In Section 9.3, gaps in understanding related to the findings of this study are 

addressed, with suggestions and priorities for future research. Section 9.4 concludes 

this thesis with a final recommendation for all stakeholders in the field of healthcare 

for women with FGM.  

 

9.1 The Critical Communicative Methodology: Revisited  

In regard to the aim of this study (see Section 1.2), my use of the critical 

communicative methodology (CCM) has both aided and complicated the identification 

of care (in)equities and social (in)equalities for BAME women referred to Insight for 

FGM (see also Section 4.2). Primarily, CCM has been an effective tool for generating 

a multilevel understanding of antenatal care for women with FGM and—as detailed in 

Section 9.2—sound rationales for the further development of Insight (Gómez et al., 

2010). While I have yet to succeed in my intention to invite Insight stakeholders to 

apply their own interpretive capabilities to the findings and conclusions of this study, 

CCM has also particularly influenced the reflexive practices that have shaped it from 

design to reporting (Sections 4.2.2; 4.9.2.5; see also Beck et al., 1994; Gómez et al., 

2006; Padrós et al., 2011). For example, in my implementation of the communicative 

healthcare stories (see Section 4.4.1) I was initially surprised by the casual descriptions 

of the universal enquiry shared by the majority of the participating women with FGM. 

However, with the postulates of CCM constantly in mind (especially “7. No Interpretive 

Hierarchy”), upon critical reflection I understood that my own biases—particularly my 

experiences with both private and public healthcare systems, which treat the universal 

right to the highest attainable standard of health as either a privilege or as generosity, 

respectively (DiAngelo, 2011)—were informing the expectation that women with 
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negative HIC antenatal care expectations (e.g., see Baldeh, 2013) would be markedly 

enthusiastic in their praise for being asked about FGM. Thus, I was reminded that the 

universal enquiry (see Table 1) essentially represents the bare minimum of what is 

required to ensure antenatal care equity for women with FGM and thus it is not owed 

women’s gratitude. Therefore, CCM has been critical in emphasizing the potentially 

positive influences and mitigating the potentially negative influences of my 

positionality (see Section 4.10) on this study. 

 

As to the ways in which my utilisation of CCM has complicated the identification of 

care (in)equities and social (in)equalities for BAME women referred to Insight for 

FGM, the transformative/ exclusionary binary suggested by Gómez et al. (2010:29) in 

particular has obscured more interrelated interpretations. For example, while my 

analysis of the Insight guideline has contributed knowledge to the gap in understanding 

regarding FGM guideline statements and real-world outputs and outcomes (Sections 

5.1; 5.2; 8.2.1.3; see also Baillot et al., 2018; Evans et al., 2019b; 2019c; Johansen et 

al., 2018), these findings—as with most of the findings produced by this study—often 

transcended the CCM binary. Per the study design (see Sections 4.5; 4.7.2.3), the 

DoHP was used to determine the intent of the Insight guideline and how eight validated 

factors (i.e., determinants; see Appendix XIX) have contributed to the guideline 

outcomes and outputs helping to shape transformative and exclusionary experiences 

with Insight (Cheung et al., 2010; Rütten et al., 2003b). However, as illustrated in 

Table 14 under the final theme most relevant to the DoHP analysis of the Insight 

guideline (Theme 1: “a supportive guideline for those who support Insight”), rather 

than producing eight corresponding subthemes, the triangulation of the document 

analysis and primary data produced only three subthemes (one transformative and two 

exclusionary). As indicated in Tables 11, 15, and 16, this is due to the determination 

that five of the Insight guideline determinants influenced equity and inequity as well 

as equality and inequality. Therefore, as much to do with FGM involves highly 

complex interactions between persons and systems, the CCM binary has somewhat 

limited my ability to represent their simultaneous contributions to antenatal care 

(in)equity and social (in)equality for women with FGM referred to Insight (Morley & 

Valentino, 2013).  
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9.2 Implications & Recommendations for the Field of Antenatal Care for 

Women with FGM 

In relation to the tertiary research question (see Section 1.3.1), this section details the 

implications of the study findings for the development of antenatal care equity and 

social equality for BAME women with FGM—and occasionally for the wider field of 

healthcare for women with FGM—and recommendations informed by the study 

findings. Section 9.2.1 presents implications related to the transformative dimension 

of antenatal care for women with FGM (see Section 8.1). Section 9.2.2 presents 

implications related to the exclusionary dimension of antenatal care for women with 

FGM (see Section 8.2). In Sections 9.2.3 to 9.2.5, I offer my recommendations for the 

ways in which various stakeholders in Insight can utilise the knowledge generated by 

this study to inform equitable policy development, a united interinstitutional and 

interdisciplinary approach to FGM, effective and efficient FGM training strategies, 

and more reflective and responsive FGM specialists. As discussed in Sections 7.5.2 

and 8.3, stakeholders in FGM service development beyond the context of this study 

are cautioned in utilising these findings to inform research and development, as their 

transferability is limited by their dependence on the circumstances of a specific 

Scottish locale and the unique positionalities of Insight stakeholders.  

 

9.2.1 Implications for Transformative Change: Antenatal FGM Enquiries 

This section presents the implications of understanding produced by this study for the 

antenatal FGM enquiries experienced by women referred to Insight for FGM. This 

includes implications particular to the role the transformative pedagogy of Insight has 

played in developing a sensitive FGM-related learning environment for community 

midwives (CMWs) (Section 9.2.1.1) and in upskilling CMWs’ FGM knowledge 

(Section 9.2.1.2).  

 

9.2.1.1  A Sensitive Learning Environment for CMWs 

While HIC FGM research often acknowledges the negative HCP behaviours and 

practices related to FGM management (see Section 3.3.2), this study is one of the first 

to consider how to address this specific barrier to care equity. Firstly, healthcare 
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managers and specialised FGM service providers218 should include training curricula 

that support HCPs in initially coming to terms with FGM as private persons and 

professionals—ideally before any potential professional contact with affected women. 

Secondly, as suggested by McCormack et al. (2011:2), managers and FGM service 

developers should also acquire an adequate understanding of each individual HCP 

culture implicated in an FGM service (e.g., GPs, CMWs, obstetricians) to best 

understand how their PCC practices are uniquely vulnerable to embedded 

misinterpretations and biases (Dewing, 2008; McCormack & McCance, 2017:17). 

This will help refine FGM training aims, such as the inclusion of curricula that 

confront substandard and discriminatory FGM knowledge or critically reflect on 

antiquated FGM policies and practices. Managers and FGM service developers should 

also ensure that specialists have the resources to provide long-term emotional support 

for those trained HCPs who may continue to struggle to act on FGM policies with 

confidence and sensitivity (see also Section 8.2.2.2).   

 

9.2.1.2  Upskilling CMWs’ FGM Knowledge 

Regarding the limited understanding of FGM training and its effects on HCP attitudes, 

knowledge, and practices in HIC FGM literature (Section 3.3.1; see also Abdulcadir 

et al., 2017), this study indicates that curricula effective at ensuring FGM guideline 

outputs will 1) challenge substandard HCP learning cultures and 2) clarify and 

contextualise HCPs’ FGM-related roles (Browne & Syme, 2002). Thus, educational 

policymakers and healthcare educators from the pre-certification to the specialised 

CPD level in Scotland and abroad should re-evaluate training curricula to directly 

address negative influences within local social, political, and professional discourses. 

These findings also offer insight into the broader scope of equitable healthcare 

development for women with FGM (see also Section 9.3.1). Chiefly, healthcare 

commissioners, healthcare management, and FGM service providers should work 

together to investigate into the resources relevant and available to their local health 

systems that would be needed for HCPs to effectively inform women about FGM and 

 

218 The term “FGM service providers” is used throughout Section 9.2 to describe the core group 

of HCPs responsible for the establishment of Insight, and who remain largely responsible for its 

development.  
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all available forms of treatment, support, and protection. For example, FGM training 

curricula should include not only general information regarding the practice, 

prevalence, provenance, and sociocultural dimensions of FGM but also specific 

information that actively confronts the attitudes, knowledge, and practices embedded 

within HCP cultures that have either antiquated ideas about treatment or otherwise 

essentialise, misinterpret, or discriminate against affected women (Section 2.3.1; see 

also ACLRC, 2020; Crenshaw, 1989; Davidson et al., 2018; Goldberg, 2006). As 

argued by TM Skye in Section 5.1.2.1, FGM training should also supplement 

clarifying documents like the Insight guideline with details regarding HCPs’ 

responsibilities to women with FGM and how they relate to existing protocols, 

practices, and their obligations to policies such as the National Guidance for Child 

Protection in Scotland (Scottish Government, 2014a). In tailoring such resources to 

individual health systems and HCP cultures, specialised FGM service providers will 

be best prepared to ensure that women with FGM have access to the best opportunities 

and environment in which to disclose, learn about, and plan for their health in relation 

to FGM. 

 

9.2.2 Implications for Transformative Change: Antenatal Referrals for FGM 

In this section I present the implications of the understanding produced by this study 

related to Insight antenatal referrals experienced by women with FGM. This includes 

implications particular to the role the transformative pedagogy of Insight has played 

in empowering women’s abilities related to self-representation (Section 9.2.2.1) and 

to the co-development of equitable antenatal care (Section 9.2.2.2).  

 

9.2.2.1  Empowered Self-Representation 

Related to how the Insight training has addressed the mutual fear, anxiety, and mistrust 

historically felt among CMWs and women with FGM (see Sections 3.3.1; 3.3.2), 

specialised FGM educators and service providers should consider how HCP practices 

and behaviours empower and disempower BAME women’s expert knowledge and 

communicative capabilities. To better support HCPs’ PCC skills, educational 

policymakers and healthcare policymakers and educators should also consider how to 

embed the principles of the Health and Social Care Standards and additional principles 
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demonstrated by Insight Team Members (TMs) (e.g., trust) within student and HPC 

cultures (NHS Scotland, 2019). At the very least, healthcare managers and FGM 

educators and service providers should devise methods of identifying exceptional 

individuals who demonstrate a commitment to communicative rationality (see Table 

1) to support specialised services. These efforts will help health systems challenge 

entrenched cycles of exclusion (Figure 25; see also Brokmann et al., 2001) and support 

HCPs to treat difference not as a burden or affront to their own ideals but as an 

invaluable opportunity develop shared understanding in the service of a common goal: 

to empower affected women’s right to self-representation and to challenge and 

influence how others relate to, care for, and include them in decision-making processes 

(Bakhtin, 1975; Flecha et al., 2011). 

 

9.2.2.2  The Co-Development of Equitable Antenatal Care 

To improve healthcare equity, health systems should consider how to consistently 

support universal transformative agency within 1) organisational processes and 2) 

person-centred practices. For the former, as strongly advocated by the WHO (2001a), 

NICE (2008), and UK DH (2015) (Section 3.3.1), healthcare policymakers and service 

providers should include opportunities for meaningful community involvement in the 

development of responsive and holistic PLC (Section 2.5.1; see also Table 1; 

Garfinkel, 1967; Gómez et al., 2006:3–6). For example, FGM service providers and 

community activists should formalise M&E feedback mechanisms (e.g., PPI advisory 

groups [Section 4.3]) and/ or patient advocate roles with the power to influence 

organisational processes as community needs evolve (see also Section 8.2.1.3). As for 

person-centred practices, should educational and healthcare policymakers pursue the 

mainstreaming of intersectionality (Section 8.2.2.3; see also Dhamoon, 2011), this 

should also include support for HCPs to reconcile with the contradictory need to 

occasionally balance their advocacy for transformative agency with the 

acknowledgement of existing complex sociocultural differences. In doing so, 

historically marginalised groups such as women with FGM will have better access to 

care, support, and protection plans relevant to the full breadth of their lives.  
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9.2.3 Recommendations & Implications for Transformative Change: Limited 

Cooperation 

In this section I present recommendations for the development of Insight informed by 

the limited interinstitutional and intra-institutional cooperation described by 

participants. This includes recommendations for key stakeholders in antenatal FGM 

management and other related fields specific to the exclusionary aspects of the NHS 

Scotland capitation policy (Section 9.2.3.1), universal enquiry strategy (Section 

9.2.3.2), FGM data management and utilisation (Section 9.2.3.3), and interdisciplinary 

cultural barriers (Section 9.2.3.4). Implications for the fields of healthcare capital 

distribution and healthcare for women with FGM are also included.  

 

9.2.3.1  Financial Realities & Capitation Policy 

In Section 5.1.2.3, the principles of NHS Scotland capitation policy are found to be 

highly embedded in the perceptions of staff. This is demonstrated by CMWs and TMs, 

who find it difficult to envision alternatives to service utilisation to demonstrate the 

value of programmes like Insight. In thinking beyond the constraints of NRAC, 

however, it is fortuitous that in response to the 2019 NHS audit, Scottish MSPs called 

for its reconsideration (Swanson, 2019). While the goal of this call has been to protect 

frontline services, it also presents an opportunity to challenge that goal and realpolitik 

notions of “fairness” at the expense of a more equitable view (Davidson et al., 

2018:190).  

 

NHS policymakers across the UK should use the findings of this study to reconsider 

the determinants of NHS health board capital distribution that are fundamentally 

unsuited to “the objective of equity” (Asthana et al., 2004:549). For example, in her 

work “Re-Thinking Intersectionality” (see Section 2.3.1), Jennifer Nash (2008) argues 

that distribution determinants should instead begin from the perspective of the most 

disadvantaged, not the most common disadvantages. This is not to suggest that 

specialised services such as Insight should be prioritised over those that address more 

widespread issues (e.g., heart disease) but rather that policymakers should consider 

how this study evidences the barriers NRAC poses to the sustainability of the FGM 

services they themselves have recommended. In doing so, NHS Scotland policymakers 
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can more effectively advocate for the mainstreaming of equity in resource allocation 

and across all institutional processes in the service of purported institutional 

commitments to equitable development.  

 

Service evaluation frameworks such as the Health and Social Care Standards (see 

Section 7.1) offer some alternatives to traditional capitation determinants for NHS 

Scotland policymakers. Unlike NRAC, the Standards value patient-reported 

experiences and outcomes (i.e. impact) over service utilisation (Scottish Government, 

2017c). Also included in the valuation of services are early and sustainable 

accessibility and PCC practices (see Section 2.5.1) that promote self-determination, 

anti-discrimination, and human rights (Scotland Curriculum for Excellence [CfE], 

2022). Therefore, policymakers should work with Insight service providers to consider 

the Standards and the transformative organisational practices demonstrated by TMs 

(e.g., multidirectional communication in FGM history-taking) in their restructuring of 

capitation policy. In including such qualitative determinants, outstanding services with 

a significant transformative impact on equity and inclusion that have been historically 

undervalued due to low or imprecise prevalence like Insight, can be more effectively 

characterised and factored into the distribution of health board capital and given more 

opportunities to access resources appropriate to their demanding interdisciplinary 

workforce needs (ibid.:26).  

 

9.2.3.2  Universal Enquiry Strategy 

As described in Section 8.2.1.2, the NHS workforce “scoping” review suggested by 

TM Lily and NHS England (2018) should be undertaken to determine where training 

and the universal enquiry should be prioritised to ensure Insight care quality and 

access. Stakeholders involved in the review—who should include community 

members, Insight service providers, and NHS commissioners and managers—should 

use the findings of this study as a guide on where to begin their scoping. In particular, 

reviewers should seriously consider participating women’s identification of GPs as a 

potentially critical point of access for FGM-related care. Furthermore, to ensure 

women’s access to Insight, NHS Scotland policymakers should consider my study 

findings on access barriers (e.g., CMWs failing to enquire) and the results of the 
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scoping review to institute a mandatory universal enquiry at booking for midwifery, 

GPs, and any additional essential disciplines identified (see Section 6.2.2). NHS 

Scotland policymakers should also utilise the data provided by CMWs in Sections 

5.1.1.3 and 6.2.2—who confirmed that the universal enquiry can be skipped on the 

NHS Scotland IT system—to recode the question to be a mandatory value for the 

completion of antenatal booking forms. If adequately monitored, a mandatory value 

may also prove useful in addressing the lack of understanding regarding FGM 

recording processes in Europe, identified in Section 3.3.1 (Abdulcadir et al., 2017; 

Baillot et al., 2018). 

 

To further standardise the “universality” of the enquiry, Insight service providers 

should also respond to participant perceptions of failures to enquire by amending the 

Insight guideline to clarify that all women need to be asked about FGM regardless of 

their race, ethnicity, or country of origin. This should reduce failures due to the fear, 

lack of awareness, or prejudice of HCPs identified by Leye (2018) (Section 3.3.2) and 

TM Skye (Section 5.2.2) as well as delays to preventative antenatal care (NICE, 2008). 

Additionally, with participants’ reports of CMWs deprioritising FGM training and the 

RCOG (2015) Green-Top Guideline No. 53 (see Section 3.3.1) in mind, healthcare 

policymakers should standardise mandatory CMW “training on FGM and it’s [sic] 

management”—though this would also be beneficial for all essential HCPs. This will 

improve care quality, and also build up HCPs’ interdisciplinary trust (see Sections 

5.1.2.1; 6.1.1; 6.2.1) and a sense of responsibility for the care and support of women 

with FGM. Finally, healthcare policymakers should consider the recommendation of 

CMW Emily in Section 6.1.1 and require Insight training for the professional 

qualification of all essential HCPs. This will adequately prepare HCPs who are critical 

to care equity to routinely deliver the universal enquiry.   

 

9.2.3.3  Data Management & Utilisation 

In Section 5.1.2.3, TM Lily identifies the difficulties of proving the value of Insight at 

the institutional level. To aid reporting on their impact and developmental needs to 

NHS Scotland commissioners and managers, this understanding should therefore 

motivate Insight service providers to amend the Insight guideline and training to reflect 
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contemporary FGM recording standards. This should include the 2016 introduction of 

the International Classification of Diseases FGM code, which enables more accurate 

FGM recording and data-sharing between secondary and primary care (Scottish 

Government, 2016a:12). Service providers should also amend the Insight guidelines 

to clarify that all “clinical systems that deploy Read clinical terms and codes” (e.g., 

out-of-hours services)—not only GPs—can document FGM (ibid.:13). Not only will 

these changes encourage better FGM recording practices, but also, per the 2016 

Scottish CMO directorate (see Section 3.3.1), contribute to “the success of monitoring 

of FGM in Scotland” (ibid.:12).  

 

To address the exclusionary impact of NRAC on FGM recording processes described 

by participating Insight TMs, NHS Scotland policymakers should also reconsider 

taking part in the work of improving what can often be the epidemiologically opaque 

issue of FGM (see Section 2.4; Appendix V). Specifically, policymakers should 

develop nationally relevant mechanisms and a repository for individual-level FGM 

data (Atkinson et al., 2019:1524), especially if service planning continues to be at least 

in part informed by utilisation (see Section 8.2.1.1). As recommended above, a 

mandatory universal enquiry for GPs and other essential HCPs would also benefit the 

mandatory recording needed for effective FGM monitoring. Rather than perpetuating 

a fragmented system, these shifts in policy will assist Insight and its partner agencies 

in meeting the needs of their target populations (e.g., through an effective expansion 

of the universal enquiry) and ensure efficient FGM service and care planning. They 

will also contribute to the elimination of the unsystematic HCP note-taking noted by 

TMs (see Section 5.1.1.3) and—in conjunction with capitation policy reforms—to the 

elimination of justifications for TMs’ ineffective practice of double-counting women 

as, to ensure data validity, each woman should only be “counted once, no matter how 

many attendances they had during the year” (Section 5.1.2.3; see also Hancock, 2018; 

DH, 2015). 

 

NHS Scotland policymakers should also consider the evidence produced by this study 

that reveals the numerous factors influencing (re)referral failures (e.g., lack of 

knowledge, fear, bias, classism) to inform the implementation of health/medical record 
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(EHR/EMR) and referral management systems (Odisho et al., 2020). For example, in 

2019, Pablo Buitron de la Vega et al. tested the efficacy of automated EHR-based 

screening and referral software for the identification of social determinants–based 

needs among US primary care patients. They found that EHR was “successful in 

identifying and providing resource information” to relevant patients (Buitron de la 

Vega et al., 2019:S133). Therefore, with additional study to further confirm re-/ 

referral reliability, as recommended by Baillot et al. (2014) in the context of Dutch 

healthcare systems, an automated EHR-based clinical workflow strategy should 

facilitate more dependable interdisciplinary notifications and re-/ referrals to services 

like Insight. While as ideal an output as the trust developed between Insight TMs and 

Police Scotland (see Sections 5.2.1; 7.3.1), this should also mitigate against those 

barriers to (re)referrals such as the embedded cultural tensions discussed in Section 

8.2.2.3.  

 

To support Insight service providers and healthcare managers in addressing the 

absence of Insight M&E processes identified in Section 5.1.6, I offer several 

recommendations for the development of ongoing, problem-focused, and present- and 

future-oriented Insight M&E (Murry et al., 2004). Providers and managers should 1) 

clarify Insight goals, 2) use existing data effectively, 3) diversify monitoring processes, 

and 4) institute evaluation processes. Firstly, concerning goals, service providers and 

managers should address the limited fulfilment of the “Goals” DoHP determinant 

(Section 5.1.3; see also Table 14). Found to have “room for improvement” by this 

study, the near absence of concrete and diverse organisational goals within the Insight 

guideline is found to have facilitated M&E-based inaction among TMs. This is 

somewhat understandable, as the process of defining clear goals for a service 

influenced by diverse interagency and interdisciplinary interests is likely to be 

challenged by “pluralist bargaining” and unequal power dynamics (Bechhofer & 

Paterson, 2000:122–23). Nevertheless, these findings will help guide Insight service 

providers and NHS Scotland managers to define SMART (i.e., specific, measurable, 

achievable, relevant, and time-bound) goals for Insight (Ogbeiwi, 2017). In particular, 

my findings support development that includes consistent contributions to short- and 
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long-term antenatal evidence-based policy/ practice (EBP) development that 

promotes:  

 

• general, maternal, and neonatal health; 

• positive maternal care outcomes and experiences;   

• FGM-related physical and sociocultural normalisation219 (see Section 

7.2.3); and  

• an effective and empowered (i.e., supportive of maternal equality of 

opportunity, self-esteem, competence, and autonomy) transition to 

intrapartum care (WHO, 2016c).  

 

By introducing such goals, Insight service providers and managers can engage 

interdisciplinary stakeholders in cooperative and trust-building development and more 

accurately define relevant M&E processes such as regularly scheduled Insight Team 

meetings. This will ensure organisational effectiveness in meeting the concrete aims 

of its stakeholders (i.e., their intended outputs and outcomes) is consistently assessed 

and reassessed to determine, maintain, and expand both organisational sustainability 

and antenatal care equity and social equality for women with FGM. 

 

Secondly, to address the reporting issues identified by TMs and establish the M&E 

processes they already recognise as insufficient, NHS Scotland commissioners and 

researchers need to utilise existing FGM data effectively. Figure 9 includes the NHS 

England recommendation that “Commissioners must understand local population 

needs in relation to FGM” (2018:9; Section 3.3.1). While the opportunity to conduct 

an informative baseline study for Insight—in addition to Baldeh (2013)—has passed, 

the FGM data collected since its implementation (via antenatal booking, risk 

assessment, and referral processes [see Appendix XVI]) is valuable for developing 

epidemiological and clinical understanding. For example, though the data’s 

completeness is currently unknown (to be established by in-depth research), the FGM 

risk assessment includes indicators to report where FGM was performed, risk factors, 

medical symptomatology and complications, received treatments, and FGM-related 

views and intentionality, among others. This data is inarguably critical to 

understanding local trends and service needs and should therefore be collated in a local 

 

219 Not inclusive of endorsement (e.g., in relation to the past or future performance of FGM).  
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repository for analysis to respond to this study’s findings regarding the poor quality of 

evidence available to Insight service providers for development. Relatedly, to promote 

data completeness, Insight service providers should amend the Insight guideline 

include the implementation of such processes. Should NHS Scotland policymakers 

consider the development of a national FGM data set, local repositories should also be 

standardised across health boards to guide integration and national planning.  

 

Thirdly, in 2014 Baillot et al. found that of the few HIC FGM-related health 

interventions they reviewed, most have focused on utilisation (see also Balogun et al., 

2013). However, as argued by Insight TMs in Sections 5.1.2.3 and 8.2.1.1, the utility 

of this indicator is narrow and “not all that needs to be collated” (Lily, TM) by the 

service. Therefore, Insight service providers and researchers should utilise this 

understanding to diversify service monitoring in ways that better capture outputs, 

outcomes, and patient satisfaction. Potential forms of data collection include: 

 

• Cumulative and newly recorded women and under 18s  

• Reasons for declining Insight rereferrals, if given (see Section 6.2.2)  

• Disaggregated data by specific BAME inequalities (not merely 

nationality or ethnicity)220  

• Rapid and longitudinal, qualitative and quantitative community-

reported data (Communities Scotland, 2005; NHS Digital, 2020c; 

Davidson et al., 2018) 

 

However, it should be noted that significant study and moral imagination is required 

to develop the appropriate tools for such forms of data collection. This may include 

the tools recommended by Abdulcadir et al. (2017:9), Atkinson et al. (2019:1524), and 

Evans et al. (2019a; 2019c) needed to understand the efficacy of Insight’s clinical, 

psychological, and social (e.g., public protections) interventions and the FGM 

knowledge, attitudes, and competencies of HCPs (see Section 3.5). Researchers should 

also continue to expand on the knowledge reported in this study to develop a shared 

understanding (Gómez et al., 2010:28) of women’s experiences and clinical outcomes 

as identified by Balliot et al. (2014) and other authors identified in Section 2.1.3. 

 

220 See Davidson et al. (2018:189) and Coalition for Racial Equality and Rights (CRER) 

(2014).  
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Additionally, researchers should utilise the findings of this study and additional 

enquiries to develop a tool to determine the organisational needs of Insight (e.g., time 

required for effective service delivery, evaluation, and adjustment) would also be of 

value (see Section 8.2.1.1). These tools should also recognise FGM-affected 

communities as an essential part of the evidence base, with valuable knowledge 

regarding Insight and FGM-related care, protections, and support (Section 4.2; see also 

Gómez et al., 2006:3–6; Schütz, 1970).  

 

Finally, in response to the admission of Insight TMs, Insight service providers, 

healthcare managers, and researchers should schedule term-based (e.g., quarterly) and 

longitudinal evaluation protocols to be included in the Insight guideline. This will 

ensure the consistent and effective utilisation of Insight data to determine the 

effectiveness of its intended outputs and outcomes. This should involve both internal 

and external evaluative groups that can systematically and objectively assess 

organisational goal maintenance needs, with service providers and managers making 

sure the latter group (i.e., researchers) is not “subject to funding cycles” (Davidson et 

al., 2018:197), as is often the case in the voluntary sector. Equally, as demonstrated by 

the prolonged duration of this study, external evaluation by academics should be 

carefully considered, as the resources and time allotted in this context can be 

unpredictable. In enacting such change, the knowledge produced in addition to this 

study made available to developers and TMs can be used to describe the positive and 

negative impacts of Insight and advocate for transformative adaptations such as 

interdisciplinary development.  

 

9.2.3.4  Interdisciplinary Cultural Barriers 

In Section 5.2.2, CMW Isla contends that the persistent medical hierarchy within NHS 

Scotland, while having seemingly improved in recent years, still requires significant 

effort from all parties to overcome. Therefore, to ensure early and equitable access to 

antenatal care for women with FGM, Insight service developers and healthcare 

managers should seek to engage in FGM training and be invited back into Insight 

guideline development. FGM trainers should also include clear instruction to GPs on 

the antenatal referral pathway for women who are pregnant or trying to conceive. With 
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a clear justification for referrals to the Insight midwife and an awareness of the 

specialised care delays and procedural duplication their avoidance of Insight can cause 

(such as experienced by Nadia in Section 6.2.2), GP engagement should improve. 

Based on the evidence discussed in Sections 5.1.2.1 and 6.1.1, systematic FGM 

training for GPs should also improve professional trust in and understanding with 

TMs. As for developmental processes, Insight service providers should also work with 

GPs to introduce processes more amenable to GPs with FGM experience. This could 

include better recognition of their authority to conduct FGM risk assessments, while 

still encouraging open communication with TMs. By involving GPs in meaningful 

development, GPs will be less likely to ignore “directives they don’t like” or find it 

“demeaning” when facing the authority of non-senior staff like the Insight midwife 

(Bate, 2000:494) because they will have a greater stake in ensuring Insight guideline 

outputs and outcomes. TMs who have evidenced established GP relationships in this 

study (e.g., TM Blair) should also actively endeavour to transfer that trust and social 

capital221 to the Insight midwife (see Section 5.2.2) (Bourdieu, 2011; De Camargo 

Fiorini et al., 2018). This will help, as Carol Young of the Coalition for Racial Equality 

and Rights (CRER)222 put it, “people further down the chain of command who 

specialise in equality but don’t have the authority to drive improvement” gain status 

with senior staff who lack their expertise in FGM (Davidson et al., 2018:180–98).  

 

9.2.4 Recommendations & Implications for Transformative Change: Poor 

Communication 

In this section I present recommendations for the development of Insight related to 

poor communication. This includes suggestions informed by the findings of this study 

specific to exclusionary aspects of the universal enquiry format (Section 9.2.4.1), 

variations in antenatal service quality (Section 9.2.4.2), discrimination (Section 

9.2.4.3), and rereferrals (Section 9.2.4.4).  

 

221 In his work The Forms of Capital, celebrated sociologist Pierre Bourdieu (2011) defined 

“social capital” as “the aggregate of the actual or potential resources which are linked to possession of 

a durable network of more or less institutionalized relationships of mutual acquaintance and 

recognition” (86).  
222 CRER is a Scottish charity advocating against racial discrimination and harassment through 

engagement with public-sector organisations and the national agenda on race mainstreaming (CRER, 

2020).   
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9.2.4.1  Universal Enquiry Format 

To address communication issues related to the universal enquiry, FGM trainers should 

invite community members to program more detailed instruction (e.g., suggested 

phrasing and conflict resolution) on FGM communication into the Insight training, as 

argued by CMWs in Section 6.1.1. As described by participating women in Section 

6.2.2, NHS Scotland policymakers should also include a nonverbal universal enquiry 

as a routine feature of the written self-reported health history taken upon all women’s 

entry to essential healthcare disciplines. Policymakers and community members 

should also work together to include on these forms an accessible definition for FGM 

that incorporates the various FGM nomenclature (see Figure 1; see also Section 3.3.2; 

Section 6.2.2; Agbemenu et al., 2019; Evans et al., 2019b; Jacoby et al., 2015; Litorp 

et al., 2008; O’Brien et al., 2016). It is believed by participating women in this study 

that a written version of the universal enquiry will offer greater sensitivity, time, and 

privacy for potentially affected women to consider and investigate their FGM status. 

The inclusion of an FGM enquiry on self-report forms also mitigates limitations on 

access due to potential HCPs’ bias regarding women’s race or ethnicity and increases 

the opportunity for relevant Insight referrals as it would be included on women’s status 

at the earliest stage of healthcare access. Should a multidisciplinary universal enquiry 

become mandatory, including the question prior to a verbal enquiry will also better 

prepare women for a discussion about FGM with their HCPs.  

 

9.2.4.2  Variations in Service Quality 

Recommendations to reduce variations in antenatal service quality linked to poor 

communication include the 1) expansion of FGM training updates, 2) alteration of 

update content and requirements, and 3) reconsideration of CMWs’ role in and 

responsibilities to Insight. These recommendations on Insight guideline and training 

output sustainability should also be considered in any equity-based revisions NHS 

Scotland policymakers make to NRAC (Section 8.2.1.1) and in stakeholders’ (i.e., 

community members, Insight service providers, and NHS commissioners and 

managers) scoping of the organisational needs of Insight (Section 8.2.1; see also 

Section 9.3.2).  
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Per evidence of FGM-related knowledge and confidence loss among participating 

CMWs, to improve sustainability, NHS Scotland policymakers should consider 

instituting mandatory in-service FGM updates at, for example, two-year intervals (see 

also Section 8.2.1.2). With the support of researchers to determine the most effective 

interval, mandatory updates will also help address the evidence produced by this study 

regarding negative CMW attitudes toward FGM updates and poor communication 

from community midwifery team leads on Insight update availabilities (see also 

Section 9.3.2). Furthermore, Insight FGM trainers should amend the curriculum to 

directly link CMWs’ maintenance of their FGM- and Insight-related knowledge to 

healthcare equity and the health and safety of women and girls affected by FGM. This 

should remind CMWs of the value of that knowledge even within community teams 

where Insight is not regularly needed (i.e., suburban teams). Insight service providers 

should also add information on CMWs’ responsibility to and the availability of FGM 

training and updates to the Insight guideline.  

 

Finally, should CMWs be given sufficient access to Insight training updates and 

demonstrate consistent sensitivity and skill, Insight service providers should 

reconsider CMWs’ role in Insight. For instance, with improved training quality, 

CMWs’ responsibilities could be expanded to include the greater autonomy in FGM 

information-gathering that participating CMWs already demonstrate in Section 6.2.2 

due to “autonomy of practice” being a central domain in CMWs’ proficiencies (NMC, 

2019b; see also Section 2.5.2). Should training outputs and sustainability improve—

preferably evidenced by robust M&E processes—Insight service providers should also 

consider piloting the “caseload care model” of FGM service delivery (see Forster et 

al., 2016). In doing so, affected women would have greater care continuity, as the 

model requires CMWs to take charge of women’s general and FGM-related care and 

support throughout their antenatal, intrapartum, and postnatal periods. At the very 

least, Insight service providers and FGM trainers should clarify the existing boundaries 

of CMWs’ information-gathering responsibilities—and the potential consequences of 

crossing those boundaries as identified in the study findings—in the Insight guideline, 

training, and updates.  



 

355 

 

 

9.2.4.3  Discrimination 

Regarding the unreflective Insight processes and institutional policies that contribute 

to social inequality for women with FGM (see Section 8.2.2.3), it merits repeating that 

the findings of this study suggests that NHS Scotland policymakers should instate a 

mandatory universal enquiry for all essential HCPs (see Section 8.2.1.2). As advocated 

by CMW Jessica in Section 6.1.1, this will improve nondiscrimination in FGM 

enquiries by mitigating potential HCP bias. Should mandatory status be granted, 

Insight service providers should also monitor the universal enquiry just as the routine 

enquiry is monitored (Section 5.1.6). As TMs themselves evidence their willingness 

to hold CMWs to account for GBV enquiries, applying that commitment to FGM will 

improve CMWs’ accountability to sensitive and nondiscriminatory enquiries. As 

suggested by Young, Insight’s organisational goals and M&E processes related to the 

universal enquiry should also include meaningful community engagement, especially 

in interpreting enquiry-related evidence—including that produced by this study—

“with an understanding of racism and racial inequality” (Davidson et al., 2018:190).  

 

To further confront the intersectional discrimination embedded within CMW student 

and workforce cultures and cultural systems (e.g., the community midwifery learning 

culture), policymakers in healthcare education and NHS Scotland—with the support 

of additional research (see Section 9.3.3)—should utilise the findings of this study to 

undertake targeted intersectional investigations. In particular, these investigations 

should “attend to and disrupt” the effects of vehicles of oppressive power on their 

students and workforce (Dahmoon, 2011:230; Collins, 1990; Carbado & Gulati, 2000). 

As suggested by the evidence of interpersonal and institutional intersectional 

discrimination identified by this study, the results of these investigations will also 

likely recommend the reconsideration of cultural competence and PCC training. While 

this study has identified the potential benefits of Curtis et al.’s (2019) concept of 

“cultural safety” over cultural competence and in addition to PCC training (see 

Sections 3.4.4 and 7.5.2.4), the findings also prove that culture is only one of many 

categories of difference that construct “the everyday life and power relations” 

experienced by multiply disadvantaged people in healthcare spaces (Figure 24; see 
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also Dahmoon, 2011:231–3; Phoenix & Pattynama, 2006; Razack, 1998). According 

to Goldberg (2006), recognising more than cultural discrimination is in fact critical to 

improving social equality within institutions like NHS Scotland, as the use of “culture” 

as a homologue223 for “race” serves to sustain the Western social and political post-

racial discourses that erase BAME experiences (339; see also Malik, 1996; Viruell-

Fuentes et al., 2012). Therefore, policymakers in healthcare education and NHS 

Scotland should use these findings to inform the mainstreaming of intersectionality 

into PCC policy (Dhamoon, 2011). This will help raise awareness of the “ideologies, 

policies, and day-to-day ‘othering’ practices that serve to assign privilege to some 

groups and strip others from health-promoting resources” (Viruell-Fuentes et al., 

2012:2103) rather than perpetuate ignorance, misunderstanding, and the 

essentialisation of BAME people.  

 

To help integrate the concepts of PCC and intersectionality, the transformative aspects 

of the social and emotional support offered to CMWs by Insight identified by this 

study (see Sections 6.1.2; 8.1.1.1) should be adopted by educators at the university and 

practice levels. This includes providing students (e.g., via coursework) and practicing 

HCPs (e.g., via CPD) the physical and social spaces to safely and effectively confront 

the complex cycles of exclusion being acted out in healthcare environments (Figure 

23; see also Brokmann et al., 2001; Crenshaw, 1989; 2010; Dahmoon, 2011:231; King, 

1988). As evidenced by participating CMWs, it is in such spaces that an understanding 

of healthcare inequity and inequality can be contextualised within the dynamic 

interactions “between individual and institutional” factors. With this support, students 

and HCPs will be better able to confront and combat the institutional policies that have 

historically contributed to “differing manifestations and degrees of penalty and 

privilege” in HCP learning cultures and practice (Dahmoon, 2011:236). Educators at 

the university and practice levels should also support HCPs to reflect on how their own 

social lives and cultures interact with those institutional manifestations of 

discrimination to limit the quality of healthcare services and provision. Lastly, the 

 

223 The Cambridge online dictionary describes a homologue as “something that has a similar 

position, structure, value, or purpose to something else” (Cambridge Dictionary, 2020). In a discursive 

sense, this would mean using “culture” in place of “race” to describe social experiences.    
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adoption of intersectional PCC training and CPD by educators will help highlight 

intersectional discrimination and how it can compound in healthcare spaces, how 

HCPs can stymie interdependent constructions of personhood, and how important 

women’s empowerment is to the delivery of PCC.  

 

My last recommendation related to the intersectional discrimination experienced by 

participating BAME women with FGM concerns the facilitation of positive educator-

FGM trainer relationships in the delivery of intersectional education. Rather than 

working discordantly, as described by TM Grace in Section 5.2.1, healthcare 

educators, FGM trainers, and affected community members should work together in 

the delivery of intersectional study sessions. In university spaces, trainers and 

community members can share personal and professional anecdotes—identified by 

CMWs in Sections 6.1.1 and 6.2.2 as a highly valued form of healthcare education—

that relate to intersectional experiences like Nadia’s (Sudanese) and the cycles of 

HCP–community mistrust they perpetuate. Greater trainer and community 

involvement at the university level will also help strengthen those professional 

relationships described by participating CMWs like Jessica in Sections 5.1.2.1 and 

6.1.1, and further embed them in the professional culture as instrumental to specialist 

service delivery (see also Section 9.3.3).  

 

9.2.4.4  Rereferrals 

In response to the rereferral-related contentions shared by some participating women, 

Insight service providers and FGM trainers should revise rereferral processes and 

communication. While researchers can use the findings of this study to inform 

additional research on the validity of rereferrals, should that validity be confirmed, 

several alterations to rereferral processes should be made to improve community 

understanding. Chiefly, Insight service providers should make rereferral offers from 

CMWs mandatory and amend the Insight guideline to clarify this process. An item for 

Insight rereferrals should also be included on antenatal booking forms to prompt 

CMWs to make offers to women already known to have FGM. While TMs should 

continue to demonstrate trust in and respect for women who decline a rereferral 

(Section 7.3.2), mandatory rereferrals from CMWs will reduce the number of women 
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who are not offered this service, as evidenced by the Insight Team midwife and Aamira 

(Sudanese) in Section 6.2.2. Insight trainers should also clarify rereferral processes for 

CMWs and provide support on how to effectively explain the potential benefits of 

attending a rereferral to women’s health, well-being, and safety. Finally, to hold CMWs 

to account, Insight service providers involved in M&E development (Section 8.2.1.3) 

should also consider monitoring CMWs’ adherence to rereferral processes as the 

routine enquiry is monitored (Section 5.1.6).   

 

9.2.5 Recommendations & Implications for Transformative Change: Bounded 

Transparency 

In this section I present recommendations for the development of Insight related to the 

bounded transparency demonstrated by Insight TMs. This includes recommendations 

that address exclusionary aspects of Insight, such as FGM skill centralisation (Section 

9.2.5.1) and international and adult protection information provision (Section 9.2.5.2).  

 

9.2.5.1  Skill Centralisation 

Recommendations for improving the transparency, accessibility, and sustainability of 

Insight related to FGM skill centralisation include 1) relevant M&E development, 2) 

cooperative sustainability planning, and 3) healthcare literacy and activism support. 

Utilising the findings of this study related to the limited organisational capacity of 

Insight, both the reconsideration of NRAC (Section 8.2.1.1; see also Swanson, 2019) 

and the development of Insight M&E protocols by NHS Scotland policymakers and 

Insight service providers (Section 8.2.1.3) should include special considerations for 

service expansion and succession. While NRAC-related concerns require additional 

research (see Section 9.3.5), sustainability planning should be included in M&E 

development to address access barriers enabled by the geographic fragmentation of 

TMs (Section 5.1.6) and skill centralisation described by participating TMs. According 

to the findings of this study, Insight service providers should consider, for example, 

how the case-sharing approach used by TMs like Skye might be adopted by other TMs 

whose FGM skills are more centralised. As noted by participating women, service 

providers, community members, and researchers could also design M&E processes to 

help re-evaluate the combined roles of FGM lead and FGM and GBV midwife—and 
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reconsider a local adaptation of the NHS England FGM support clinic model piloted 

in 2019 (Bethell, 2020), for instance. With intersectional resources FGM clinics could 

replicate the holistic “medical and psychological care” (Moore, 2012:25) offered by 

the English African Well Woman’s Clinics. As suggested by Inaya (Sudanese) in 

Section 7.2.3, clinics will likely improve service accessibility for a larger number of 

women with FGM, not only those who are pregnant. However, as discussed in Section 

8.2.1, FGM clinics would require significant interagency and interdepartmental 

cooperation. 

 

Findings related to FGM skill centralisation within the Insight Team (see Section 

8.2.2.4) suggest that interagency, interdepartmental, and intradepartmental 

cooperation is key to Insight sustainability. This particularly concerns NHS Scotland 

managers, the community midwifery leadership, and Insight TMs. On an institutional 

level, NHS Scotland policymakers and managers should consider improving pathways 

and incentives for CMWs interested in specialising—as CMW Ella described such 

opportunities and roles as significantly lacking. At the level of community midwifery 

team leadership, while NHS Scotland staffing shortages may stymie efforts (Howarth, 

2021), NHS Scotland managers and team leads should also endeavour to improve 

CMWs’ awareness of opportunities to specialise and of any new pathways or 

incentives on offer. Lastly, those Insight TMs identified by this study as demonstrating 

“protective natures” regarding their FGM-related cultural capital should reconsider 

how this attitude might affect care equity in the long term (Section 5.1.6; see also 

Bourdieu, 2011; 1999). Instead, TMs should use the time and trust they have built with 

HCPs (Section 5.1.2.1) to identify those individuals motivated to work to ensure the 

long-term sustainability of Insight. In cases where the quality of women’s care would 

not be affected, TMs could even offer these individuals opportunities for vocational 

modelling or “shadowing” (Montori, 2017).  

 

Finally, to address the gap in awareness regarding women’s right to change 

practitioners identified by this study and the related limitations of the organisational 

capacity of Insight, I reiterate the recommendations of women cited in Baldeh (2013) 

(Section 3.3.5) who suggest that policymakers in healthcare education should develop 
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better support to raise HCPs’ awareness of and ability to communicate on relevant 

cultural experiences (see also Section 8.2.2.3). For example, healthcare educators 

should be required to include HCP communication training for supporting people who 

are unfamiliar with the local health system and/or unaware of their patient rights. 

Improved healthcare literacy training should also include methods of helping HCPs 

communicate more transparently about the limitations of the health system and its 

services. Ultimately, these developments will empower women with FGM to continue 

to effectively advocate for their health and well-being, and increase equitable 

healthcare development. 

 

9.2.5.2  International & Adult Protections 

Recommendations concerning the transparency of Insight TMs’ communication on 

international and adult protections from FGM include several adjustments to Insight 

practices and protocols. With the support of additional research (see Section 9.3.6), 

Insight service providers should respond to the confusion and trepidation shared by 

participating women with FGM by ensuring that all TMs share resources related to 

UK extraterritorial and international protections from FGM, regardless of a woman’s 

residency status or likelihood to travel outside the UK. TMs should be encouraged to 

promote these resources and protections, but also be realistic about their efficacy. For 

example, TMs should be transparent regarding the difficulties of prosecuting FGM 

without reasonable community support, the undetermined efficacy of international 

protections, and the dangers that still exist in relation to family members living abroad 

who might disregard Scots FGM law.  

 

Secondly, in response to the informal responses to reinfibulation captured by this 

study, Insight service providers should consider routinising adult protection 

procedures. First and foremost, this should include the meaningful involvement of 

women in the process of adult risk assessment. This is not to encourage the prosecution 

of affected women or their families but to keep open communication regarding 

reinfibulation and the support available to prevent repeated acts of FGM. For example, 

depending on the relevant circumstances of each woman, TMs should facilitate 

discussions regarding the risks of reinfibulation (see Appendix I; II) and of motivating 
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factors such as GBV (O’Brien et al., 2017) and the double standard perceived by some 

women regarding FGM and cosmetic genital surgeries (Einstein et al., 2019:49; 

Manderson, 2004). While requiring significant levels of trust between women and their 

HCPs, these frank conversations will enable women to make fully informed decisions 

regarding violations of their bodily autonomy and future protection. In this way, these 

adjustments will also strengthen TMs’ relationships with affected communities and 

uphold the principles—as discussed in Section 8.1.2.2—underpinning the established 

balance between TMs’ advocacy for women’s autonomy and their imminent need for 

public health support (Section 7.2.3).  

 

9.3 Future Research 

As in this study, the year three progress report for Scotland’s National Action Plan to 

Prevent and Eradicate FGM, published by the Scottish Government in 2019(b), has 

identified substantial improvement regarding objectives related to “the provision of 

appropriate support and sensitive services for survivors of FGM” (Scottish 

Government, 2016b:4). This includes developments related to 

 

• the instalment of Scottish health board leads,  

• the instalment of a single point of contact for Police Scotland,  

• police information-sharing processes and community engagement,  

• FGM recording processes for maternal health records,  

• IRD processes, 

• multiagency information-sharing protocols and guidance,  

• NHS Scotland staff access to FGM information and service details,  

• trauma-informed care support, and  

• maternal care provision (Scottish Government, 2019b:33–40).  

 

However, priorities for further investigation and improvement identified by the 

Scottish government also include interagency learning and development related to 

child protection, FGM healthcare data recording for service monitoring and 

development (see also Sections 8.2.1.3; 9.2.3.2; 9.2.3.3), and the collation of IRD and 

FGM data to inform national service coordination and prevalence assessments (see 

also Section 8.2.1.3). Equally, as detailed below, this study has identified investigative 

opportunities for the improvement of antenatal care equity and social equality for 

women with FGM (some of them overlapping). Therefore, since the Action Plan drew 
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to a close in June 2020, it is crucial that a broad coalition of stakeholders continue to 

develop understanding to inform “significant and sustained step-change in policy, 

practice and societal attitudes and behaviours” regarding the protection, prevention, 

and provision of services for women with FGM (Scottish Government, 2019b:30).  

 

This section presents several avenues of research germane to the recommendations 

and implications for the field of antenatal care for women with discussed above in 

Section 9.2 that are critical to future development. They concern 1) negative attitudes 

toward FGM training (Section 9.3.1), 2) FGM training sustainability (Section 9.3.2), 

3) mainstreaming intersectionality (Section 9.3.3), 4) rereferral and postnatal follow-

up efficacy (Section 9.3.4), 5) the expansion of Insight and healthcare literacy 

resources (Section 9.3.5), and 6) public protections transparency and efficacy (Section 

9.3.6). Section 9.3.7 also reiterates FGM research priorities relevant to the novel 

contributions of this study. Critically, as further discussed in Section 9.4, all future 

studies related to specialised antenatal care for BAME women with FGM must 

endeavour to meaningfully and equally include all stakeholders whether they self-

identify as such or not. This will ensure that the most relevant knowledge is made 

available to inform understanding and the development of care equity and social 

equality for women with FGM (Denzin & Lincoln, 2008; 2011; Headland et al., 1990).  

 

9.3.1 Negative Attitudes Regarding FGM Training & Service Provision 

In regard to the educational and organisational support provided to Insight-trained 

CMWs, CMW attitudes need be further examined (Section 9.2.1.1). In particular, 

important questions need to be asked relevant to the persistent negative attitudes a 

minority of CMWs have toward FGM training and specialist services for women with 

FGM (Section 8.1.1.2). Compared to findings included in the literature review (e.g., 

see Einstein et al., 2019), this is a somewhat novel finding. Moreover, findings 

presented in Section 6.1.1 identify the attitudes of CMWs—who act as chief 

gatekeepers to Insight—as central to the provision of specialised antenatal care for 

women with FGM. Therefore, this subject warrants thoughtful investigation.  
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9.3.2 FGM Training Sustainability  

Relevant to variations in the quality of universal enquiry experiences (Section 9.2.4.2), 

additional research is required develop effective tools to determine the resources 

necessary to meet the organisational needs of and sustain Insight guideline and training 

outputs (Section 8.2.2.2). Additional investigations need also identify the most 

efficient ways of organising FGM training updates. For example, geographically 

targeted updates (i.e., to low-prevalence areas) may account for the greatest losses in 

FGM knowledge, confidence, and Insight self-efficacy without overextending the 

organisational capacity of Insight and the CMW workforce (see Section 6.2.1). 

Researchers should seek to identify the most effective training methods. Per the views 

of NHS staff in Section 6.2, these studies should pay particular attention to session 

duration and in-person versus electronic lesson provision. Should FGM e-learning 

prove effective, for example, Insight developers could then consider adapting the NHS 

England e-learning for FGM introduced in 2015—recommended to be mandatory for 

CMWs by the RCOG (2015)—to offset the cost of developing an Insight-specific e-

learning module (Health Education England, 2021a; 2021b).  

 

9.3.3 Mainstreaming Intersectionality 

To address discrimination (Section 9.2.4.3), firstly, researchers need to further 

investigate how interlocking systems of oppression (e.g., racism, sexism, and 

patriarchy) at the macro level of society and processes of differentiation (e.g., 

racialisation and gendering) at the micro level interact and enable intersectional 

discrimination in healthcare (Section 8.2.2.3; see also Dahmoon, 2011:232–5). To do 

so, researchers should carefully consider Rita Kaur Dahmoon’s (2011) paper, 

“Considerations on Mainstreaming Intersectionality.” This will guide an informed 

meso-level critique and denaturalisation of the NMC code and other institutional 

policies taken for granted to be innocuous to the aims of equity and equality (NMC, 

2020). Secondly, critical questions should address how adverse dimensions of HCP 

mentorship (e.g., issues of power, shared values, and trust) contribute to intersectional 

discrimination within student and professional community midwifery learning 

cultures. This will help inform the development of intersectional undergraduate and/ 

or CPD education by improving understanding regarding how to best confront 
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problematic learning cultures and how to best provide HCPs with the space they need 

to maintain communication and mentorship practices sensitive to the intersectionality 

of women’s lives throughout their careers (Section 9.2.4.3). 

 

9.3.4 Insight Rereferral & Postnatal Follow-Up Efficacy  

To address Insight rereferral contentions (Section 9.2.4.4), further research is required 

to better understand the utility and efficacy of rereferrals (see also Section 8.2.2.4). 

This will help establish any robust justifications for rereferral processes beyond claims 

for Insight accessibility and sustainability (Section 5.1.2.3). A better understanding of 

why some women object to rereferrals and why some CMWs do not offer them is also 

needed (Section 6.2.2). Moreover, as discussed in Leye (2018), the potential 

contributions of specialised postnatal follow-up for women with FGM to maternal care 

equity and social equality should be studied. Unlike rereferrals, which can occur a 

significant time after a woman’s initial interaction with the Insight midwife, postnatal 

follow-ups are indicated to be a less contentious way of maintaining the visibility of 

available Insight care, support, and protection options—especially as follow-ups are 

notably appreciated by affected women such as those represented in Owens et al. 

(2016) and by Nadia (Sudanese) in Section 7.2.1. If follow-ups are indeed supported 

over or in addition to Insight rereferrals, Insight developers should consider including 

them in routine practice (Section 2.5.5). 

 

9.3.5 Insight Expansion & Healthcare Literacy Resource Provision 

Concerning the centralisation of FGM skills amongst Insight TMs (Section 9.2.5.1), 

researchers need investigate the resources required to scale up the Insight Team in 

ways that minimize care delays and inaccessibility (see also Section 8.2.3.1). Research 

should also be conducted into the efficacy and development of the resources available 

for BAME women with FGM to improve their local healthcare literacy and to provide 

meaningful feedback for service development (especially for LOTE and ESL). 

 

9.3.6 Protections Transparency & Efficacy  

Opportunities for additional research include the consideration of how an increased 

level of transparency regarding the limitations of international and adult protections 
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might affect community confidence and the deterrence effects exerted by Scots FGM 

law (Section 9.2.5.2; see also Section 8.2.3.2). A concerted multiagency effort should 

also be made to investigate the efficacy of extraterritorial and international protections 

(Section 2.5.5; see also Scottish Ministers et al., 2015).  

 

9.3.7 Priorities for Future Research  

As discussed in Section 7.5.2, the novel contributions of this study have identified 

several priorities for future research in the fields of FGM, maternal care, HCP 

education, healthcare service commissioning, and intersectionality. While those 

avenues of research discussed above remain relevant, the following topics address 

important gaps in HIC FGM literature that also reflect those key mechanisms detailed 

in Section 7.5.1, which significantly influence access to equitable antenatal care for 

women with FGM. Firstly, researchers should dedicate substantial time and resources 

to a rigorous investigation of the direct connections this study has made between NHS 

Scotland financial and anti-discriminatory policies and persisting maternal care 

equities and social equalities for women with FGM. Researchers should also prioritise 

further investigation into the unique findings of this study on the influence of FGM-

related social and emotional support for CMWs. In particular, researchers should 

consider the relationship between this novel curriculum and changes in CMW 

practices and attitudes toward FGM-related care and women’s antenatal care 

experiences and behaviours. Furthermore, researchers and Insight service providers 

should undertake expedient work to respond to emerging evidence regarding 

insufficient Insight M&E processes. In further studying the impact of limited M&E 

and where these processes are most necessary, researchers and providers will ensure 

that future Insight development is relevant, effective, and that it promotes the 

sustainability of a truly holistic programme. Finally, FGM researchers in Scotland need 

to further understand the novel findings of this study related to the potentially 

multifaceted impact of communication interventions delivered by genuinely motivated 

and empathetic specialist HCPs on women’s empowerment to advocate for their 

highest standard of health across their healthcare journey. 
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9.4 Concluding Remarks 

Bravery, humility, patience: these are the values shaping the opportunities for BAME 

women with FGM who have been referred to Insight to achieve their highest attainable 

standard of maternal health. They also shape the empathy, motivation, and trust that 

has been built between women with FGM, community midwives, the Insight Team 

members, police, and community organisations. This suggests that, while pregnancy 

and childbirth has been an invaluable gateway for stakeholders in the field of 

healthcare for women with FGM (including Insight Team members) to offer FGM-

related information, care, support, and protection, it is this growing coalition of 

individuals that can ultimately ensure that: 

 

Women who have FGM, especially girls—those who are not 

married—and the ones who have the [Type-III] FGM, are 

given the options of what she can do to help herself … whether 

they’re pregnant or not.  

(Inaya, Sudanese)224 

 

Therefore, all those in society called to action by Scotland’s National Action Plan to 

Prevent and Eradicate FGM to protect “girls and women from abuse” should not view 

the “provision of appropriate support and sensitive services for survivors of FGM” 

merely as a means to fulfil the sustainable development goal for gender equality 

(Scottish Government, 2019b:1–4; UN, 2022; see also Section 1.1). Rather, we all 

must recognise that the provision of equitable interdisciplinary healthcare empowers 

BAME women with FGM against those oppressive discourses that simultaneously 

diminish and deny their bodies, their lives, and their capabilities (Section 3.3.4).  

 

Thus, my final recommendation—not just to the research community, NHS health 

systems, or healthcare education but to all stakeholders in equity and equality across 

Scotland (Adler & Harzing, 2009)—is to continue to do the hard work of 

transformation within ourselves and with others. That is, to not expect ourselves “to 

know everything there is to know” about healthcare for women with FGM (Davidson 

et al., 2018:189). Rather, we must—as suggested by Moore (2012)—acknowledge our 

 

224 See also Section 7.2.3.  
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own limitations and, in seeking to effect positive change in the lives of BAME women 

with FGM, also expect the necessity of “changes into ourselves as well” and recast 

those limitations as opportunities to embody the role of student (Mead, 1934:320; see 

also Section 4.2.2; Freire, 1998; 1973; Gómez et al., 2011:237; Montori, 2017). We 

must also expand that coalition of brave, humble, and patient individuals committed 

to improving healthcare care for women with FGM by sharing the tools so that 

others—especially FGM-affected women—can play an active role in this 

transformative work (García et al., 2011:287). Responses to these recommendations 

will not only help accomplish the dialogic intentions of this study (Section 9.1; see 

also Padrós et al., 2011:305) but also further extend the successes of Insight in 

challenging those discourses that contribute to the intersectional disempowerment of 

BAME women with FGM. In a way, together we all must seek to emulate the Insight 

midwife who, as Marie (Gambian) explains:  

 

Doesn’t just come and think that she knows or forces ideas on 

people. She comes to women, she’s not afraid to ask, she 

listens, and she takes on board what they suggest.… She puts 

the women first, treats them with dignity, and makes sure they 

have a say in what happens with the service. 

(Marie, Gambian) 
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APPENDICES 
 

The following appendices for the thesis “Antenatal care equity & social equality for women with female genital mutilation (FGM) in 

Scotland: a multi-stakeholder view” are arranged in the order in which they appear.  

 

Appendix I: The Potential Health Risks of FGM over a Lifetime (Excluding Obstetric Risks) 
 

Risk Period Risks   

Short-Term • Infections: HIV, hepatitis, septicaemia, tetanus.  

• Pain: The clitoris contains numerous blood vessels and the most nerve endings in the female body.  

• Broken Limbs: If the girl was held down or restrained.  

• Shock: Both physical and emotional.  

• Excessive bleeding (haemorrhage).  

• Death.  

 

Long-Term 

FGM Type 1 FGM Type 2 (Including Type 1 

Complications) 

FGM Type 3 (Including Type 1 & 2 

Complications) 

• Anxiety, depression, and PTSD 

(flashbacks).  

• Pain during sexual intercourse due 

to scarring.  

• Painful tightness (scarring) in the 

clitoral area.  

• Damage to urethra, incontinence, 

and pain during urination.  

• Loss of sensation which may affect 

sexual pleasure.  

 

• Prone to urinary and thrush 

infections.  

• Cysts and fistula. 

• Sexual intercourse and cervical 

examinations may be difficult, 

painful, or impossible.  

• Increased risk of pain and blood 

clotting in mestruation.  

• Increased risk of pelvic 

inflammatory disease.  

• Increased risk of cervical 

dysplasia.  

• Infertility.  

 (Adapted from National FGM Centre, 2019b) 
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Appendix II: Adverse Obstetric Outcomes Associated with FGM by Type 
 

FGM I FGM II FGM III 

• C-Section 

• Postpartum Haemorrhage 

• Extended Maternal Hospital Stay 

• Infant Resuscitation 

• Stillbirth/ Early Neonatal Death  

 

• C-Section 

• Postpartum Haemorrhage 

• Extended Maternal Hospital Stay 

• Infant Resuscitation 

• Stillbirth/ Early Neonatal Death  

• Low Birthweight 

 

 

• C-Section 

• Postpartum Haemorrhage 

• Extended Maternal Hospital Stay 

• Infant Resuscitation 

• Stillbirth/ Early Neonatal Death 

UNDETERMINED RELATIVE TO TYPE 

Prolonged Labor 

Obstetric Lacerations 

Instrumental Delivery 

“Difficult Delivery” 

(Banks et al., 2006; Berg & Underland, 2013; Berg et al., 2014) 
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Appendix III: Timeline of Key National & International FGM Policy Drivers 
 

Year Agency/ Organization Event 

1979  United Nations  The Convention on the Elimination of All Forms of Discrimination Against 

Women (CEDAW), adopted in 1979 by the UN General Assembly  

1979  WHO  Khartoum seminar on traditional practices that affect the health of women and 

children  

1982  Columbia Human Rights Law Review  Asma El Dareer’s study was the first to quantify the issue (El Dareer, 1991)  

1984  Inter-African Committee on Traditional Practices 

Affecting the Health of Women and Children (Dakar)  

Calls for an end to FGM/C  

1989  United Nations  The UN General Assembly adopted the Convention on the Rights of the Child 

(CRC); this includes the protection of children from harmful practices  

1990–

1999  

African Union  The African Charter on the Rights and Welfare of the Child was adopted by the 

Organization of African Unity (now the African Union) and entered into force 

in 1999. It calls upon states to take appropriate measures to eliminate harmful 

social and cultural practices.  

1993  United Nations  World conference calls for the elimination of violence against women  

1994  United Nations  International Conference on Population and Development (Egypt): consensus 

reached on active discouragement of FGM 

1997  WHO, UNICEF, and UNFPA  A joint statement is released against FGM/C 

2002  United Nations  The UN General Assembly, in its resolution on “Traditional or customary 

practices affecting the health of women and girls,” calls for all states to adopt 

national measures to prohibit practices such as FGM/C 

2003   UN General Assembly  The first International Day of Zero Tolerance for Female Genital Mutilation. 

This is held on 6 February every year. 

2005  Maputo Protocol  The Protocol of the African Charter on Human and People’s Rights on the 

Rights of Women in Africa, better known as the Maputo Protocol, was 

developed. It calls upon states to take measures to eliminate FGM/C and other 

traditional practices that are harmful to women. 

2007–

2010  

United Nations  The United Nations Commission on the Status of Women adopted resolutions 

on ending FGM/C in 2007, 2008 and 2010 
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2008  United Nations  “Eliminating female genital mutilation: An interagency statement” is signed by 

10 UN agencies 

2013  UNICEF  Produced an estimate on the prevalence of FGM/C in different settings and 

examined how change can be supported 

2016  WHO  WHO guidelines on the management of health complications from female 

genital mutilation 

 (Adapted from McCauley & van den Broek, 2018) 
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Appendix IV: FGM Policy Map for the United Kingdom225 

 

(Nyangweso, 2014; National Improvement Hub, 2019; UK Parliament, 2019; Home 

Office, 2014) 

 

225 Based on the policy map by Cheung et al. (2010).  
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Appendix V: Understanding Epidemiological FGM Projections  
 

There are several reasons why inaccuracies are expected within national and 

international FGM epidemiological data. First and foremost, as stated by Nyangweso 

(2014), “Talking about [FGM] is considered a profound invasion of privacy” (23; see 

also End FGM European Network et al., 2020). This—along with rising international 

tensions (see Sections 2.2; 2.3; 2.5.1)—has contributed to the challenge and cost of 

FGM research. Additional reasons are the infrequency of surveys like the MICS and 

survey limitations such as:  

 

• Only including ever-married women,  

• response bias, and/or  

• the inability to access representative samples (e.g., when prevalence is 

limited to particular hard-to-reach communities) (Yoder et al., 2013:194; 

see also Alkhalaileh et al., 2018; Cappa et al., 2019).  

 

Many surveys also do not consider ages zero to 14 or 50 and older—or else base their 

estimates on the false assumption that each age cohort has the same number of women 

“and that the same number on average will be cut every year” despite known annual 

fluctuations (Yoder et al., 2013:201; UNICEF, 2016). Due to such factors, 

organisations like UNICEF (2016) emphasise that national survey data and their 

analyses must be interpreted carefully and transparently.  

 

Keeping their limitations in mind, the trends identified by epidemiological FGM 

research have been key to understanding the persistence of FGM and its implications 

for health systems around the world (De Schrijver et al., 2020). For example, in 2016 

UNICEF reported “an overall decline in the prevalence of FGM/C over the last three 

decades” by approximately one-third (see also UNICEF, 2014:2). However, progress 

has also been uneven nationally and regionally—a fact that can be obscured by such 

generalised statements. Julia Lalla-Maharajh (2018) of the Orchid Project noted how 

diminishing UNICEF (2020a) FGM rates in Kenya (21%) failed to reflect that “within 

some ethnic groups such as Kisii, Kuria and Maasai, prevalence rates are known to be 

between 93 percent and 96 percent.” This is partially due, as Kandala et al. (2018) 

warn, to persisting risk factors (e.g., “lack of, or poor, education, poverty, gendered 

cultural forces, weak social fitness and continued perception of FGM/C as a potential 

marriage market activity” [5–6]), but also underlying population dynamics that suggest 

FGM is likely to remain a public health concern in Africa and Asia for the foreseeable 

future.  

 

According to the UN International Organisation for Migration (IOM) World Migration 

Report 2020, the African population grew 30% from 2009 to 2019—largely attributed 

to high fertility rates and lengthening life spans (IOM, 2019; see also UN Department 

of Economic and Social Affairs [DESA], 2019). Based on this trend, UNICEF (2014) 

projected that nearly 500 million more women and girls will live in FGM-prevalent 

countries in Africa and Asia in 2050 than there were in 2014. Consequently, the               

# 

   # 



 

426 

 

Figure 26: Projected Female Population Growth in the 29 Countries in Africa and Asia from 2014 to 2050 

 

 

(UNICEF, 2014) 

 

    # 

UNFPA (2018) and UNICEF (2014, 2016)  predicted226 that a corresponding increase in FGM incidence will result in 

14% (500,000) more FGM-affected women and girls by 2050. As Figure 26 depicts, this growth is expected to occur 

 

226 Based on DHS, MICS, and 2017 UN World Population Prospects data.  
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whether the proportion of affected women within the population stays the same or 

continues to decline— with an additional 68 million girls and women therefore 

expected to undergo FGM from 2015 to 2030 (UNFPA, 2018). Somewhat less 

predictably—yet highly pertinent—#are also concerns related to the unpredictable 

impact of current events such as Brexit and the COVID-19 pandemic on migration 

patterns and the practice of FGM. For example, regarding the pandemic, in 2020 the 

UNFPA reported:       

 

The pandemic is also expected to cause significant delays in 

programmes  to  end  [FGM]  …  resulting  in  an  estimated 2 

million more cases of FGM over the next decade than would 

otherwise have occurred. 

(Ibid.) 

 

Therefore, while the contribution of population growth to FGM prevalence is of 

concern for African and Asian nations, according to IOM, they are also particularly 

concerning for regions like Europe and the UK, as migration from Africa is known to 

significantly “soften” that growth (IOM, 2019:25; see also Centre on Dynamics of 

Ethnicity [CoDE],227 2013).  

 

From 2001 to 2011, the new African population in Scotland surged from 5,000 to 

30,000 (see also Section 2.4; CoDE, 2014; Migration Observatory, 2017:2). This has 

been described by CoDE (2014) as largely due to immigration and family building 

amongst majority young-adult populations. Migratory push factors influencing 

migration to the UK from countries where FGM is practiced include unemployment 

rates, low wage and income levels (poverty), family reunification, conflict, and 

persecution (European Commission, 2021). Determinants of migration (or pull 

factors) to the UK also include economic and labour market opportunities, the 

continued relevance of historical colonial links to emigrant countries, changes in UK 

immigration policy, and other public policies such as “macro-economic, labour 

market, social welfare, education and/ or trade policies” (Migration Observatory, 

2017:2). Furthermore, based on the African population growth described above, 

internal UK migration, and Scotland’s participation in the National Asylum Support 

Scheme, Baillot et al. (2014) projected further expansion (see Section 1.1). This is 

likely to contribute to a significant rise in the approximately 23,979228 potentially 

FGM-affected people projected to be living in Scotland in 2014 by Baillot et al. 

However, it is once again important to highlight limitations on the accuracy of such 

estimates. In the case of European calculations, figures are often produced using 

extrapolation rather than primary survey methods. Therefore, these estimates (based 

on, for example, DHS and MICS calculations with their own limitations) should be 

considered carefully229—especially where health services are planned based on 

prevalence (see Section 2.4). What is certain, however, is the fact that migratory 

 

227 A branch of the Economic and Social Research Council within UK Research and 

Innovation.  
228 This accounts for both men and women with links to 23 African countries in which FGM 

is known to be practiced (Baillot et al., 2014).  
229 For more information on how European prevalence estimates are calculated, see End FGM 

European Network et al. (2020) and Macfarlane and Dorkenoo (2015). 
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patterns and increasing FGM prevalence trends are unlikely to abate significantly 

enough to ease the pressure on NHS Scotland’s responsibility to address the obstetric 

risks faced by women with FGM (Evans et al., 2019a, Guiné & Moreno Fuentes, 

2007).  
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Appendix VI: Insight Development Timeline 
 

Year Agency/ 

Organization 

Event 

2005  Scottish 

Government 

Community activism helps to accomplish the passage of the 

Prohibition of FGM (Scotland) Act 2005  

2010 DARF Baseline study on attitudes toward FGM in Glasgow and 

Edinburgh concluded that despite shifting attitudes, FGM-

affected people feared disclosure due to the perception that 

they would be regarded as “uncivilised,” and out of fear of 

being excluded by their community for discussing a taboo 

subject  

2012 Queen Margaret 

University 

Moore (2012) interpretive review with supplementary primary 

stakeholder interviews finished investigating what constitutes 

“culturally competent care” (see Section 2.5.1) for women 

with FGM and whether adherence to the concept can improve 

the management of FGM in the UK. The study identified four 

priorities for the obstetric care of women with FGM across the 

UK:  

 

1. HCP competence in intercultural communication 

skills.  

2. HCP competence in FGM-specific clinical 

procedures.  

3. HCP support of women’s participation in their care.  

4. The equal prioritization of clinical and interpersonal 

care.  

 

2013 Radio Scotland Lucy Adams (2013) describes Scotland as a “soft-touch” and 

“haven” for UK residents to perform FGM without 

consequence  

2013 Queen Margaret 

University 

Baldeh (2013) study on the obstetric care experiences, needs, 

and recommendations of women with FGM living in 

Scotland. Recorded a lack of FGM awareness and training 

among HCPs, confirmed that few to no women were being 

asked about FGM antenatally, and found care to be 

substandard in:  

 

1. FGM communication/ consultation,  

2. obstetric management,  

3. psychological support, and 

4. public protection support.  

 

2014 Scottish 

Refugee 

Council (SRC) 

Scottish government commissioned the SRC to investigate the 

scale of FGM prevalence in Scotland. This determined 

approximately 23,979 potentially FGM-affected people living 

across every local authority in Scotland. Among them, 506 

women were identified as having given birth in 2012 (Baillot 

et al., 2014).  

2014 NHS Scotland Gynaecologist aware of the Baldeh (2013) study surveyed 

fellow consultants on FGM-affected access to gynaecological 
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services. Personally reported one to two professional 

experiences with women with FGM and that amongst their 

colleagues, “[It] was zero to one amongst people who had 

been senior doctors for quite a number of years.” Determined 

this did not economically justify a specialist OB/GYN service 

for women with FGM.    

2014–

2015 

QMU/ NHS 

Scotland 

Fatou Baldeh delivered a presentation on FGM to a QMU 

continuing professional development (CPD) course for HCPs 

on Gender, Masculinities, and Violence.  

 

Specialist midwife for GBV who attended this CPD training 

requested 15 hours per month for the development and 

provision of specialist FGM services from a local clinic 

manager. Four months later this was increased to 18.75 hours 

per week.   

2015 NHS Scotland Local interagency and healthcare guidance for the protection 

of girls and women at risk from FGM are developed and 

published.  

 

Seven interdepartmental HCPs were named as FGM leads, 

forming the Insight Team (see also Appendix VIII).  

 

Band-six position developed to formalise the resources 

allotted to the Insight midwife’s position.  

 

CPD training in FGM for CMWs delivered by the Insight 

midwife and CPA began.   

2016 Scottish 

Government 

The Scottish National Action Plan for FGM calls for the 

provision of national services for women and girls affected by 

FGM (Scottish Government, 2016b).  

2017  Scottish 

Government  

Responding to FGM in Scotland: Multi-Agency Guidance 

published (Scottish Government, 2017a).  

2017 Queen Margaret 

University 

The Institute for Global Health and Development approached 

by the Insight midwife to conduct a case analysis.  
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Appendix VII: Person-Centred Practice Framework  

 

(McCormack & McCance, 2010) 
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Appendix VIII: Insight Team Named Professionals for FGM 

 

Services with Named Persons 

for FGM (by Department) 

Dedicated 

Hours 

Position Type 

Midwifery*  YES Part-Time, Band-7 

Obstetrics  NO Named Consultancy Only 

Gynaecology NO Named Consultancy Only  

Child Protection NO Named Consultancy Only 

Paediatrics NO Named Consultancy Only 

Adult Psychology  NO Named Consultancy Only 

General Practice  NO Named Consultancy Only 

*The individual named as the Insight midwife also holds the role of Insight Team lead. 
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Appendix IX: Insight Team Training Observation – Field Report 
 

26 April 2018 

From my observation of one of the 40-minute training sessions provided by the Insight 

Team, further information about their content was obtained. At the session, 12 NHS 

staff members attended, who came from gynaecology outpatients and pregnancy 

support. The Insight midwife opened the session by clarifying that it was not only 

aiming to raise their awareness but also to provide information on what FGM is and 

what to do in situations involving patients who may exhibit signs of having undergone 

the procedure. To begin, the training attempted to move staff away from seeking to 

place blame. Attending staff were reminded that while they were not being asked to 

agree with FGM, it remains their responsibility as HCPs to understand the reasons why 

FGM might be practiced in order to educate families and deliver equitable care. The 

Insight midwife then added: “Women’s bodies are not often their own.”  

 

The Insight Team training made full use of the Women’s Support Project (see FGM 

Aware, 2017) resources, showing the video “Sarah’s Story” to further illustrate the 

diverse realities of experiencing and living with FGM. Only then did the training move 

into a more straightforward presentation on FGM. Staff were asked to break into small 

groups to discuss and try to define FGM themselves. The WHO definition was then 

presented including the four types, with a particular emphasis on informing staff that 

FGM also includes intercultural cases of FGM (e.g., intersex and cosmetic surgeries, 

labial stretching). Each type was then discussed in detail. 

 

The session then discussed the processes of deinfibulation and reinfibulation, and the 

counselling that may be necessary after deinfibulation on how women may feel 

different and have new experiences with urination and menstruation. The terminology 

surrounding FGM was explained, with staff urged to never use the term “FGM” 

(reserved for legal language and strategic policy work) with clients as this may be 

insulting, and to use “cutting” or “circumcision” instead. Also provided were FGM 

Aware postcards listing common local phrases for FGM, for the staff to use. Next on 

the agenda was “Why does FGM happen?” Staff were asked to discuss and write down 

their thoughts in groups again before the lead began her history with its theoretical ties 

to ancient Egypt and Roman slavery. Then discussed was when it is likely to be 

performed, with the staff reminded to “keep the idea of risk alive until the age of 21.” 

Also mentioned was who often performs FGM, including elders, TBAs, midwives, 

and healthcare providers.  

 

Staff were asked again to participate in speculating in their groups the five top 

countries for FGM prevalence. Discussion then included migration patterns and the 

universal and routine inquiry, and staff were reminded that they should try to be 

“culturally competent.” The top local areas of prevalence in Scotland were identified, 

and Glasgow’s status as the gateway for many asylum seekers in Scotland was noted.  

 

Staff interacted again in a discussion of the health impacts of FGM, where the lead 

explained her experience with a GBV CDP module on gender equality and violence. 

She described the complex nature of FGM as GBV as a single-event offence where 

families often exhibit no other causes for concern. Short-term and long-term 
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complications were then discussed, including complications during pregnancy and 

childbirth (e.g., difficulties in examination or inserting a catheter). Also highlighted 

were the possibilities of physiological complications and re-traumatisation.   

 

FGM and the law in Scotland was the final topic of the training session, and included 

indicators of risk. Risk assessment was discussed, citing the examples of relatives 

visiting from the home country and long travel holidays. The lead described the 

support given to women, such as travel documents to confirm the illegality of FGM in 

Scotland, and immediate risk indicators. The National Guidance for Child Protection 

was confirmed as the primary protocol for NHS Scotland and that assessment needs to 

be culturally sensitive but also protective for children (Scottish Government, 2014a).   

 

The session ended with notes on the interpreter service, with a reminder to avoid using 

family members (especially males). Also mentioned was the role of mandatory 

reporting in England for regulated professionals regarding all types of FGM for under 

18s. The final slide listed what to do in regard to FGM, and the following points were 

made: 

 

• Ask all women if they have been cut.  

o If yes, refer to specialist midwife.  

• Ascertain country of origin of baby’s father.  

• Specialist Midwife will visit woman at home and then arrange clinical review. 

• Information will be passed to CPA for review as per child protection guideline.  

 

One staff member had to ask where to find the referral form for the service. A 

certificate and evaluation form were provided.  
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Appendix X: Risk Assessment Flow Chart for Pregnant Woman from Country Where FGM Is Practiced 



PhD Global Health Matriculation #16008544 
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Appendix XI: Tools Utilised in Undertaking the Literature Reviews 

Search Terms & Phrases 

Population/ Problem Interest Outcome 

FGM (Female Genital Mutilation)  “Matern* Care” (In)Equity 

FGC (Female Genital Cutting) Antenatal Care (In)Equality* 

FGM/C Prenatal Care Help Seeking  

FG#  Postnatal Care Care Seeking 

Female Circumcision Perinatal Care Complication* 

Infibulation Intrapartum Care Experience* 

De*infibulation   Pregnan* Knowledge 

Excision Labour  Understand* 

Female Genital# Child*birth Attitude* 

Sunna Birth View* 

Tahoor Delivery Perspective* 

Midwi* Opinion* 

Obstetric* Care Quality 

Gynaecolog* 

* Denotes singular and the plural variants.  

# Denotes variant spellings.  

 

The Critical Appraisal Skills Programme (CASP) Tool  

In the 1980s, CASP was developed by the Oxford University Public Health Research 

Unit during its Getting Research into Practice Project, which aimed to address the use 

of invalidated and unvalidated interventions in practice (Higgins et al., 2010; CASP, 

2019). This movement vastly improved the need for greater accountability in 

evidence-based policy and healthcare development, raising awareness among 

healthcare management and policymakers of the importance of scrutinising the quality 

of research methods, implementation, and interpretation. To aid decision making in 

doing so, the CASP organisation has been offering workshops since the early 1990s 

across the UK, and more recently to international audiences of policymakers, 

managers, clinicians, students, and other decision makers around the world. Primarily, 

these workshops support those interested in appraising publications to use the CASP 

tools, inclusive of checklists to drive systematic thinking regarding methods of 

research including RCTs; systematic reviews; qualitative, cohort, diagnostic, and case 

control studies; economic evaluations; and clinical prediction rules (CASP, 2019). 

Rather than a scoring system, generally these tools use criteria to determine the 

answers to three broad issues: 

 

1. Are the results of the study valid?  

2. What are the results?  

3. Will the results help locally? 

 

To answer these questions each tool is comprised of ten questions, which range from  

screening (“yes”/ “no”) questions such as “Was there a clear statement of the aims of 

the research?” to more analytical questions such as “Has the relationship between 

researcher and participants been adequately considered?”  
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Most of the literature considered by the literature review described in Section 3.1 was subject to the CASP tools for systematic reviews and 

qualitative research, as they were the most common methods of study utilised. An adapted version of the CASP case control checklist was 

used to account for other forms of observational study. This aspect of the review is exemplified below in a presentation of the results generated 

in the review update undertaken in 2019 inclusive of 11 additional items. 

 

CASP Determinations for the 2019 Literature Review Update 

 
 SYSTEMATIC & SCOPING REVIEWS & META-SYNTHESES 

 CASP QUESTION 

ITEM 1 2 3 4 5 6 7 8 9 10 

Abdulcadir et 

al. (2017) 

YES YES NO NO N/A 18 questionnaires assessed FGM knowledge, attitude, and practice 

among various audiences (e.g., university students, midwives, etc.). 

Their methods, length, and subject matter also varied considerably. 

Some were informally piloted, and few were based on prior 

questionnaires or administered more than once. 

Low  YES YES YES 

Baillot et al. 

(2018) 

YES YES YES NO YES 70 articles indicated that due to differing legal systems, 

interventions are likely to be divergent. Effective strategies did 

include community participation in development and evaluation, 

though this was uncommon in practice.  

Mid YES YES YES 

Evans et al. 

(2019a) 

YES YES YES YES YES 57 articles found barriers to timely and holistic care for women and 

that experiences described as disrespectful, unsafe, and 

disempowering were numerous. No literature was found to consider 

the experiences of girls.  

High YES YES YES 

Evans et al. 

(2019b) 

YES YES YES YES YES 78 articles found that there are multiple factors that influence FGM 

healthcare seeking. FGM identification is “hit and miss,” affected 

by communication and organisational processes such as lack of 

clarity/ FGM protocol, time, and resistance to development. 

Clinical management and experiences are linked to professional 

competence (clinical and cultural). While service provision is 

poorly reported, efficacious approaches include specialist models 

that deliver holistic services.  

High YES YES YES 
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Evans et al. 

(2019c) 

YES YES YES YES YES Among 30 articles, the majority focused on maternity. None 

addressed the HCP’s role in prevention. Factors affecting care 

included knowledge, training, communication, cultural 

(mis)understanding, FGM identification, clinical practice, and 

service design. These factors determined HCP competence, 

confidence, and communication skill.  

High 

-Mid 

YES YES YES 

Scamell & 

Ghumman 

(2019) 

YES NO NO YES YES Within 12 articles, five factors were found to influence women’s 

experiences of maternal care in their host countries: alienation, 

fatalism/ divine providence, positive and negative perceptions of 

the health system, alternative understanding of birthing, and FGM 

attitudes. 

Low YES NO YES 

Turkmani et 

al. (2019) 

YES NO NO YES YES Among 16 articles, themes regarding the gap between quality 

maternal care and women’s experiences included feelings of fear, 

stigma, and anxiety; vulnerability, distrust, and discrimination; 

challenges in resettlement; and lack of control in context with 

healthcare.  

YES YES YES YES 

 

 

 QUALITATIVE & MIXED METHOD STUDIES 

 CASP QUESTION 

 1 2 3 4 5 6 7 8 9 10 

Aubrey et 

al. (2017) 

YES YES YES YES YES NO NO YES YES Moderately Valuable: Prompts discussion on the ethics of requesting a 

physician by gender—an element of intrapartum care that may be 

highly relevant to the experiences of women with FGM. However, 

women’s perspective is absent.  

Johansen et 

al. (2018) 

YES YES YES YES YES NO YES YES YES Highly Valuable: Provides a more whole and realistic depiction of the 

extent of health-sector involvement in clinical FGM management than 

available through policy analysis alone.    

 



PhD Global Health Matriculation #16008544 
 

 

 

439 

 

 OBSERVATIONAL STUDIES 

 CASP QUESTION 

 1 2 3 4 5 6(b) 7 8 9 10 11 

Mbanya et al. (2018) YES YES NO YES NO YES 20.3% Low NO NO NO 

Shukralla & McGurgan (2020) YES YES YES N/A YES N/A Low High YES YES YES 
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Appendix XII: The Philosophical Framework of CCM 

  

Research Modality  Critical Communicative Research 

Epistemology  Dialogic: Scientific statements are the result of dialogue. 

Process of Meaning 

Construction 

Dialogic Process 

Ontology Communicative: Social reality is a human construction in which 

meanings are constructed communicatively through interactions 

amongst people. 

Subject/ Object 

Relation 

Dialogic relation based on reflection and intersubjectivity 

breaking the epistemological gap 

Methodology Communicative-Critical 

Social Orientation Transformative: It attempts to transform social contexts through 

communicative action, generating social transformation. 

Researcher Subject Engages in egalitarian dialogue and the transformation of 

contexts. 

Researched Subject Researched individuals participate on egalitarian terms in 

research, which is a continuous dialogue between the international 

scientific community and the voices of the subjects. Meanings are 

constructed through interactions. 

(Adapted from Gómez et al., 2010:21) 
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Appendix XIII: Professional & Public Involvement (PPI) Advisory Report 

 

 

 

 

Public & Patient Involvement Report 
Title of Study: NHS Staff and Client Views on Antenatal Training & Referrals for 

Female Genital Mutilation in Scotland 

Name of Researcher: Amanda I. Di Rosa, MSc 

 

NHS Scotland Insight Team  

Helped to guide the identification of the most relevant populations for study, the 

development of effective inclusion and exclusion criteria, recruitment stratagems to 

reach these populations, the augmentation of safeguards, and the identification of 

relevant topics of inquiry for data collection.  

 

QMU Research Ethics Advisor (experience working for NHS ethics committees)  

28/04/17 

 

Suggestions: 

Extensive advice on establishing risk assessment protocols for vulnerable groups. Gave 

support on beginning the Integrated Research Application System (IRAS) process and 

advised the chief investigator (CI) to contact the local R&D office for further guidance.  

 

NHS Scotland Midwifery Research Champions (6 Members) 

22/08/17 

 

Suggestions:  

Offered contact with individual members as they are also knowledgeable in 

nursing/midwifery research. Suggested looking into the NHS system for Arabic 

interpreters. Suggested clarifying populations groups more fully and what groups 

within NHS staff the CI is considering including.  

  

Police Scotland (FGM lead in public protection)  

06/09/17 

 

Suggestions: 

Suggested local community group for query into Arabic interpreters and informal 

support at steering groups. Gave several contacts to be listed on the fieldwork risk 

assessment flow chart and allowed the CI to send them a draft email to distribute to 

Police Scotland so that the appropriate departments are aware of the study. 

  

Made the CI aware of all child protection leads in local districts.  



PhD Global Health Matriculation #16008544 
 

 

 

442 

 

Suggested having an agreed-upon cover story at interviews in the event of an 

unanticipated arrival at the interview location. This will provide proper cover for those 

wishing to maintain their privacy in being interviewed on the subject of FGM.  

 

Suggested having a clearer protocol for the Insight midwife to check the risks 

associated with the inclusion of certain clients in the study to avoid unnecessary risks.  

  

Associate Professor of Maternal Health and Consultant Midwife, NHS Scotland 

22/09/17  

 

Suggestions: 

Cutting the steering group time commitment down from 4–5 hours to avoid 

unnecessarily burdening NHS staff and clients.  

 

To increase participation of NHS midwives, suggested we add a benefit of taking part 

as a RCN reflection for their revalidation.  

 

NHS Scotland Health Visitor (Sudanese) 

31/10/17 & 21/11/17 

 

Suggestions:  

A. Suggested only sending Arabic/ English versions of the invitations to Sudanese 

women and only English versions to Nigerian women.  

B. Good to mention there’s no payment for participating and that you offer 

interviews at home because women in the Sudanese community will prefer this 

and be more comfortable at home. 

C. Think about rounding up travel reimbursements to £5.  

D. Mention it is women-only in interviews and steering groups.  

E. Good to mention that the study will only need about 3 hours of people’s time 

in total.  

F. Consider offering women a paper copy of the final report if they want it sent to 

them.  

 

Community Public Health Organisation FGM Mapping and Network 

Coordinator (and member of the advisory board for the Scottish National Action Plan 

for FGM) 

10/11/17 

 

Suggestions:  

Suggested not mentioning Police Scotland by name in the information sheet as it might 

raise a red flag for some women.  

 

Rethink the use of the term “caregivers” and instead use “NHS staff” as it might 

confuse some women and might suggest the inclusion of unpaid/ domestic carers.   

 

Public & Patient Involvement Volunteer Group, University of Edinburgh 

17/11/17 
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Suggestions:  

Member A:  

a. I am trying to imagine myself a victim of FGM.  If I were to take part in this 

study, would I want a man to interview me or be in the room for part 2?  I do 

not know. 

b. Given the nature of this study, there are presumably going to be a few possible 

participants and health boards covered, which might need more compensation. 

c. Provide refreshments, not a cup of tea. 

d. There is a word missing: “if you wish to take part in study 2 only” 

e. Correction: It is an offence under Scots law. 

f. What about Swahili? 

 

There is a huge variety of transport options locally. I would advise against setting a 

figure on this because if the participant has very little money and knows that it would 

cost more than £4, they would think very hard about attending or not.  It is common to 

offer mileage for this travelling by car, but parking would be a problem except for 

disabled drivers. 

 

Member B:  

I like the language you use to engage with the women who have been referred because 

of FGM—e.g., “welcoming women” in your invitation letter—but I think there’s scope 

to make it even more informal and less “official” without using language that’s too 

colloquial, which some of the readers might not be familiar with. 

 

I’m suggesting saying “taking part” instead of “participate” throughout because it’s 

less formal. I’ve also suggested a bit more use of contractions, though I’ve left in a lot 

of the “do not’s” to keep the emphasis you’re after. 

 

INVITATION LETTER: 

I’ve made suggestions that help to engage with the reader just that bit more by being 

even more every day and direct. 

 

If you have to go with a generic greeting, I’m suggesting changing “Dear Madam” to 

plain old “Hello” because I think “Madam” sounds a bit too formal and undermines 

the informality of the rest of the letter. The ideal of course would be to call each person 

by their own name but I’m guessing this isn’t possible. 

 

Even though the context makes the meaning pretty clear, would it not be safer to say 

“referred because of FGM” rather than “referred for FGM” just to avoid any 

misunderstanding?! 

 

STUDY INFORMATION SHEET: 

I’ve suggested more informality just like the letter. That helps the reader get through 

what is quite a long document. Although I’ve simplified, I’ve tried not losing meaning 

so that informed consent isn’t compromised. Mind you, I’m a great believer in the 

saying “the easier a document is to read, the more informed the consent!” 
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Information sheets tend to have a lot of passive voice which can also make it a bit of a 

slog for the reader to get through, so I’ve suggested switching to active voice a bit 

more, e.g., “After stage 2, we’ll make all the data anonymous and then analyse it” 

instead of “After stage 2, all data will be anonymized for analysis.” It does help the 

pace and gives more of a sense of narrative, I think. 

 

I know you have to put the women on proper notice about the consequences of them 

revealing information about a risk of FGM happening, but I think the warning in blue 

sounds a bit legalistic and maybe off-putting. I’ve simplified it a bit, hopefully without 

losing any meaning. Am I right in thinking it’s a risk of FGM happening in the future 

that researchers would have a duty to report? I’ve suggested saying “FGM happening” 

just to make it crystal clear it’s not the woman’s own past FGM that would have to be 

reported. Apologies if I’ve got this wrong. 

 

I’ve reordered the “What happens if I take part” section to try and make it a bit clearer 

about what happens when.  

 

 

CONSENT FORM: 

Fewer suggestions here as this always has to be more formal. But I’ve changed 

“Participant Information Sheet” to “Study Information Sheet” to reflect the name 

you’ve given it. I’ve also suggested changing “Name of Participant” to “Name of 

Volunteer.” I think that’s friendlier and might inspire them more to take part! I realise 

that many if not all of my suggestions here might get the heave-ho for compliance 

reasons! 

 

Member 3:  

“You have certainly chosen a difficult and delicate area to research. It is hard to have 

an appreciation of how to approach these patients if, like me, you have no experience 

of this area but in general, I think your invitation letter is OK, if not very beguiling. 

 

“The other two documents, however, seem pretty unfriendly to me. Now this may be 

because they are legal documents and you can’t do it any other way, but I have to ask 

if all the patients have full use of English because, if not, I think some of the text will 

make them flee!  I presume one of the researchers will be with the patient if they are 

filling in the consent form?  Without that, the language is so austere as to panic me, 

never mind someone who has gone through what they have.  It even broadcasts the full 

title it in the heading. 

 

“I am at a loss to know what you can do about it other than imagine reading this out to 

an acquaintance whose primary language is not English.  Softening the approach a little 

will make a big difference in cooperation.  I'm sure you wouldn’t speak like that if it 

was a verbal contract?  It obviously ticks all the boxes, but my feeling is you might not 

end up with many willing volunteers!” 

 

 

Version 5.0 22/11/2017  IRAS ID 232105 
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Appendix XIV: Sample Topic Guide (Women with FGM) 

 

                Study Code: STAGE                  PARTICIPANT #   

 

 

 

 

 

 

Topic Guide for Client Group 
 

Study Title: NHS Staff and Client Views on Antenatal Training & Referrals for Female 

Genital Mutilation in Scotland 

 

Name of Researcher: Amanda I. Di Rosa 

 

 

Confirm the info sheet was received and ask if there are any questions/ concerns. 

Remind the participant: Can withdraw or break at any time.  

 

Introduce yourself: “I’m from a very diverse city – like Edinburgh – and I want everyone 

like me who has critical health needs to be able to access the best care. I want the people 

doing the work to have the best training and support that they can. This can be life- 

changing.”  

 

REMINDER TO PARTICIPANT: FGM, any travel to have FGM for an adult or minor, and 

any aid given to a person to attain FGM is an offence to Scots law subject to 5 to 14 years 

imprisonment. Researchers are required to report any disclosures of risk of harm for an 

adult or child to NHS Scotland or the Scottish Police. 

 

Interview Location:  

 

Introductory Questions (Sample Description) 

Age  

Country of Origin  

Race/ Ethnicity  

Time in Scotland  

Children Born 

(Scotland) 

 

Children Born (Abroad)  

First Language  

Marital Status  

Translator Used? Yes   /   No 

Term (FGM)  

 

 

 

 

 

✔ 

 

1 C 
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QUESTIONS and PROMPTS 
1. Before receiving any maternity care in Scotland, what did you expect of NHS 

antenatal services?   

• Personal/Secondhand 

2. When were you referred for FGM?   

• Who/how?  

• Perceived purpose.   

• HCPs knowledge of FGM.   

3. Can you tell me about your experience with the FGM midwife?  

• Where/when/how many?  

• Purpose/justification. 

• Law/Risk assessment.   

• Surprises. 

• Struggles/SES.  

• Disappointment.  

• Additional referrals.  

• All needs met? Communication/understanding/well-being.  

o Only if comfortable: Opinion of NHS deinfibulation standard? (20 

weeks) * 

4. Present past research evidence (see Appendix XV): 

• Request reflections / opinion on each finding. 

• Request recommendations regarding shared experiences when appropriate.  

5. Future help-seeking.  

• Confidence. 

o E.g., “If you were to become pregnant again, what do you think 

Insight would be like the [second / third / etc.] time?” 

• Advice for other women.  

o E.g., “If a pregnant friend with FGM asked you about Insight, would 

you have any advice for her?”  

6. Is there anything else important that we haven’t talked about?  

7. Can I ask why you decided to take part in the study?   

8. Do you have any questions for me? 

9. Is there anything else you’d like to say?   

 
Thank the participant for their time and make your appreciation clear. 

Confirm if interested in a discussion group.  

 

            Yes 

 

No, explain when they will be debriefed.   

 

Remind the participant that they can request their data be removed from the study and destroyed at 

any time.** 
 

Version 4.2 – 24/11/17                  IRAS 

ID 232105 

 

Notes to Researcher 

 *Ask if the participant wants to reschedule or take a break.  

**State the anonymization code before you stop recording. 
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Appendix XV: Evidence Presented at Interviews 
 

 

 

 

 

Evidence for Interview Discussion 
 

Study Title: NHS Staff & Client Views on Antenatal Training & Referrals for 

Female Genital Mutilation in Scotland 

 

Name of Researcher: Amanda I. Di Rosa 

 

I’m going to read some study findings. I’d like you to comment on them how 

you like. You can also ask me questions and I might ask you some—but my 

thoughts are not more important than yours just because I’m the researcher.  

 

CONTEXT 

Past studies on antenatal experiences have found women with FGM and their 

HCPs often describe “unsuccessful communication” [Balaam et al., 2013]. Both 

groups mention feelings of confusion, fear, and mistrust [Ameresekere et al., 

2011; Balaam et al., 2013; Lundberg & Gerezgiher, 2008; Vangen et al., 2004]. 

 

INITIAL EXPERIENCES 

In the past, women in Scotland reported never having been asked about FGM. 

Carers rarely discussed how it could affect childbirth.  

 

Others were never asked about their daughters [Ameresekere et al., 2011; 

Baldeh, 2013]. 

 

HCPs explained silence as respectful. “But I couldn’t ask her about that! It would 

be like an insult.” “It would be like accusing her of being a criminal.” Those who 

did discuss it were surprised by women wanting to have the conversation 

[Johansen, 2006; Paternotte et al., 2017].  

 

Women in Scotland said they wanted HCPs to start the conversation about FGM 

[Moxey & Jones, 2016].  

 

Some women were embarrassed to ask for special treatment for their religious 

beliefs [Degrie et al., 2017].  

 

Most HCPs agreed that “cutting” or “circumcision” were good terms to use with 

women [Purchase et al., 2013].  

 

Some women find family advice clashing with HCP information [Degrie et al., 

2017; Vissandjée, 2014].  
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Some HCPs see culturally competent care as oversensitivity [Moore, 2012].  

 

Women described HCP knowledge getting better, but there is still an element of 

“luck” in the quality of care [Vaughan et al., 2014].  

 

DEFIBULATION 

Sensitive Topic – Raise Only when Appropriate 

 

Women sometimes prefer defibulation in labour: “Why should a women [sic] be 

cut twice?” But some HCPs are not properly experienced [O’Brien et al., 2016; 

Thierfelder et al., 2005].  

 

Some have asked for more support/letters for men and women to do with 

defibulation [Rashid & Rashid, 2007; Safari, 2013].  

 

LABOUR  

In Norway, FGM is not categorized as a “risk” and some HCPs don’t recognise 

it as potentially traumatic/perceive women’s respect for FGM [Johansen, 2006; 

Ogunsiji, 2015].  

 

Somali women mentioned being afraid of childbirth due to FGM or from 

knowing people who have died back home [Johansen, 2006; Moxey & Jones, 

2016].  

 

Some HCPs have seen their role in labour as re-traumatising [Dawson et al., 

2015c; Johansen, 2006]. 

  

*Unusual for any woman? 

 

Some women want to avoid complications by having a natural birth while HCPs 

want to avoid complications through procedures/pain management 

[Ameresekere et al., 2011; Degrie et al., 2017].  

 

Some HCPs ignored requests for pain relief and thought women who wanted 

intervention were rare/modern [Dawson et al., 2015c, Johansen, 2006; Vaughan 

et al., 2014]. 

 

CLIENT–HCP RELATIONSHIP  

Lack of continuity meant women had to explain themselves over and over 

[Murray et al., 2010].  

 

In Scotland, women with FGM have mentioned feeling criminalised [O’Brien et 

al., 2016].  

 

Women in Canada reported racism and rough HCP treatment [Chalmers & 

Omer-Hashi, 2000].   
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Many women in one study wanted a patient-centred HCP regardless of ethnicity 

[Paternotte et al., 2017].  

 

Somali women found little “supportive touch”/spiritual support and felt lonely. 

HCPs saw this as privacy/respect [Degrie et al., 2017; Johansen, 2006].  

 

Others mentioned having no choice in their care or the people allowed in their 

examination/delivery rooms [Moore, 2012].  

 

HCPs wanted mentoring by senior HCPs in history taking, building rapport, and 

antenatal booking [Dawson et al., 2015c; Paliwal et al., 2014].  

 

Some patients who were given choice questioned the competence of their HCP, 

expecting only the best treatment option [Degrie et al., 2017].  

 

Some women liked seeing the midwife postnatally [Owens et al., 2016].  

 

HCPs noted that community outreach was needed to improve access but 

described this as difficult as FGM was not the community’s first priority 

[Vaughan et al., 2014]. 

 

Version 3.3 – 10/11/17                          

IRAS ID 232105 
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Appendix XVI: Approximated Insight Descriptive Statistics (2015 to 2018) 
 

Insight Midwifery Referrals 

Total Historical 

156 4 

 

Originating Community Team 

Urban Suburban 

151 5 

 

Adult/ Child Protection 

Early Concern Forms IRDs 

143 13 

 

Countries of Origin 

Sudan 84 

Nigeria  34 

Gambia  18 

Egypt  3 

Somalia  2 

Chad  1 

Guinea  1 

Kenya  2 

Guinea-Bissau  1 

Kuwait  1 

India  1 

Sierra Leone  2 

Oman 3 

Indonesia  1 

Tanzania 1 

Mali 1 

 

Deinfibulations 

Antenatal Intrapartum Non-Pregnant 

4 6 3 

 

Childbirths 

Total Male Female 

150 79 71 
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Appendix XVII: Sample Description 
 

Total Sample: 25 

Insight Team Members 

Pseudonyms YOB Country of 

Origin 

Race/ Ethnicity Work 

Status 

Years in 

Scotland 

Grace 1968 England Caucasian/White/British Part-Time 26 

Blair 1966 Scotland Scottish Part-Time Life 

Lily 1966 England British/White Full-Time 30+ 

Elsie 1976 N. Ireland N. Irish/British Full-Time 22 

Skye 1968 Scotland N/A Full-Time Life 

 

NHS Scotland CMWs 

Pseudonym YOB Country 

of Origin 

Race/ Ethnicity Work Status Years in Scotland 

Olivia 1971 England British Part-Time 18 

Emily 1978 England White Full-Time 23 

Sophie 1967 Scotland Scottish/British Part-Time  Life 

Isla 1962 N. Ireland Caucasian Part-Time  34 

Ava 1967 Scotland N/A Full-Time Life 

Amelia 1964 Germany White/Caucasian Full-Time 28 

Jessica 1987 Italy Italian Full-Time 3 

Ella 1991 England N/A Full-Time 24 
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Women Referred to Insight  

Pseudonym YOB Country 

of Origin 

Race/ 

Ethnicity 

Years in 

Scotland 

Children 

Born 

Locally 

Children 

Born 

Abroad 

First Language Translator 

Used 

Marital Status 

Adaora 1985 Nigeria N/A 3 1 2 Euroba NO Married 

Chibuogu 1983 Nigeria African 5 1/2 3 0 Ebu NO Married 

Isatou 1987 Gambia African 2 1/2 1 0 Fula NO Married 

Aamira 1994 Sudan Mahas 6 2 0 Arabic YES Married 

Aretta 1979 Nigeria N/A 5 3 3 English NO Married 

Fatima 1981 Sudan Shigeya 4 2 1 Arabic YES Married 

Hiba 1987 Sudan Arakie 1 1 1 Arabic YES Married 

Inaya 1993 Sudan Argalia 2 1/2 1 2 Arabic YES Married 

Naija 1986 Nigeria Euroba 5 1 0 English NO Married 

Nadia 1976 Sudan N/A 4 2 4 Arabic YES Married 

Loli 1983 Gambia Mandinka 4 2 2 Mandinka NO Married 

Marie 1983 Gambia  Black/ 

African 

6 2 0 Fula NO Divorced 

 

Proffered Terms for “FGM” Utilised by Women Referred to Insight  

Term Number 

of 

Women 

FGM 5 

Tahoor 4 

Circumcision 2 

Hitan 1 
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Appendix XVIII: Finalised Themes & Subthemes by Dimension & Group 

from the Primary Data Analysis 

 TRANSFORMATIVE EXCLUSIONARY 

 Themes Subthemes Themes Subthemes 

 

Group A 

Knowledge & 

Capabilities 

Anti-FGM 

Support & 

Awareness 
Poor 

Communication 

Discrimination 

Empowerment 

& Confidence 

Language 

Comprehension 

 

Exceptional 

Practices 

The Insight 

Midwife 

Inadequate 

Services 

FGM Referrals 

Rereferrals 

The Good 

CMW 

FGM Services 

(Excluding 

Maternity) 

Health System 

Education & 

Advocacy 

 

Group B1 

Cultural 

Exposure 

Personal 

Interest 

Low Credibility FGM as a Public 

Health Issue 

 In Negotiating Buy-

In 

 Education NHS Staff Nascence Limited 

Sustainability 

Navigating New 

Territory 

Women w/ 

FGM 

“No Man’s an 

Island” 

 Organisational 

Capacity 

Clarity of Roles Resource 

Deficits 

Digital 

Infrastructure 

Funding 

Colleague 

Support 
Time & Space 

Plasticity Translation Services 

 Professional 

Responsibility 

Organisational 

Ideology 

Training 

Limitations 

Cultural Anxiety 

Limited Personnel 

 Group B2 Positive 

Baseline 

Prior 

Awareness 

Cultural 

Dissonance 

NHS & Staff 

Exposure 

Routine 

Practice 

Women 

 Supportive 

Consultancies 

Augmenting 

Care 

Low Prevalence Before Insight 

Complementary 

Working 

In Their 

Absence 

 Taking on 

Responsibility 

Engagement w/ 

FGM Topic 

Poor 

Communication 

From CMWs 
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Initiative LOTE 

 Training 

Fulfils a Need 

For 

Communication 

& Care 

Uncertainty CMWs’ Role in 

Insight 

The Experience 

Outputs In the Community 

Women’s 

Openness 

Knowledge Lost to 

Time 

 TOTAL 

THEMES 

10 + 10 = 20 
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Appendix XIX: Adapted & Amended Criteria for Insight Guideline Analysis* 

 
 

A.     Resources 

1. Intended audience(s) are identified.  

2. Professional resources are addressed: 
i. Procedures specific to all intended audiences are clear.  

ii. All procedural resources necessary for implementation are accounted for.  

iii. Supporting guidance has been mentioned.  

3. Organisational capacity is addressed. 

B.     Obligations 

1. The obligations of the various implements are specified—who has to do what? 

2. The action is part of professionals’ existing duties.  

3. Scientific results demand the action.  

4. Professionals obligated to the population to act. 

C.     Goals  

1. The goals are officially spelled out. 

2. The goals are concrete.   

3. The action centres on improving the health and safety of the population.  

D.     Accessibility 

1. The guideline is accessible to all intended audiences. 

E.    Guideline Background (Source of Health Guideline)  

1. The scientific grounds of the guideline are established.  

2. The goals are drawn from a conclusive review of the literature.  

3. The source of the guideline is explicit, i.e., by  
i. Authority (one or more person, books, scientific articles, or sources of 

information),   

ii. Quantitative or qualitative analysis, and/ or   

iii. Deduction (premises established from authority, observation, intuition, or all 

three).   

F.     Monitoring & Evaluation  

1. The guideline indicates monitoring and evaluation mechanisms.  

2. The guideline nominates a committee or independent body to perform the 

evaluation.  

3. The outcome measures are identified for each of the explicit and implicit 

objectives.  

4. The data for evaluation is collected before, during, and after the introduction 

of the guideline.  

5. Follow-up takes place after a sufficient period to allow the effects to become 

evident.  

6. Criteria for evaluation are adequate or clear. 

(Adapted from Cheung et al., 2010; Rütten et al., 2003b) 
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*Amendments made to Rütten et al.’s (2003b) Determinants of Health Policy 

framework criteria are as follows:   

 

A. Political Opportunities: This criterion is difficult to include in a document-

based analysis and so is excluded. The section may be revisited upon primary 

data analysis.   

B. Resources: Some of the language adjustments by Cheung et al. (2010) are 

adopted to reflect a document-based analysis. Additional changes have been 

made by the research team to further account for a child and adult protection 

procedural guideline, in which it is not common practice to include an account 

of the financial resources supporting the service.  

C. Obligations: Some of the language adjustments by Cheung et al. (2010) are 

adopted to reflect a document analysis, not a practitioner survey as was carried 

out by Rütten et al. (2003b). All Rütten et al.’s (2003b) criteria are included.  

D. Public Opportunities: This criterion is difficult to include in a document-based 

analysis and so is excluded. The section may be revisited upon primary data 

analysis.   

E. Goals: Rütten et al.’s (2003b) original criteria fall in line with the purposes of 

health guidelines and are maintained in their original form.  

F. Organizational Opportunities: This criterion is difficult to include in a 

document-based analysis and so is excluded. The section may be revisited upon 

primary data analysis.   

 

Borrowing from the additional criteria and amendments formulated by Cheung et al. 

(2010), an explanation of the research team’s decisions on how to adjust the remaining 

sections of the framework follows:  

 

A. Accessibility: Cheung et al. (2010) argue that document availability may affect 

the “usefulness and implementation of policy” (408). While not validated by 

Rütten et al. (2003b), this addition is found to be logical and relevant.   

B. Policy Background (Source of Health Policy): Cheung et al. (2010) include this 

criterion to expand on criterion B3 (see below). This incorporates a more 

rigorous set of standards for meeting bases of evidence. As this expansion 

augments the validated criteria without prejudicing specific kinds of evidence, 

it will in part be adopted for the present analysis.  

C. Monitoring & Evaluation: Cheung et al. (2010) recognize the utility of 

independent evaluations in “strengthening the policy analyses” credibility 

(408). The present research team agrees with the inclusion of this amendment 

in part to the criteria by Rütten et al. (2003b), as such evaluations are key to 

the sustainability and improvement of transformative policy.  
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Appendix XX: Thematic Maps for the Insight Training Survey Data, Descriptive Statistics & Guideline Analyses   

Thematic Map for Insight Training Survey Data 
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Thematic Map for Insight Descriptive Statistics (2015 to 2018) 
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Thematic Map for the Insight Guideline Analysis 

 


