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There are over 109,980 people living in 

Australia, including 34,821 in Victoria, who 

were born in the 29 countries known to 

practise female genital mutilation/cutting 

(FGM/C) (WHO 2008; ABS 2011). Migrants 

and refugees from countries with a high 

prevalence rate of the more severe forms 

of FGM/C have been coming to Australia in 

significant numbers since the late 1980s. 

Family Planning Victoria contracted RMIT 

University to undertake a demographic audit 

and literature review in relation to FGM/C 

in Victoria. The findings of this audit and 

review are presented as a three part report 

titled A Tradition in Transition: Female genital 

mutilation/cutting - A literature review, 

an overview of prevention programs and 

demographic data for Victoria, Australia.

The first part comprises a literature review, 

including an overview of the cultural and 

traditional contexts in relation to FGM/C and 

the effects of migration to Western countries.

The second part comprises an overview 

of international prevention programs, 

including those established in countries 

known to practise FGM/C and among 

Western countries in response to the arrival 

and settlement of people from practising 

countries. Included is a discussion on how 

these programs impact on communities and 

ultimately contribute to the abandonment of 

the practice.

The third part provides broad demographic 

data on communities from practising 

countries residing in Australia, including 

extensive statistical information and in-depth 

analyses. This demographic profile was 

developed using data from the Australian 

Bureau of Statistics (ABS), the World 

Health Organization (WHO), the Measure 

Demographic and Health Surveys (MDHS) 

and the United Nations Children’s Fund 

(UNICEF). 

The first of its kind in Australia, we believe that 

this report will serve as a useful resource for 

educators, academics, health professionals, 

policy makers and agency staff who work 

with communities from practising countries. 

Through this report, we have endeavoured 

to provide valuable data and analyses for 

the development of services and policies to 

benefit communities settling in Australia.

The collated demographic data in part 

three was initially sourced from the WHO 

estimates of FGM/C prevalence (WHO 2008) 

and the ABS 2006 Census of population and 

housing (ABS 2006). Relevant data from the 

subsequent ABS 2011 census was released 

in November 2012 and has since been 

incorporated into this report. 

In acknowledging that different elements of 

the report will be more relevant and valuable 

to different audiences, we have divided the 

information into three parts. While each 

part can be viewed independently, they 

are also part of a larger report that, in its 

entirety, will provide the reader with a more 

comprehensive understanding of female 

genital mutilation/cutting (FGM/C).  

The introductory section of this report 

includes broad demographic data for Victoria, 

definitions of the different types of FGM/C, 

the global and local incidence and an analysis 

of the potential risk of the practice continuing 

in the six largest settlement communities in 

Victoria from high prevalence countries of 

origin, namely Egypt, Ethiopia, Eritrea, Kenya, 

Somalia and Sudan.

We acknowledge that the information in this 

report is merely a guide. We believe it to be a 

valuable contribution to the existing body of 

knowledge that may benefit those seeking to 

improve their understanding of FGM/C. 

A guide to using A Tradition in Transition: 
Female genital mutilation/cutting

Introduction

Family Planning Victoria 2013 9 



In
tr

od
u
ct

io
n Literature 

review

This part presents a broad overview of the practice of 

FGM/C, outlining the cultural and traditional contexts, 

the effects on the health and wellbeing of women and 

girls and the impact of migration to Western countries. 

This information will be of particular relevance to 

educators, academics, health professionals, policy 

makers and agency staff who work with communities 

from practising countries.

This part presents comprehensive demographic data 

on communities residing in Victoria who have come 

from countries known to practise FGM/C. The data 

can be searched by local government area (LGA) or 

country of birth and can be accessed at 

<www.fpv.org.au/fgmc>.

This information will be of particular relevance to 

agencies involved in service planning and policy 

development. 

This part examines local and international prevention 

programs, including how these impact on practising 

communities and ultimately contribute to the 

abandonment of FGM/C.

This information will be of particular relevance to 

community agencies and all levels of government for 

the development of prevention programs. 

Prevention 
programs

Demographic 
data (online)

pg. 31

pg. 63
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definitions and terminology
Female genital mutilation/cutting (FGM/C), the 

practice of cutting, sewing and altering the 

genitals of girls and women, is a significant 

global human rights issue (UNICEF 2005). 

The World Health Organization (WHO), the 

United Nations Children’s Fund (UNICEF) and 

the United Nations Population Fund (UNFPA) 

use the term ‘female genital mutilation’ (FGM), 

which they defined in their Joint Statement 

1997 as comprising ‘all procedures involving 

partial or total removal of the external female 

genitalia or other injury to the female genital 

organs for non-medical reasons’ (WHO 2008).

FGM/C is a highly emotional and contested 

issue. Activists and communities, including 

some from within practising countries, argue 

that it causes severe and irreparable harm 

to girls and women and as such, they use 

the term ‘mutilation’. Generally, the word 

‘mutilation’ does not sit well with women 

and communities directly affected since, 

from their perspective, FGM/C is connected 

to beautification. The terms that tend to be 

preferred within practising communities are 

‘female circumcision’ and ‘female genital 

cutting’. In recognition of community concerns 

about the language, the phrase ‘female genital 

mutilation/cutting’ (FGM/C) is generally used 

throughout this report.

The term FGM/C encompasses a wide range 

of procedures, which have been grouped into 

the following four types by the WHO: 

Type I: Partial or total removal of the clitoris 

and/ or the prepuce (clitoridectomy)

Type II: Partial or total removal of the clitoris 

and labia minora, with or without excision of 

the labia majora (excision)

Type III: Narrowing of the vaginal orifice with 

the creation of a covering seal by cutting and 

appositioning the labia minora and/ or the 

labia majora, with or without excision of the 

clitoris (infibulation)

Type IV: All other harmful procedures to the 

female genitalia for non-medical purposes, 

such as pricking, piercing, incising, scraping 

and cauterising (WHO 2008).

The global and national incidence
Research indicates that 130-140 million 

women worldwide have been subjected to 

one of the first three types of female genital 

mutilation/cutting (FGM/C), with an estimated 

2-3 million girls undergoing the practice each 

year. This equates to as many as 7,000 girls 

every day (UNICEF 2007; 2005). Significant 

measures have been taken over past decades 

to eradicate FGM/C. Although international 

and local responses have resulted in some 

progress, with prevalence rates for younger 

women having declined in some countries 

(WHO 2011), the overall prevalence remains 

high. As such, there is an urgent need to 

intensify efforts if FGM/C is to be eliminated 

within one generation.

The global incidence is highly concentrated in 

28 countries, 27 in northern Africa as well as 

Yemen. Countries with the highest incidence 

include Somalia, Egypt, Guinea, Sierre Leone, 

Djibouti, Mali, Sudan and Eritrea (WHO 2008), 

with FGM/C also occurring in other African 

countries. Table 1 shows the prevalence rates 

and types of FGM/C in the high prevalence 

countries. 

Family Planning Victoria 2013 11 
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Categories Definition Countries

1. Almost universal 

FGM/C with substantial 

type III 

Over 85% prevalence, with 

over 30% type III

Sudan (north), Somalia,

Eritrea, Djibouti

2. High prevalence 

FGM/C types I and II

Over 75% prevalence, 

predominantly types I and II

Burkina Faso, Egypt, 

Ethiopia, Gambia, Guinea, 

Mali, Sierra Leone 

3. Moderate prevalence 

FGM/C types I and II

Between 25 -74% 

prevalence,  predominantly 

types I and II

Central African Republic, 

Chad,

Côte D’Ivoire, Guinea- 

Bissau,

Kenya, Liberia, Mauritania, 

Senegal, Togo

4. Low prevalence 

FGM/C types I and II

Under 25% prevalence, 

predominantly types I and II

Benin, Cameroon, 

Democratic Republic of 

Congo, Ghana, Niger, 

Nigeria, Uganda, United 

Republic of Tanzania 

Table 1. Prevalence rates and types of FGM/C in the high prevalence countries

Data source: Dorkenoo, Morison and Macfarlane 2007

FGM/C is not, however, solely an African 

problem. Particular ethnic groups practise 

FGM/C  in regions of Middle Eastern countries 

such as Iran, Iraq, Saudi Arabia, Jordan, 

Oman and Israel (Occupied Territories of 

Gaza), in Asian countries such as India, 

Malaysia and Indonesia and in parts of South 

America (IOM 2009). 

Over the past few decades, through migration 

and refugee flight, women and girls who have 

been subjected to FGM/C and many others 

who are at risk of undergoing the practice 

have resettled in Western countries including 

Europe, the US, Canada, New Zealand and 

Australia. 

Figure A shows the total number of 

Australian residents within each state and 

territory, based on the Australian Bureau of 

Statistics (ABS) 2011 census data, who were 

born in countries where FGM/C has been 

documented as being practised. Compared 

with data collated from the ABS 2006 census, 

the general pattern has remained the same, 

with New South Wales and Victoria each 

being the residence for a third of the people 

born in FGM/C practising countries. There 

were some minor changes between 2006 

and 2011, with the percentage in Western 

Australia having increased from 4% to 

14%, the percentage in Queensland having 

decreased from 14% to 11% and the number 

of people from FGM/C practising countries in 

other territories having increased from 0 to 3 

people, which is likely to reflect the refugees 

living on Christmas Island (ABS 2011; 2006).

12  A tradition in transition: Female genital mutilation/cutting
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South Australia: 
7,095 (6%) 

Victoria: 34,821 (32%) 

New South Wales: 
36,726 (33%) 

Queensland: 11,969 
(11%) 

Western 
Australia: 

15,496 (14%) 

Tasmania: 
1,352 (1%) 

Nothern Territory: 672 
(1%) 

Australian Capital 
Territory: 1,846 (2%) 

Other territories: 3 (0%) 

Victoria New South Wales Queensland 

South Australia Western Australia Tasmania 

Nothern Territory Australian Capital Territory Other territories 

Figure A: Australian 

residents within each 

state and territory who 

were born in countries 

where FGM/C has been 

documented and the 

prevalence estimated

Data source: ABS 2011

Detailed information about each of the significant national groups can be found in part three 

of this report, accessible via Family Planning Victoria’s website at <www.fpv.org.au/fgmc>. 

This demographic data can be searched by local or rural city council area, or by country of 

birth. Other information on communities is also provided, including religious affiliations and 

educational qualifications and achievements.

Family Planning Victoria 2013 13 
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There are no estimates of the prevalence of 

female genital mutilation/cutting (FGM/C) in 

Australia. In considering which populations 

may be at risk, we have extrapolated data 

about Australian residents who were born 

in countries that have estimates of FGM/C 

practice. Data from the Australian Bureau of 

Statistics (ABS 2011) indicate that in 2011, 

there were 34,821 people living in Victoria 

who were born in countries that have a high 

prevalence of the more severe forms of 

FGM/C, as estimated by the World Health 

Organization (WHO 2008). 

Table 2 shows the numbers of Victorian (state) 

and Australian (national) residents who were 

born in the 28 countries where there are 

estimates of FGM/C prevalence among girls 

and women aged between 15 and 49 years. 

These estimates, as collated by the WHO 

(2008), are also shown. 

Female genital mutilation/cutting in 
Victoria, Australia
Victorian (state) and Australian (national) residents who were born in 
countries where FGM/C has been documented and the prevalence 
estimated

Table 2: Victorian (state) and Australian (national) residents who were born in countries 

where FGM/C has been documented and the prevalence estimated

Country

Estimated 
prevalence of 
FGM/C among 
girls and women 
aged 15-49 years 
(%) 

Total Victorian 
population born 
in countries 
where FGM/C 
has been 
documented and 
the prevalence 
estimated

Total Australian 
population born 
in countries 
where FGM/C 
has been 
documented and 
the prevalence 
estimated

Benin 16.8 21 79

Burkina Faso 72.5 12 39

Cameroon 1.4 66 276

Central African 

Republic 
25.7 3 17

Chad 44.9 17 55

Côte d’Ivoire 41.7 87 444

Djibouti 93.1 80 135

Egypt 95.8 12,489 36,532

Eritrea 88.7 1,518 2,841

Ethiopia 74.3 4,489 8,452
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Country

Estimated 
prevalence of 
FGM/C among 
girls and women 
aged 15-49 years 
(%) 

Total Victorian 
population born 
in countries 
where FGM/C 
has been 
documented and 
the prevalence 
estimated

Total Australian 
population born 
in countries 
where FGM/C 
has been 
documented and 
the prevalence 
estimated

Gambia 78.3 16 92

Ghana 3.8 666 3,866

Guinea 95.6 92 648

Guinea-Bissau 44.5 0 14

Kenya 32.2 2,850 13,831

Liberia 45.0 506 2,672

Mali 91.6 21 50

Mauritania 71.3 3 39

Niger 2.2 10 25

Nigeria 19.0 1,129 4,519

Senegal 28.2 68 337

Sierra Leone 94.0 292 3,043

Somalia 97.9 3,060 5,686

Sudan 90.0* (North) 6,085 19,368

Tanzania 14.6 566 3,437

Togo 5.8 43 278

Uganda 0.6 500 2,674

Yemen 22.6 132 531

Total 34,821 109,980

*The estimated prevalence of FGM/C in Sudan is limited to the northern region, which became a separate country 
in 2011 but is still represented as one country in these statistics.

Data source: WHO 2008; ABS 2011
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Part of the data presented in this report has been generated 

from the ABS 2006 Census of population and housing using 

ABS CData, which is no longer available. This information can 

now be accessed using ABS TableBuilder.

The WHO determines the prevalence of FGM/C within nation-

state boundaries as opposed to categories such as ancestry, 

religion or language. In keeping with this, population data 

has been collected within the ABS ethnicity classification of 

‘country of birth of person’. It is important to note that all of 

the data generated from the ABS 2006 and 2011 census that 

has been used in this report has been randomly adjusted 

to avoid the release of confidential information (e.g. where 

the population from one country in one area is so small, the 

people may be recognised).

The ABS census data indicates that in 2011, 109,980 people 

in Australia were born in countries where the prevalence 

of FGM/C has been estimated, which is 21,138 more than 

in 2006.  In 2011, 34,821 people from these countries 

were residing in Victoria, which is 5592 more than in 2006 

(ABS 2011; 2006). For the purpose of this report, we have 

supposed that people from countries where FGM/C is 

practised, ‘FGM/C affected communities’, are those who may 

choose to have their daughters undergo the practice, either in 

Australia or by returning to their country of origin. 

In determining the state, territory or local government 

area (LGA) of people born in countries where FGM/C is 

practised, we chose ‘place of usual residence’ rather than 

the alternatives of ‘location on census night’ or ‘place of 

employment’. In keeping with this, population data has been 

collected within the ABS ethnicity classification of ‘country of 

birth of person’. It is important to note the implications of this 

choice. Although country of birth provides the most useful 

snapshot of people living in Australia from countries known to 

practise FGM/C, the figures are not entirely accurate because 

there is likely to be a considerable number of people whose 

ancestry is inaccurately recorded. This includes the target 

group of girls currently aged under 12 years who were born 

of parents from practising communities outside their original 

country, possibly in refugee camps, on the way to Australia, 

or in Australia, since 2006. These girls appear as Australian-

born in the 2006 and 2011 census data. This is significant, 

because they are among the children potentially at greatest 

risk of FGM/C. 

The suspected under-counting of certain national groups 

is another factor limiting the data. Despite the employment 

of specially trained, culturally sensitive data collection staff, 

there is likely to be mistrust of the census process among 

some communities due to past experiences of oppressive 

governments. As such, the data indicating country of birth in 

countries of high FGM/C prevalence is an approximation only. 

Figure B shows that 93% of the Victorian population who 

were born in countries where FGM/C has been documented 

and the prevalence estimated were residing in metropolitan 

Melbourne. A further 6% were residing in regional Victoria 

(1,169 people) and 1% did not have a usual address or 

their address was unknown, or they were residing in 

unincorporated Victoria. In the five years since the 2006 

census, there has been a 3% move from metropolitan 

Melbourne to regional Victoria and other addresses.

Metropolitan 
Melbourne (93%) 

Regional Victoria (6%) 

Unincorporated 
Victoria or no usual 

address (1%) 

Metropolitan Melbourne 

Regional Victoria 

Unincorporated Victoria 
or no usual address 

Data source: ABS 2011

Figure B: Percentage of Victorian residents living in metropolitan Melbourne and regional Victoria who were 

born in countries where FGM/C has been documented and the prevalence estimated

16  A tradition in transition: Female genital mutilation/cutting
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Figure C shows the metropolitan Melbourne LGAs and 

Figure D the regional Victoria LGAs where people from 

FGM/C affected communities were residing in 2011.

Between 2006 and 2011, the 3% move of people from 

FGM/C practising countries from metropolitan Melbourne to 

regional Victoria and other addresses increased the number 
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Banyule (C) 

Bayside (C) 

Boroondara (C) 

Brimbank (C) 

Cardinia(S) 

Casey (C) 

Darebin (C) 

Frankston (C) 

Glen Eira (C) 

Greater Dandenong (C) 

Hobsons Bay (C) 

Hume (C) 

Kingston (C) 

Knox (C) 

Manningham (C) 

Maribyrnong (C) 

Maroondah (C) 

Melbourne (C) 

Melton (S) 

Monash (C) 

Moonee Valley (C) 

Moreland (C) 

Mornington Peninsula (S) 

Nillumbik (S) 

Port Phillip (C) 

Stonnington (C) 

Whitehorse (C) 

Whittlesea (C) 

Wyndham (C) 

Yarra (C) 

Yarra Ranges (S) 

Figure C: Number of 

residents in metropolitan 

Melbourne who were born 

in countries where FGM/C 

has been documented and 

the prevalence estimated

Please note: (C) City Council, (B) 
Borough, (RC) Rural City Council, 
(S) Shire Council 
Data source: ABS 2011

of regions that have communities numbering over 200 in 

regional Victoria to four, namely Ballarat, Bendigo, Geelong 

and Shepparton. This is a change from 2006, where Geelong 

was the only regional city with a population of people who 

were born in FGM/C practising countries that numbered over 

100 (311).

Family Planning Victoria 2013 17 



In
tr

od
u
ct

io
n

0 
9 

240 
48 
42 

14 
3 

19 
3 

32 
3 

40 
6 
13 
8 

96 
422 

268 
12 

3 
26 

0 
332 

12 
64 

7 
79 

34 
9 

26 
43 

0 
14 

6 
3 
0 

20 
6 
7 
18 

63 
0 

17 
63 

41 
0 

42 
7 

0 100 200 300 400 500 

Alpine (S) 
Ararat (RC) 
Ballarat (C) 

Bass Coast (S) 
Baw Baw (S) 

Benalla (R) 
Buloke (S) 

Campaspe (S) 
Central Goldfields (S) 

Colac-Otway (S) 
Corangamite (S) 

East Gippsland (S) 
Gannawarra (S) 

Glenelg (S) 
Golden Plains (S) 

Greater Bendigo (C) 
Greater Geelong (C) 

Greater Shepparton (C) 
Hepburn (S) 

Hindmarsh (S) 
Horsham (RC) 

Indigo (S) 
Latrobe (C) 
Loddon (S) 

Macedon Ranges (S) 
Mansfield (S) 
Mildura (RC) 

Mitchell (S) 
Moira (S) 

Moorabool (S) 
Mount Alexander (S) 

Moyne (S) 
Murrindindi (S) 

Northern Grampians (S) 
Pyrenees (S) 

Queenscliffe (B) 
South Gippsland (S) 

Southern Grampians (S) 
Strathbogie (S) 
Surf Coast (S) 
Swan Hill (RC) 

Towong (S) 
Wangaratta (RC) 
Warrnambool (C) 

Wellington (S) 
West Wimmera (S) 

Wodonga (RC) 
Yarriambiak (S) 

Figure D: Number of 

residents in regional 

Victoria who were born in 

countries where FGM/C 

has been documented and 

the prevalence estimated

Please note: (C) City Council, (B) 
Borough, (RC) Rural City Council, 
(S) Shire Council 
Data source: ABS 2011
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Figure E shows that 68% of Victorian residents who were born in countries where FGM/C has 

been documented and the prevalence estimated, were born in one of nine countries where 

the prevalence is very high (75.1% or more). These nine countries are Djibouti, Egypt, Eritrea, 

Gambia, Guinea, Mali, Sierra Leone, Somalia and Sudan.

Prevalence
high (13%) 

Prevalence
medium (10%) 

Prevalence very
high (68%) 

Prevalence low (5%) 

Prevalence very low (4%) 

Prevalence very high
(75.1% or more) 

Prevalence high
(50.1%-75%) 

Prevalence medium
(25.1%-50%)

Prevalence low
(10%-25%)

Prevalence very low
(Less than 10%)

Figure E: Percentage of 

Victorian residents who 

were born in countries 

where FGM/C has been 

documented and the 

prevalence estimated 

(very low to very high) 

Data source: ABS 2011

The World Health Organization (WHO) 

recognises that female genital mutilation/

cutting (FGM/C) is practised to some degree 

in India, Indonesia, Israel, Iraq, Malaysia 

and the United Arab Emirates. Although the 

practice has been documented in various 

studies, the prevalence rates for these 

countries cannot be determined and no 

national estimates have been established 

(WHO 2008, p. 30). Due to the lack of 

confirmation, these figures can be misleading 

if read without an understanding of the 

context of each country.  For example, the 

figures indicate almost a doubling of the 

population born in India at both the Victorian 

(state) and Australian (national) levels. 

However, the more detailed country profile 

in the third part of this report indicates that 

in India, FGM/C is only practised in a small 

hillside community. As such, the increase 

in residents from India does not equate an 

increase in the number of communities that 

Victorian (state) and Australian (national) residents who 
were born in countries where female genital mutilation/
cutting has been documented but the prevalence is 
unknown _____________________________________________/

are likely to practise FGM/C. For analyses of 

the different types of FGM/C and anecdotal 

or estimated rates of the practice in the 

countries listed below, as well as in other 

countries with unknown or low FGM/C 

prevalence, refer to part three of this report. 

In addition to the 34,821 people residing in 

Victoria who were born in countries where 

FGM/C has been documented as being 

practised and the prevalence estimated 

(ABS 2011), the Australian Bureau of 

Statistics (ABS) 2011 census also records 

185,569 people residing in Victoria who were 

born in countries where FGM/C has been 

documented, but the prevalence is unknown 

(see Table 3 and Figure E).

Family Planning Victoria 2013 19 
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Country

Estimated 
prevalence 
of FGM/C 
among girls 
and women 
aged 15-49 
years (%)

Total Victorian 
population born in 
countries where 
FGM/C has been 
documented but 
the prevalence is 
unknown

Total Australian 
population born in 
countries where FGM/C 
has been documented 
but the prevalence is 
unknow

2006 2011 2006 2011

India Unknown 52,853 111,787 147,106  295,362

Indonesia Unknown 12,605  15,405 50,9760   63,158

Israel Unknown 3,268 4,064 7,789 9,228

Iraq Unknown 8,615 12,794 32,520   48,169

Malaysia Unknown 30,475  39,790 92,335  116,195

United Arab 

Emirates
Unknown 994 1,729 2,975 4,898

Total 108,810 185,569 333,701  537,010

Table 3: Victorian (state) 

and Australian (national) 

populations born in 

countries where FGM/C 

has been documented but 

the prevalence is unknown

Data source: WHO 2008

Data source: ABS 2011; 2006

Figure F shows the total number of Australian residents in 2011, within each state and territory, 

who were born in countries where FGM/C has been documented, but the prevalence is 

unknown. New South Wales and Victoria both had the largest percentage (34%) of residents 

who were born in these countries. 

Figures G and H show the number of Victorian residents, in metropolitan Melbourne and 

regional Victoria respectively, who were born in countries where FGM/C has been documented, 

but the prevalence is unknown. 
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Victoria: 185,569 
(34%) 

New South Wales: 
183,614 (34%) 

Queensland: 
52,583 (10%) 

Western 
Australian: 

69,011 (13%) 
South Australia: 

29,343 (5%) 

Tasmania: 3,049 (1%) 

Northern 
Territory: 

3,679 (1%) 

Australian Capital 
Territory: 9,641 (2%) 

Other territories: 521 
(0%) 

Victoria New South Wales Queensland 

South Australia Western Australian Tasmania 

Northern Territory Australian Capital Territory Other territories 

Figure F: Percentage and number of Australian residents within each state and territory 

who were born in countries where FGM/C has been documented but the prevalence is 

unknown

Data source: ABS 2011
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Figure G: Number of 

residents in metropolitan 

Melbourne who were born 

in countries where FGM/C 

has been documented but 

the prevalence is unknown

Please note: (C) City Council, (B) 
Borough, (RC) Rural City Council, 
(S) Shire Council 
Data source: ABS 2011
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Figure H: Number of 
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Borough, (RC) Rural City Council, 
(S) Shire Council

Data source: ABS 2011 
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In this section of the report, we have presented statistical data concerning communities living 

in Victoria who have come from countries where female genital mutilation/cutting (FGM/C) 

is practised. This includes countries of high FGM/C prevalence, where reliable estimates are 

available, as well as countries where the practice is known to occur, but where there are no 

reliable estimates of prevalence. The data on FGM/C prevalence has been drawn from the 

World Health Organization (WHO 2008) and the data on the numbers of residents from FGM/C 

practising countries is based on the Australian Bureau of Statistics (ABS) 2006 and 2011 

census. 

In part three, the ABS data is disaggregated by local government areas (LGAs) where people 

have settled, as well as by age, sex, religion, levels of education and dates of arrival from 

countries that practise FGM/C. We have added relevant information about the prevalence and 

patterns of FGM/C in each of the countries of origin. This more detailed data analysis can be 

accessed via Family Planning Victoria’s website at <www.fpv.org.au/fgmc>. 

The following extrapolations have been drawn about the potential risk of the continuance of 

FGM/C in the six largest settlement communities in Victoria from high prevalence countries 

of origin. This draws on the Victorian population statistics for those communities (combining 

figures from the ABS 2006 and 2011 census) and some of the factors identified in this report 

that influence risk and processes of transition towards the abandonment of FGM/C.

Egypt: Victorian population of 12,489 

There has been steady migration to Australia 

from Egypt from the 1950s onwards. Despite 

the continuing high prevalence rate of 

FGM/C types I and II in Egypt, irrespective 

of ethnicity, religion, education or any other 

variable, there are encouraging signs of 

change, especially among younger age 

groups. Egypt born residents, who are 

predominantly Christians, are very well 

established in Australia and well integrated 

into Australian society. Their reasons for 

migration have been related to politics, 

the oppression of minority groups such as 

Christians, and economic and family reasons. 

We conclude that there is likely to be a rapid 

abandonment of the practice upon settling in 

Australia.

summary and discussion

 

Eritrea: Victorian population of 1,518 

Small numbers of people came to Victoria 

from Eritrea through the 1980s, but the 1990s 

and early 2000s saw large numbers arriving 

in the wake of civil war. Most Eritreans reside 

in Moonee Valley, Melbourne, Maribyrnong, 

Greater Dandenong, Brimbank and Hume. 

Most are aged between 30 and 45 years, with 

women outnumbering men.

Eritrea has a high prevalence of FGM/C, 

with a rate of 88.7% (2004), but this figure is 

declining, having dropped from 95% in 1995. 

Considerable variation occurs in the type of 

FGM/C practised and while religion is not 

an indicator of prevalence, it is of type. Type 

III (infibulation) is common among Muslims, 

and regionally, along the border with Sudan, 

usually before the girl is seven years of age 

(US Department of State 2001).

Egypt has been a transit and 

destination country for refugees 

and asylum seekers from Africa 

and other countries since 

the 1980s with the UNHCR 

registering and determining the 

refugee status of thousands of 

people living in refugee camps 

in Egypt since the 1990s. The 

largest refugee groups in Egypt 

are from Sudan, followed 

by Somalia, Ethiopia, and 

Eritrea and many other African 

nationalities (UNHCR 2013; 

Forced Migration 2004) and 

these nationalities presumably 

comprise many of the Egypt-

born Victorians who arrived 

since the 1980s.

24  A tradition in transition: Female genital mutilation/cutting



In
trod

u
ction

Ethiopia: Victorian population of 4,489 

As a community, Ethiopians have been in 

Australia longer than the Sudanese and 

have established networks. They first arrived 

in significant numbers in the late 1980s, 

increasing in numbers throughout the 

1990s, peaking between 2000 and 2004 and 

continuing to the present time. They mostly 

reside in Maribyrnong, Brimbank, Moonee 

Valley, Wyndham and Greater Dandenong. 

They too have a traumatic history of war, 

famine and refugee flight.

FGM/C prevalence in Ethiopia is 74.3%, with 

significant differences existing between ethnic 

communities and between regions. Types I 

and II are most common, with some pockets 

of type III, but there are now hopeful signs 

of abandonment in response to widespread 

prevention programs. Length of time since 

leaving, as well as ethnic and regional 

differences within Ethiopia, are relevant in 

estimating the risk of continuance of FGM/C 

among Ethiopian migrants in Australia.

 

Somalia: Victorian population of 3,060 

Most Somalis arrived in Australia between 

1990 and 2004, with migration continuing 

to the present time. Most have now been 

here for over a decade and have established 

strong community networks, but face many 

barriers to integration into Australian society. 

Many Somalis have come under traumatic 

conditions of civil war and famine. Somalia 

has the highest prevalence of FGM/C, with 

the rate estimated at 97.9%, and with over 

80% having undergone type III (infibulation), 

the most severe form. Overall, there has 

been little evidence of much change to these 

figures. As almost all Somali born women and 

girls aged between 15 and 49 years coming 

to Australia are affected in some way by 

FGM/C, focusing on effective and appropriate 

prevention strategies within settlement 

processes and services is important, as it is 

for all newly arriving people. The main LGAs 

of settlement are Moonee Valley, Banyule, 

Darebin, City of Melbourne and Hume. 

The key factors in the process of transition 

from FGM/C here are the length of time 

of residence in Victoria and the degree of 

integration into Australian society, especially 

through education and employment.

 

Family Planning Victoria 2013 25 



In
tr

od
u
ct

io
n

 

Kenya: Victorian population of 2,850

People from Kenya have been settling in 

Australia in small numbers since the 1960s, but 

since the year 2000, numbers have increased 

by 1,000. There are 2,850 Kenyan born people 

residing in Victoria. This number comprises 

children born of parents from war-torn countries 

to the north who were born in refugee camps 

in Kenya, together with Kenyan nationals who 

mainly arrived in Australia as skilled migrants 

or on student visas. Kenyan born residents 

are widely dispersed throughout the suburbs 

of Melbourne, with Monash, Casey, Greater 

Dandenong, Brimbank, Knox and Whitehorse 

having the greatest numbers.

In Kenya, the overall prevalence rate of FGM/C 

is 32.2%, with very large variations according to 

ethnicity and regional area. Variations by region, 

for example, range from 4% in the west to 99% 

in the north-east. This corresponds to variations 

by ethnicity. A high prevalence is recorded for 

the ethnic Somali (97%), the Kisii (96%) and 

the Maasai (93%). Urban contexts and high 

levels of education are likely to indicate a lower 

prevalence.

For Kenyan nationals residing in Australia, 

the main indicating factors for FGM/C are 

ethnicity and regional area, followed by level 

of education and urban context. Children born 

in Kenya to parents from neighbouring high 

prevalence countries are potentially at risk of 

FGM/C. Factors relevant to transition towards 

abandonment include time spent in Victoria, 

support networks within their own communities 

and integration within Australian society.

Sudan: Victorian population of 6,085 

Of the large communities from practising 

countries settled in Victoria, people from 

Sudan are the most recently arrived, with 

nearly all having come since 2000. Many 

have experienced traumatic and difficult 

circumstances of war, famine and life in refugee 

camps. They have settled near to compatriots, 

especially in Greater Dandenong and Brimbank 

and also in Casey and Maribyrnong. 

The prevalence rate of FGM/C type III is 

estimated to be 90% for North Sudan, but 

is believed to be negligible for South Sudan 

(UNICEF 2010, p. 40). In Sudan, 65% of people 

are Islamic, residing predominantly in the north, 

25% are of traditional African beliefs and 10% 

are Christian, residing predominantly in the 

south. ABS figures indicate that 64% of people 

from Sudan residing in Victoria are Christian. 

The likelihood is that they are from the south and 

are not affected by FGM/C. Thirteen per cent 

identify as Islamic and it is likely that they are 

from the north and FGM/C (with a high incidence 

of type III, infibulation) would have been part of 

their tradition. The distinction between North 

Sudan and South Sudan is not acknowledged 

statistically because the political division into 

two countries did not occur until 2011.

Factors relevant to the prevention of FGM/C, 

in addition to the marked regional differences 

between the north and south, include the 

length of time in Victoria and the degree to 

which people have been able to integrate into 

Australian society. Broad social and economic 

conditions and effective engagement in 

settlement, health (including FGM/C prevention), 

education (including English language), training, 

and employment systems are significant to this.
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