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Sincere thanks to the Canada Fund for Local 
Initiatives (CFLI) for providing the financial 
support that made the development of this 
Toolkit possible

We are grateful to the Faculty of Languages and 
Linguistics of the Universiti Malaya and Dr Nik 
Soffiya Nik Mat for co-hosting the FGC Strategic 
Workshop held on 30th–31st October 2025.

This toolkit is designed to serve as the most 
accessible starting point for understanding FGC 
in Malaysia. It brings together current national 
and international evidence and provides clear 
pathways to more detailed source materials for 
users who wish to explore specific sub-topics 
further. It synthesises:
•	 	Strategic facilitation and network-building 

methods from the FGC Strategic Workshop.
•	 	Integration of recent academic studies, 

country reports, and policy briefs on FGC in 
Malaysia.

•	 	Medical, ethical, and clinical guidance.
•	 	The Malaysian Government’s 2021 position 

on the Convention on the Elimination 
of All Forms of Discrimination against 
Women (CEDAW) (including religious and 
constitutional framing).

•	 	International human rights obligations from 
CEDAW/Convention on the Rights of the 
Child (CRC) Joint General Recommendation 
No. 31/18 on Harmful Practices.

•	 	Malaysia’s full legal analysis, including Penal 
Code, Child Act, Sharia structures, and 
federal–state dynamics.

Together, these documents offer a complete 
picture of the medical, legal, social, religious, 
and human rights dimensions of FGC in 
Malaysia. This chapter provides the core 
messages and strategic conclusions that will 
anchor all advocacy work.

AIM OF TOOLKITACKNOWLEDGEMENT
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Female genital cutting (FGC), often referred to 
globally as female genital mutilation/cutting 
(FGM/C), remains a highly prevalent practice 
in Malaysia, particularly among Malay Muslim 
communities, where academic studies over the 
past 25 years consistently estimate prevalence at 
93–99%. Although widely viewed as a harmless 
cultural or religious tradition, evidence shows 
that FGC has no medical benefit, violates medical 
ethics, and carries risks of immediate and long-
term harm. Medicalisation has further entrenched 
the practice, with some healthcare providers 
performing more invasive Type 1 procedures 
involving the removal of clitoral tissue.

This toolkit brings together the most 
comprehensive Malaysian evidence base 
currently available, integrating academic 
research, clinical findings, NGO reports, legal 
analysis, and community perspectives. It 
addresses key misconceptions around religion, 
hygiene, and cultural identity, and highlights 
how gaps in national research and fragmented 
institutional responses have allowed the 
practice to continue largely unchallenged.

A central finding of this toolkit is that Malaysia’s 
existing systems, child protection, medical 
regulation, and legal frameworks, contain 
mechanisms that could address FGC, but these 
mechanisms remain underutilised due to weak 
coordination, ambiguous responsibilities, and 
limited engagement between government 
agencies, civil society organisations, and 
technical experts. The influence of the 2009 
national fatwa, combined with deeply embedded 
social norms, further reinforces the perception 
that FGC is obligatory or beneficial, despite the 
absence of scriptural requirement or clinical 
indication.

Ending FGC in Malaysia requires a coordinated 
strategy built on four mutually reinforcing pillars, 
following the Asia Network to End FGM/C’s 
Theory of Change (TOC):

1.	 Strengthening the Evidence Base 
	 Malaysia needs robust research to 
	 capture clinical outcomes, lived experiences, 
	 health-system behaviour, and the impact of 
	 medicalisation. This toolkit outlines 
	 key research gaps and proposes practical 
	 mechanisms to build national research 
	 capacity.

2.	 Expanding Education and Public Awareness
	 Accurate, context-sensitive education is 
	 essential for shifting beliefs. Priority 
	 avenues include integrating FGC into 
	 medical and religious curricula, conducting 
	 community workshops for parents, 
	 developing youth-friendly digital content, 
	 and providing refresher training for 
	 healthcare providers.
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3.	 Supporting Advocacy and Social Norm 
	 Change
	 Effective advocacy relies on respectful, 
	 evidence-based messaging delivered 
	 through trusted channels. The toolkit 
	 provides strategic communication guidance, 
	 media sensitisation recommendations, and 
	 community-mobilisation approaches.

4.	 Strengthening Legal and Protective 
	 Mechanisms
	 The toolkit offers the most detailed legal 
	 analysis currently available in the Malaysian 
	 context, clarifying the interaction among 
	 statutory law, child protection frameworks, 
	 medical governance, and the fatwa system. 
	 A Legal Matrix summarises possible 
	 pathways for policy and legislative reform.

To operationalise these pillars, the toolkit 
proposes a coordinated structure of Research 
and Education and Advocacy Working Groups. 
These groups are designed to align research 
agendas with advocacy needs, strengthen 
community engagement, and build institutional 
capacity.

Malaysia has the opportunity to lead regionally 
by adopting an evidence-informed, rights-based 
approach to FGC. Achieving this will require 
sustained collaboration across government 
ministries, civil society organisations 
(CSOs), healthcare providers, researchers, 
youth networks, and religious leaders. With 
coordinated action and strengthened evidence, 
Malaysia can ensure that every girl (assigned 
female at birth) grows up free from medically 
unnecessary, non-consensual practices that 
compromise her rights, health, and bodily 
autonomy.
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OVERVIEW: 
This chapter establishes the empirical 
and contextual foundation necessary for 
interpreting Malaysia’s ongoing practice of 
female genital cutting (FGC). It synthesises 
25 years of Malaysian research, emerging 
clinical evidence, and sociocultural dynamics to 
clarify how and why the practice remains near 
universal among Malay Muslims, how harm is 
understood in the Malaysian setting, and why 
simple awareness campaigns are insufficient 
for change.

ON TERMINOLOGY: FEMALE GENITAL 
MUTILATION (FGM)” VERSUS FEMALE 
GENITAL CUTTING (FGM)” 

“Female Genital Mutilation (FGM)” is widely 
used in global advocacy to emphasise that the 
practice causes harm and violates girls’ and 
women’s rights. However, the term “mutilation” 
can be viewed as a value judgement and may 
not accurately describe “milder” practices.

“Female Genital Cutting (FGC)” is a more 
neutral, descriptive term that refers to any form 
of cutting of female genital tissue. In Malaysia, 
where the common practice involves nicking 
or pricking the clitoral prepuce with no visible 
anatomical change, the FGC is a more accurate 
term than FGM or “circumcision.” Still, the 
choice of terminology affects how seriously the 
practice is perceived, and using softer terms 
can risk downplaying its potential harm.

For this document, we will use “FGC.” 

More on terminology here: Empowering 
Healthcare Professionals leaflet.  

2.1   PREVALENCE OF FGC

Across Malaysia, all available academic 
research consistently demonstrates that female 
genital cutting (FGC) (also known as female 
circumcision, or sunat perempuan) is near 
universal among Malay Muslim women and girls, 
with prevalence estimated at approximately 
93%, based on multiple peer-reviewed studies 
conducted over the last 25 years. These include 
early foundational work by Ab Ghani (1995), 
which documented widespread cutting among 
Malay communities and the Kelantan-based 
prevalence study by Isa, Shuib & Othman (1999), 
which found extremely high, near universal 
cutting among Malay Muslim women. 

The strongest clinical data comes from Rashid, 
Iguchi & Afiqah (2020), a mixed-methods 
study published in PLOS Medicine, which 
found that 99.3% of Malay Muslim infants, 
some as young as one to two months old, 
had undergone Type 4 FGC, with a median 
age of six years among older participants, 
and documented that medicalisation has led 
some practitioners to perform more invasive 
Type 1 cutting of the clitoral prepuce or clitoral 
tissue itself. Additional early indications of 
clinical involvement were noted in a conference 
abstract by Dahlui, Wong, and Choo (2012), 
presented at the International Congress of 
Behavioral Medicine, which reported increasing 
involvement of healthcare providers in 
performing FGC. However, because only an 
abstract was published (International Journal of 
Behavioral Medicine 2012, 19 [suppl. 1]: S7), this 
source lacks methodological detail and should 
not be interpreted as a full empirical study. 

https://arrow.org.my/wp-content/uploads/2023/12/Empowering-Healthcare-Professionals_Unveiling-the-Harms-of-Female-Circumcision-in-Malaysia-1.pdf
https://arrow.org.my/wp-content/uploads/2023/12/Empowering-Healthcare-Professionals_Unveiling-the-Harms-of-Female-Circumcision-in-Malaysia-1.pdf
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While academic studies provide the primary 
evidence base, NGO syntheses such as the 
Orchid Project Country Profile: Malaysia (2024) 
estimate that at least 93% of Malay Muslim 
women and girls—over 7.5 million individuals—
have undergone FGC, based on census 
extrapolation, and the FGM/C Report Malaysia 
(2025) estimates national prevalence at 53–60% 
when adjusting for Malaysia’s multi-ethnic 
demographic composition. Both reports confirm 
entrenched social norms, strong religious 
reinforcement, and increasing medicalisation as 
key sustaining factors.

Regarding non-Malay communities, the 
FGM/C Report Malaysia (2025) provides the 
only available insight, drawn from qualitative 
fieldwork. Among Orang Asli communities, 
participants reported that female circumcision 
is generally not practiced, with most having 
never encountered the practice; however, the 
report documents that some Muslim-convert 
Orang Asli women do undergo FGC, adopting it 
as part of Islamic identity following conversion. 
The report emphasises that no formal research 
exists on the prevalence or nature of FGC 
among Orang Asli or other Indigenous groups 
in Peninsular Malaysia, Sabah, or Sarawak, and 
that all available information is anecdotal rather 
than prevalence-based.

A significant data gap persists regarding 
this practice among Malaysia’s migrant 
communities, largely originating from Indonesia, 

Bangladesh, Myanmar, Nepal, and smaller 
Asian countries such as India, Cambodia, 
and Lao PDR. As of July 2023, these groups 
made up about 8.9% of Malaysia’s 33.4 million 
population. By November 2023, UNHCR had 
registered approximately 182,820 refugees and 
asylum seekers in Malaysia, 88% of whom were 
from Myanmar. The Rohingya alone accounted 
for 58% (about 107,520 people), with others 
coming from countries including Pakistan, 
Yemen, Syria, Somalia, Afghanistan, Iraq, and Sri 
Lanka. However, data on FGM/C within these 
populations remain unavailable.

Taken together, the academic and NGO 
evidence consistently shows that FGC in 
Malaysia is predominantly concentrated among 
Malay Muslims, overwhelmingly performed in 
infancy, increasingly medicalised, and socially 
reinforced across generations, while Indigenous 
involvement is minimal, conversion-linked, and 
insufficiently studied to establish prevalence. No 
data is available for migrant communities.

2.2   CHALLENGES OF ENDING FGC IN 
MALAYSIA

Ending FGC in Malaysia requires more than 
presenting medical evidence. The practice is 
deeply connected to religious belief, cultural 
continuity, and family expectations, and is often 
perceived as a harmless or even protective 
tradition. Efforts to question or discourage the 
practice are sometimes interpreted as foreign 
interference, particularly when global data 
or advocacy messages are used without any 
Malaysian context. These sensitivities mean 
that change depends on careful, respectful 
communication that acknowledges community 
beliefs while presenting accurate evidence 
about the risks of cutting. Strong, locally 
grounded information is essential to building 
trust and supporting meaningful dialogue.

“Ending FGC in Malaysia requires 
more than presenting medical 
evidence. The practice is deeply 
connected to religious belief, cultural 
continuity, and family expectations, 
and is often perceived as a harmless or 
even protective tradition.”
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2.3   HARMS ASSOCIATED WITH FGC IN 
MALAYSIA

FGC has no health or medical benefits, and all 
clinical, anatomical, and human rights evidence 
confirms that it can cause immediate and long-
term harm even in its least invasive forms. In 
Malaysia, the practice is primarily classified 
as Type 4 (pricking, scraping, piercing), but 
medicalisation has introduced Type 1 cutting of 
the clitoral prepuce and, in some cases, visible 
clitoral tissue (Rashid et al., 2020). Harms 
must therefore be understood across three 
evidence categories: (1) documented clinical 
and practitioner-reported harms, (2) biological 
plausibility of harm, and (3) limitations of 
existing research, particularly Malaysia’s lack of 
outcome studies.

Documented Evidence of Harm and Clinical 
Risk in Malaysia. Malaysian practitioner data 
demonstrate that Type 4 is far from benign. 
The Empowering Healthcare Professionals 
leaflet reports that 86.7% of doctors do not 
use anaesthetics, 62.7% do not screen for 
bleeding or infectious disorders, and 69.3% 
observe bleeding after the procedure—showing 
that even so-called “symbolic” cutting routinely 
injures tissue. Alarmingly, 36% of the 20.5% of 
doctors who perform FGC use surgical scissors 
to cut visible clitoral tissue, constituting Type 
1 FGC, which global research has shown can 
lead to neuroma formation, scar tissue, altered 
sensation, and long-term sexual dysfunction. 
A 2018 audit by the Ministry of Health (MOH) 
concluded that FGC offers no medical benefit 
and may result in significant harm, citing a 
case where a baby’s clitoris was lost during 
the procedure. These data confirm that the 
Malaysian practice includes forms with 
established harm pathways, and not mere 
superficial pricking. 

Biological Plausibility of Harm. Anatomical 
evidence further explains why even apparently 
minor lacerations may result in enduring harm. 
In infants, the clitoral prepuce lies only a few 
millimetres from dense neurovascular bundles. 
Retraction of the clitoral hood is especially 
challenging at this age because the tissue is 
highly adherent, which substantially increases 
the risk of excessive cutting or inadvertent 
removal of developing tissue. Given this 
anatomical configuration, even a superficial 
incision or abrasion can reasonably be expected 
to damage neurovascular structures, lead to 
scarring, interfere with sensory development, 
or affect sexual function later in life. These 
mechanisms are well recognised in medical 
literature and offer a strong biological basis 
for anticipating harm, even in the absence of 
longitudinal studies specific to Malaysia. 

Interpreting the Isa, Shuib & Othman (1999) 
Findings. Malaysia’s only published study 
that attempted to assess long-term obstetric 
outcomes, Isa, Shuib & Othman (1999), 
conducted among Malay women in Kelantan, 
reported no obstetric complications attributable 
to FGC in their sample. While this is the only 
available long-term Malaysian study and is 
frequently cited, its findings must be interpreted 
with considerable caution.
•	 First, the study examined women who 

had undergone traditional Kelantanese 
Type 4 cutting, not the medicalised Type 1 
procedures now increasingly documented in 
clinical settings. The study, therefore, does 
not capture harms associated with more 
invasive clinical techniques documented in 
recent research.

•	 Second, the study relied entirely on 
self-reported interviews, not clinical 
gynaecological assessment, pelvic 
examination, or medical record verification. 
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This means it could not detect subtle 
anatomical changes, scar tissue, neuroma 
formation, sensory loss, or psychosexual 
dysfunction.

•	 Third, most Malaysian girls today undergo 
FGC in infancy, and women cut at that age 
cannot compare their sexual sensation, 
physiological responses, or comfort levels 
to an uncut baseline. Lifelong reduced 
sensation or sexual difficulty may therefore 
go unrecognised and unreported. However, 
personal communication with the author 
of this toolkit (Dr Hannah Nazri) indicates 
that Malaysian women who were cut at 
ages 5 to 9, especially those cut 30–40 
years ago, clearly remember the procedure 
as extremely painful and traumatising. 
This reinforces that when the procedure 
is performed at an age where memory is 
intact, the experience is neither mild nor 
inconsequential—and that earlier infant 
cutting merely removes the child’s ability to 
remember or describe the pain.

•	 Fourth, strong cultural stigma surrounding 
discussion of vulvas, sexual health, pain 
during intercourse, and women’s pleasure 
further suppresses disclosure. Many women 
may lack the language, cultural permission, 
or clinical opportunity to report sexual or 
psychological consequences, even when 
present.

For these reasons, the “no complications” 
findings from Isa, Shuib & Othman (1999) should 
be understood as reflecting the limitations of 
its methodology and cultural context, rather 
than as evidence that Malaysian FGC, whether 
Type 4 or increasingly medicalised Type 1, is 
harmless. Instead of demonstrating safety, the 
study highlights a longstanding evidentiary gap: 
the lack of robust clinical outcome research in 
Malaysia examining the physical, sexual, and 
psychological effects of FGC across the lifespan. 

Global Evidence and Interpretation in the 
Malaysian Context. The FGM/C Report Malaysia 
(2025) recognises FGC as an irreversible, 
medically unnecessary violation of SRHR 
and notes that the short- and long-term 
consequences of Malaysian Type 4 practices 
remain unreported. However, its Executive 
Summary stated that FGC causes more deaths 
than HIV/AIDS, measles, and meningitis 
without explaining that these figures come 
exclusively from 15 African countries where 
Types 2–3 (including excision and infibulation) 
predominate. Without this clarification, readers 
may inadvertently assume that such mortality 
patterns apply to Malaysia, where Type 4 is 
overwhelmingly practised. Providing clearer 
type- and context-specific distinctions would 
enhance analytical accuracy and support 
evidence-based discourse.

CONCLUSION

Across Malaysian practitioner surveys, 
anatomical evidence, and global research, 
it is clear that FGC, whether symbolic Type 
4 or increasingly medicalised Type 1, poses 
real and avoidable risks. Immediate harms 
include pain, bleeding, and infection; while 
biological mechanisms and emerging clinical 
evidence suggest plausible long-term impacts 
on sexual function, sensory development, and 
psychological well-being. Malaysia’s absence of 
longitudinal outcome studies signals a research 
gap, not a demonstration of safety. Applying the 
precautionary principle, it is evident that FGC is 
medically unjustified and incompatible with the 
rights and well-being of children. 

Ensuring accuracy when communicating health 
harms is essential for effective advocacy. 
Overstating or misrepresenting evidence, 
particularly by applying severe global data 
from African Type 2–3 contexts to Malaysia’s 
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predominantly Type 4 setting, can undermine 
trust among communities, healthcare 
providers, and religious stakeholders. In the 
Malaysian context, where FGC is closely tied 
to religious identity and cultural continuity, 
incorrect or exaggerated claims risk reinforcing 
perceptions that anti-FGC efforts are driven 
by Western agendas that aim to curb or erase 
local practices. Presenting harms based on 
credible Malaysian data, anatomical evidence, 
and well-established biological mechanisms, 
therefore, strengthens the case for ending FGC 
and ensures that advocacy remains grounded, 
respectful, and not easily dismissed.

2.4   DRIVERS OF FGC IN MALAYSIA

FGC in Malaysia persists through a cohesive 
system of cultural continuity, religious 
perception, family expectation, medicalisation, 
limited sexual-health literacy, and regulatory 
ambiguity. When academic research from 2009, 
2019, 2020, and 2024 is considered alongside 
NGO and policy reports, a consistent picture 
emerges: FGC continues not because of medical 
need or explicit religious doctrine, but because 
it is deeply embedded in social, cultural, and 
institutional structures.

Across Malay-Muslim communities, FGC is 
widely perceived as a customary and expected 
practice. The FGM/C Report Malaysia (2025) 
notes that participants described FGC as 
something “we all go through” and “part of our 
culture,” reflecting strong social normalisation. 
Academic studies consistently show this: 
Rashid et al. (2009) found that women viewed 
FGC as a routine tradition; Suhaimi et al. (2024) 
reported that parents saw it as a “custom” tied 
to identity; and Nik Mat et al. (2024) showed that 
women associated FGC with proper upbringing 
and femininity. This cultural legitimacy is 
reinforced by the argument—common across 
Asia—that Malaysian FGC is merely “symbolic” 
or “minimal” and fundamentally different from 
“FGM in Africa.” For years, global advocacy 
focused mostly on Africa, which allowed Asian 
communities to distance their practices from 
the more severe Types 2–3 and to frame 
Malaysian FGC as harmless. Yet the minimal-
harm narrative rests on a limited understanding 
of infant female genital anatomy and overlooks 
the ethical and human-rights implications of 
cutting a non-consenting child. By defining 
Malaysian FGC as harmless or “not African,” 
communities unintentionally perpetuate a 
practice whose risks are understated and 
culturally obscured.

Religious perception forms one of the 
strongest motivations. The 2009 National 
Fatwa, though not legislatively binding, has 
significantly shaped public belief by stating that 
FGC is obligatory unless harmful. This belief is 
empirically documented in the BMJ Open mixed-
methods study where 87.6% of women believed 
FGC to be compulsory in Islam and 99.3% 
wanted it to continue. Suhaimi et al. (2024) 
found similar perceptions among parents in 
East Coast Malaysia, who frequently cited Islam 
as the main reason for cutting their daughters, 
even when unable to articulate the religious 

“The minimal-harm narrative rests 
on a limited understanding of 
infant female genital anatomy and 
overlooks the ethical and human-
rights implications of cutting a 
non-consenting child. By defining 
Malaysian FGC as harmless or 
“not African,” communities 
unintentionally perpetuate a practice 
whose risks are understated and 
culturally obscured.”
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source. Nik Mat et al. (2024) likewise identified 
religious identity and moral womanhood as core 
justifications. Across all studies, religious belief 
operates as a socially inherited expectation 
rather than a doctrinally grounded requirement.

Misconceptions about hygiene and bodily 
cleanliness strengthen these religious and 
cultural motivations. Many parents believe that 
removing a small piece of tissue promotes 
cleanliness or protects against infection. 
Academic studies consistently record this 
belief: Rashid et al. (2009) reported hygiene as a 
common justification; Rashid et al. (2019) found 
similar beliefs across two northern states, and 
Suhaimi et al. (2024) documented that parents 
thought FGC “cleans” the child or “completes” 
her development. These findings are mirrored 
in NGO reports and reflect enduring anatomical 
misunderstandings.

Family expectation and intergenerational 
pressure further sustain the practice. Rashid 
et al. (2009) showed that elder female 
relatives, especially grandmothers, function 
as gatekeepers of FGC tradition, determining 
whether daughters are cut. Suhaimi et al. (2024) 
found nearly identical patterns: many parents 
reported undergoing FGC “because our mothers 
asked us to” or to maintain family harmony. 
Nik Mat et al. (2024) similarly noted that social 
expectations around modesty, decency, and 
moral upbringing place strong pressure on 
parents to continue FGC. Across academic 
and NGO sources, refusing FGC risks social 
judgement or accusations of deviating from 
community norms.

Medicalisation now plays a central role in 
modern life. Families increasingly prefer clinic-
based cutting, viewing it as cleaner, safer, 
and more “modern.” Suhaimi et al. (2024) 
found that many parents deliberately sought 

out clinics for FGC, believing that healthcare 
workers would perform it “properly.” The BMJ 
Open study showed that younger mothers 
overwhelmingly preferred medical practitioners, 
a trend confirmed by clinical research. Yet 
medicalisation does not ensure safety; the 
PLOS Medicine study documented that some 
Malaysian doctors perform Type 1 cutting, 
including removal of clitoral prepuce or visible 
clitoral tissue—contradicting the common 
belief that medicalised FGC is only symbolic. 
Medicalisation, thus, reinforces legitimacy while 
simultaneously increasing the potential for 
harm.

Limited sexual-health literacy and stigma 
further fuels continuation. Many parents do not 
know what anatomical structures are cut, and 
discussions about vulvas, sexual function, and 
long-term outcomes remain culturally taboo. 
Suhaimi et al. (2024) found that parents often 
could not describe the procedure or identify 
the tissue involved. Nik Mat et al. (2024) 
similarly noted low awareness of anatomy and 
sexual-health consequences among Malay-
Muslim women. Unfortunately, many doctors 
who admitted to performing FGC were also 
not familiar with vulval anatomy. These gaps 
allow FGC to be perceived as harmless and 
unproblematic, reducing the likelihood that 
communities recognise or report complications.

Finally, the absence of a clear national 
policy or legislative position creates an 
enabling environment in which cultural and 
religious norms can operate unchecked. FGC 
is neither prohibited nor monitored, and it is 
not consistently guided by the health system. 
This ambiguity, documented in the Law and 
FGC Malaysia (2024) and current policy briefs, 
indirectly sustains the practice by preserving the 
status quo.
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OVERVIEW: 
This chapter maps the fragmented and often 
misunderstood legal landscape surrounding 
FGC in Malaysia. Although the practice is 
widely viewed as culturally sanctioned and 
religiously supported, Malaysian law neither 
authorises nor explicitly regulates it. Instead, 
perceptions of legality arise from statutory 
silence, longstanding tradition, and the non-
binding nature of fatwas. The chapter clarifies 
how constitutional protections, criminal law, 
child-protection statutes, medical ethics, 
and Sharia governance intersect—and 
sometimes conflict—to shape the current 
policy environment. It draws in part on Orchid 
Project’s The Law and FGC: Malaysia (2024), 
extending and contextualising that foundation 
within Malaysia’s broader constitutional, 
statutory, and regulatory framework.

  

3.1   THE FEDERAL CONSTITUTIONAL 
FRAMEWORK

The Constitution of Malaysia establishes the 
foundational rights that should, in principle, 
protect children from non-consensual bodily 
injury. 
•	 Article 5 guarantees the right to life 

and personal liberty, which Malaysian 
jurisprudence interprets broadly to include 
dignity, bodily integrity, and security against 

harm. When a child is subjected to genital 
cutting, a non-therapeutic procedure that 
causes pain and carries risk, this right is 
implicated because the child cannot provide 
consent and the act does not enhance health 
or quality of life.

•	 Article 8 reinforces this protection by 
establishing equality before the law and 
prohibiting discrimination. Because FGC 
is performed exclusively on girls, it raises 
concerns of gender-based discrimination and 
unequal protection, particularly when the act 
has no medical justification. 

•	 Article 10, which protects freedom of 
expression, is relevant to the advocacy 
environment; it ensures that civil society, 
medical professionals, and community 
groups cannot be legally silenced for 
speaking about FGC, its harms, or the need 
for reform. Similarly, Article 11 protects 
freedom of religion, but within limits: while 
families may practice their faith, they cannot 
invoke religion to justify practices that violate 
federal law or endanger a child’s physical 
well-being. Importantly, FGC is not mandated 
by any scriptural source and is performed 
largely out of tradition, perception, and 
communal expectation rather than religious 
obligation.

The constitutional provision with the greatest 
practical significance is Article 75, which 
establishes federal supremacy. Under this 
provision, any conflict between state-level 
religious regulations—including fatwas—and 
federal law must be resolved in favour of federal 
law. This means that no fatwa, even if gazetted, 
can supersede the Penal Code, the Child Act, or 
constitutional rights. As a result, the religious 
permissibility commonly associated with FGC 
does not translate into legal permissibility, and 
federal child-protection and criminal laws retain 
primacy.
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3.2 	 THE PENAL CODE (ACT 574)

Although the Penal Code does not explicitly 
mention FGC, several provisions clearly 
encompass the act within the broader category 
of bodily harm.
•	 Sections 319 to 322 define “hurt” as any act 

that causes bodily pain, injury, or bleeding, 
whereas “grievous hurt” refers to more 
serious injuries. Even procedures described 
as “just a prick” fall within the definition of 
hurt because they involve penetrating or 
injuring tissue. 

•	 When instruments such as scissors, blades, 
or needles are used, sections 326 and 
326A—which address the use of dangerous 
weapons—may also be relevant.

•	 Liability is not limited to the practitioner 
alone. Sections 109 to 116, which govern 
abetment and instigation, apply to parents, 
guardians, and others who procure or assist 
in the act. Theoretically, these provisions 
collectively create a prosecutorial path for 
FGC, particularly when the procedure results 
in bleeding, requires instruments, or is 
performed by a medical professional acting 
outside the scope of ethical practice.

Despite clear legal routes, several barriers 
reduce the likelihood of successful prosecution. 
One challenge is the requirement to demonstrate 
intent or knowledge of causing harm, although 
such intent may be inferred when an adult 
authorises or performs an invasive procedure 
on a child. 

Another challenge is Section 95, which provides 
a defence for “acts causing slight harm.” In 
cultural contexts where FGC is considered 
minor, this defence may be invoked even though 
medical evidence shows that even superficial 
cutting can cause significant physical and 
psychological injury. 

The most significant barriers arise from social 
silence, the absence of reporting, and the lack of 
medical documentation. Despite these barriers, 
the Penal Code remains an underutilised but 
potentially powerful legal tool.

3.3   THE CHILD ACT 2001 (ACT 611)

The Child Act is the strongest statutory 
protection available to Malaysian children. 
•	 Section 17 classifies a child as being in need 

of protection if they are at risk of physical or 
emotional injury. FGC, by its nature, exposes 
a child to both forms of harm. 

•	 Section 18 allows the court to issue 
protection orders to prevent ongoing or 
future acts that endanger a child, providing 
a direct mechanism to prevent FGC in 
households or communities.

•	 Section 31 is particularly relevant, as it 
criminalises ill-treatment, neglect, exposure, 
or abandonment of a child. Causing non-
therapeutic injury to a child—including 
genital injury—constitutes a violation of this 
provision. 

•	 Sections 116 and 118–119 establish duties 
for professionals to report suspected harm 
and maintain records. While these sections 
do not explicitly name FGC, they provide 
the structural basis for documenting and 
referring cases.

The main weakness in the Child Act is that FGC 
is not explicitly identified as a harmful traditional 
practice, resulting in limited awareness 
among enforcement agencies and frontline 
professionals. Yet from a legal standpoint, the 
Act clearly offers a basis for intervention and 
criminal liability.
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3.4   MEDICAL REGULATION: THE 
MEDICAL ACT AND THE MALAYSIAN 
MEDICAL COUNCIL CODE OF CONDUCT

The Medical Act 1971 empowers the Malaysian 
Medical Council (MMC) to regulate medical 
practitioners and enforce ethical standards. The 
MMC Code of Professional Conduct outlines 
duties incompatible with performing FGC. These 
include the obligation to avoid unnecessary 
procedures, to act in patients’ best interests, 
to prevent harm, and to obtain valid informed 
consent.

Because FGC has no medical benefit and 
exposes a child to injury, any doctor who 
performs it acts outside the boundaries of 
accepted medical practice. This constitutes 
professional misconduct and may lead to 
disciplinary action ranging from censure to 
suspension or removal from the medical register. 
The fact that some clinicians perform more 
invasive procedures—sometimes classified as 
Type 1 FGC—without anaesthesia or adequate 
screening further strengthens the argument that 
FGC violates ethical and professional standards.

However, regulatory gaps persist. No explicit 
MMC directive currently prohibits the procedure, 
and the MOH has not issued binding regulations 
applicable throughout the private healthcare 
sector. This absence of a clear policy allows 
some practitioners to continue performing FGC, 
often under the guise of cultural accommodation 
or parental request.

3.5   SHARIA LAW, RELIGIOUS 
AUTHORITIES, AND THE FATWA SYSTEM

Malaysia’s dual legal system often causes public 
confusion about the authority of Sharia rulings 
in matters affecting children’s health and bodily 
integrity. Fatwas issued by the National Fatwa 
Council or state muftis are not automatically 
binding law. They acquire legal force only 
when gazetted at the state level, and even 
then, they cannot supersede federal criminal or 
constitutional law under Article 75 of the Federal 
Constitution.

The 2009 National Fatwa declaring female 
circumcision “wajib (obligatory) unless harmful” 
has strongly shaped community perception(s), 
even though it is not a statute and carries 
no criminal authority. Importantly, this fatwa 
is not the only Islamic position in Malaysia. 
The Perlis Mufti Department has clarified that 
female circumcision should be considered 
only when there is a genuine medical need 
and after consultation with qualified experts. 
It also emphasises that there is no evidence 
that uncircumcised women face any religious 
disadvantage. These differing views illustrate 
that Islamic interpretations on this issue are not 
uniform.

Regardless of these religious perspectives, 
fatwas do not override federal law. Sharia courts, 
which handle matters of family law and Islamic 
conduct, do not have criminal jurisdiction over 
acts involving physical injury unless explicitly 
provided for in state enactments. No state 
Sharia code in Malaysia legislates FGC as a 
punishable or permitted procedure, and no fatwa 
grants legal immunity to practitioners or parents. 
Federal child-protection and criminal laws, 
therefore, remain fully applicable.
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Maqasid al-Sharia
The primary objective of Sharia (maqasid 
al-sharia) is to safeguard human welfare and 
uphold the rights and dignity of all individuals. 
These higher objectives, considered essential 
to Islamic jurisprudence, are described as 
protecting:
•	 Religion (din)
•	 Life (nafs)
•	 Intellect (aql)
•	 Progeny (nasl)
•	 Wealth (mal)

Therefore, Islamic rulings must align with 
these foundational aims, and any action 
considered “religious” must be rooted in the 
Qur’an, authentic Sunnah, or established 
scholarly principles (ijma’ and qiyas).

RELIGIOUS PERSPECTIVE OF FGC

In the context of FGC:
•	 The Qur’an does not mention female 

circumcision, instead explicitly warns 
against causing harm or altering the 
natural body without justification.

•	 Hadith evidence is weak, especially the 
commonly cited narration of Umm Atiyyah, 
which scholars have deemed unreliable.

•	 Because the practice can cause pain 
or harm and lacks clear scriptural 
support, FGC does not fulfil the maqasid, 
particularly the objectives of protecting 
life, intellect, and progeny.

The broader message is that Islamic principles 
prioritise the prevention of harm (darar) and the 
preservation of bodily integrity and thus do not 
provide a theological basis for FGC.

More on religious perspectives here: Empowering Healthcare Professionals leaflet.

3.6   LEGAL GAPS, CONTRADICTIONS, 
AND OPPORTUNITIES FOR REFORM 

Although Malaysia’s legal framework already 
protects children from non-therapeutic injury, 
FGC remains largely unaddressed in practice 
because these protections are rarely applied 
to the procedure. The main issue is not the 
absence of law, but the lack of explicit guidance, 
coordinated enforcement, and institutional 
clarity.

The most significant gap is the silence of federal 
statutes on FGC. This allows the practice to 
be perceived as acceptable, especially when 
communities rely on cultural tradition or treat 
fatwas as equivalent to law. As a result, legal 
protections that should apply—including those

in the Penal Code, Child Act, and medical 
regulations—are often overlooked.

Operational inconsistencies further weaken 
protection. Child-protection teams do not 
routinely assess FGC as a form of harm, 
enforcement agencies lack protocols for 
applying criminal law to the practice, and 
some private clinicians continue performing it 
despite clear ethical duties. Without a reporting 
mechanism or data collection, the practice 
remains effectively invisible within health and 
welfare systems.

These gaps present straightforward 
opportunities for reform. Federal agencies can 
clarify how existing laws apply to FGC, issue 
binding professional standards, and introduce 

https://arrow.org.my/wp-content/uploads/2023/12/Empowering-Healthcare-Professionals_Unveiling-the-Harms-of-Female-Circumcision-in-Malaysia-1.pdf
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targeted amendments if necessary. Because 
Article 75 establishes federal supremacy, such 
reforms can proceed without challenging 
religious authorities or engaging in theological 
disputes.

Prosecutability and Practical Enforcement.
FGC is already prosecutable under current 
law, but enforcement is hindered by cultural 
normalisation, limited reporting, and the practical 
difficulty of documenting injuries inflicted in 
infancy. The lack of institutional guidance leads 
to inconsistent interpretation and a cycle in 
which silence is mistaken for legality. Addressing 
these procedural barriers—rather than rewriting 
statutes—is key to enabling enforcement.

Legal Advocacy Messaging. Advocacy should 
emphasise legal clarity and child protection, not 
cultural criticism. Key messages include FGC 
is not mandated by law; non-therapeutic injury 
to children is prohibited; medical professionals 
must not perform unnecessary procedures; and 
federal law prevails over conflicting religious 
opinion. This framing supports policymakers 
and practitioners by reinforcing existing legal 
obligations.

Federal Supremacy and Implications for Policy
A critical feature of Malaysia’s legal architecture 
is Article 75, which gives federal law precedence 
over state-level religious enactments. This 
principle has direct and immediate implications 
for FGC policy. It means that federal child-
protection statutes, medical regulations, and 
public-health directives automatically override 
contradictory fatwas or state Islamic rulings. 

This constitutional structure allows the MOH, 
the MMC, and Parliament to act decisively and 
consistently. Federal leadership can standardise 
guidance for clinicians, ensure coherence 
across state jurisdictions, and align domestic 

law with Malaysia’s international obligations 
under the Convention on the Elimination of 
All Forms of Discrimination against Women 
(CEDAW) and the Convention on the Rights of 
the Child (CRC).

3.7   STRUCTURAL BARRIERS TO LEGAL 
REFORM: LIMITED ENGAGEMENT 
BETWEEN GOVERNMENT BODIES AND 
CIVIL SOCIETY

A major impediment to legal progress on FGC 
in Malaysia is the persistent lack of meaningful 
engagement between government institutions, 
CSOs, frontline practitioners, and independent 
experts. Key agencies with mandates relevant 
to FGC—including the Legal Affairs Division 
(BHEUU), Attorney General’s Chambers (AGC), 
Ministry of Women, Family and Community 
Development (KPWKM), Department of 
Social Welfare (JKM), and the Department 
of Islamic Development Malaysia (JAKIM)—
tend to operate within highly centralised and 
insular policymaking processes. As a result, 
opportunities for transparent, substantive 
consultation remain limited.

Although numerous CSOs, medical 
professionals, and academic researchers 
possess significant expertise on the medical, 
ethical, and rights-related dimensions of 
FGC, their involvement in legal and policy 
discussions is often constrained to tokenistic or 
perfunctory engagements. In many instances, 
dialogues take the form of briefings rather 
than genuine consultations, with channels of 
input tightly controlled or selectively directed 
toward groups that reinforce existing positions. 
This dynamic creates an echo chamber in 
government deliberations, in which inaccurate 
assumptions—such as the belief that Malaysian 
FGC is harmless, uniformly symbolic, or 
culturally mandated—circulate unchallenged.
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The absence of structured, institutionalised 
mechanisms for evidence-based consultation 
weakens the policymaking process. Without 
the perspectives of clinicians, legal scholars, 
anthropologists, ethicists, child-protection 
specialists, and survivor advocates, legal 
reforms risk being shaped by incomplete or 
outdated understandings of FGC. This has 
implications not only for the adequacy of any 
eventual legal provisions but also for Malaysia’s 
broader obligations under international human 
rights standards, which emphasise participatory, 
rights-based approaches to lawmaking affecting 
women and children.

The structural disconnect between government 
agencies and civil society ultimately hampers 
the development of coherent, rights-aligned legal 
approaches to FGC. Addressing this gap requires 
more than ad hoc engagement; it necessitates 
formalised consultation pathways, transparent 
decision-making processes, and a recognition 
that effective legal reform must be grounded 
in multidisciplinary evidence and community 
realities. Without such measures, the prospects 
for meaningful legislative progress remain 
limited.

To ground the subsequent legal analysis in a 
systematic and evidence-based framework, 
this report employs a Legal Options Matrix that 
maps the relevant statutory, regulatory, and 
institutional touchpoints associated with FGC in 
Malaysia. The matrix, presented in Section 7.4, 
consolidates provisions from criminal law, child-
protection legislation, medical and professional 
regulatory frameworks, and religious governance 
structures. By aligning these sources in a single 
analytical tool, the matrix clarifies gaps, overlaps, 
and areas of ambiguity within Malaysia’s current 
legal landscape.
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OVERVIEW: 
This chapter situates Malaysia’s ongoing 
practice of FGC within its international human 
rights obligations and the global medical-
ethics standards that guide state responsibility. 
While FGC is often framed domestically as 
a cultural or religious practice, Malaysia’s 
treaty commitments require the government 
to prevent harmful practices, protect children 
from unnecessary medical procedures, and 
regulate healthcare providers who perform non-
therapeutic interventions on minors.
  

4.1   MALAYSIA’S INTERNATIONAL 
TREATY OBLIGATIONS: CEDAW AND CRC

Malaysia is a State Party to both the 
Convention on the Elimination of All Forms 
of Discrimination against Women (CEDAW) 
and the Convention on the Rights of the Child 
(CRC). These treaties impose clear duties to 
protect women and girls from harmful practices, 
including those justified by culture, tradition, 
or religion, and to regulate the role of medical 
professionals in perpetuating such practices.

Together, these treaties create a clear obligation: 
Malaysia must ensure that FGC is prevented, 
regulated, and ultimately eliminated, including 
within medical settings.

4.2   JOINT GENERAL RECOMMENDATION 
NO. 31 / GENERAL COMMENT NO. 18: 
OPERATIONAL CRITERIA FOR HARMFUL 
PRACTICES

The CEDAW and CRC Committees’ joint 
guidance establishes four criteria to identify a 
harmful practice:
1.	 It is traditional, customary, or culturally 
	 embedded. FGC is widely practised among 
	 Malay Muslim communities, often justified 
	 through tradition, modesty, and perceived 
	 religious obligation.
2.	 It is socially prescribed or expected. Many 
	 families believe FGC is necessary for social 
	 acceptance or for a girl’s identity.

 CEDAW obligates Malaysia to eliminate 
discrimination against women, including 
gender-based violence and harmful 
traditional practices. FGC, which targets 
girls exclusively, directly engages Articles 2 
(elimination of discrimination), 5 (modifying 
cultural and social patterns), and 12 
(healthcare). The CEDAW Committee has 
repeatedly affirmed that FGC violates 
women’s and girls’ rights to health, bodily 
integrity, equality, and freedom from 
violence.

The CRC requires states to protect children 
from all forms of physical or mental 
violence, injury, or harmful traditional 
practices (Articles 19 and 24). The 
Committee on the Rights of the Child has 
consistently held that all forms of FGC—
including minimal cutting—violate the 
state’s duty to safeguard children’s health, 
dignity, and bodily integrity.
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3.	 It has no medical benefit and causes harm. 
	 Even minimal cutting entails pain, bleeding, 
	 risk of infection, and long-term sexual and 
	 psychological consequences.
4.	 The victim is unable to give full, free, 
	 informed consent. FGC in Malaysia is 
	 almost exclusively performed on infants and 
	 young children.

Under these criteria, Malaysia has a treaty-based 
obligation to treat FGC—regardless of type—as 
a harmful practice requiring legal, medical, and 
social intervention.

4.3   SDG 5.3: GLOBAL DEVELOPMENT 
COMMITMENTS

Sustainable Development Goal 5.3 commits 
states to eliminate all harmful practices, 
including FGC, by 2030. Malaysia regularly 
reports progress toward the SDGs but has not 
yet explicitly addressed FGC  in its national 
indicators. Clarifying the state’s position, 
reporting on prevalence, and integrating FGC into 
gender-equality and child-protection strategies 
would strengthen Malaysia’s alignment with the 
SDGs and its international standing.

4.4   MALAYSIA’S RECENT ENGAGEMENT 
WITH UN BODIES

2021 Government Response to CEDAW. 
Malaysia’s formal reply emphasised that FGC in 
Malaysia is “minor,” “harmless,” and “culturally 
specific.” This assertion conflicts with WHO 
evidence, international medical consensus, 
and the harmful-practices criteria under Joint 
GR31/18.

2024 CEDAW Concluding Observations. The 
Committee:
•	 reiterated concerns about high prevalence 

and widespread medicalisation,
•	 rejected the “harmless” framing,
•	 urged Malaysia to prohibit all forms of FGC,
•	 called for national guidelines for healthcare 

workers,
•	 demanded the withdrawal of religious or 

cultural justifications, and
•	 recommended data collection, public 

education, and professional training.

These observations provide clear direction for 
policy reform.

Opportunities for Engagement. Malaysia 
can strengthen compliance and demonstrate 
leadership by:
•	 submitting strong shadow reports through 

civil society;
•	 using Universal Periodic Review (UPR) 

processes to highlight reforms;
•	 collaborating with UNFPA, UNICEF, and WHO 

on national guidance;
•	 engaging with Special Rapporteurs on 

Health, Violence Against Women, and 
Cultural Rights.

These mechanisms provide avenues for 
technical support, international legitimacy, and 
increased policy coherence.
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OVERVIEW: 
This chapter examines the growing trend of 
medicalisation of FGC in Malaysia and its 
implications for ethics, child protection, and 
health-system governance. Although some 
families perceive clinical settings as safer, 
the involvement of healthcare professionals 
does not reduce the harm of FGC; instead, 
it introduces new ethical, regulatory, and 
professional challenges.
  

5.1   MEDICALISATION FGC IN MALAYSIA

The World Health Organization defines 
medicalisation of female genital mutilation as:

“…situations in which FGM is practised by any 
category of health-care provider, whether in a 
public or a private clinic, at home or elsewhere. 
It also includes the procedure of reinfibulation 
at any point in a woman’s life.”

In Malaysia, this shift into clinical environments 
has become increasingly visible. Yet the 
involvement of healthcare professionals does 
not neutralise the concerns associated with the 
practice; instead it raises distinct ethical and 
governance issues that the health system must 
address.

5.2   MEDICAL ETHICS AND INFORMED 
CONSENT

Foremost, medicalisation brings FGC into direct 
conflict with core principles of medical ethics. 
The principle of autonomy cannot be upheld 
when the procedure is carried out on infants and 
young children who are incapable of consent, 
and parental authorisation is ethically insufficient 
in the absence of medical benefit. Beneficence 
is unmet because FGC offers no therapeutic 
value, while non-maleficence is compromised 
by performing a non-indicated genital procedure 
on a child. The principle of justice is similarly 
challenged, as FGC is applied exclusively to girls 
and thereby reinforces gender-based inequity 
within a healthcare system committed to non-
discrimination. 

These ethical tensions are deepened by the 
lack of clear professional guidance. FGC 
is not explicitly addressed through binding 
national standards or clinical protocols, leaving 
practitioners to rely on personal beliefs, informal 
training, or community expectations rather than 
uniform professional norms. The absence of 
structured training means that the practice may 
be carried out without adequate grounding in 
anatomy, ethics, or rights-based approaches 
to paediatric care. This regulatory ambiguity 
creates inconsistent practice patterns and 
exposes both patients and providers to ethical 
and professional vulnerabilities. 

Medicalisation also shapes parental perceptions 
in ways that complicate informed decision-
making. When a procedure is offered or even 
quietly tolerated in a clinical setting, families may 
assume it is medically permissible or safe. This 
can obscure the reality that FGC has no clinical 
indication and contributes to the erosion of trust 
in the health system’s ability to offer evidence-
based, unbiased guidance. At the same time, 
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healthcare providers may face pressure from 
their own communities or patients to perform 
the procedure, creating a tension between 
professional obligations and social expectations.

Finally, framing FGC as acceptable when 
performed “symbolically” or in a sterile 
environment does not resolve its ethical 
implications. Medicalisation alters the 
presentation of the practice but not its 
underlying nature: it remains a non-therapeutic 
genital intervention on a child who cannot 
consent. As such, it cannot be ethically justified 
within contemporary standards of clinical care, 
paediatric rights, and professional governance.

These ethical and governance concerns place 
medicalised FGC at the intersection of health 
policy and legal accountability. A clear legal 
framework is therefore essential to provide 
national direction, protect children’s rights, and 
ensure consistent professional standards.

5.3   INTERNATIONAL MEDICAL POSITION 
ON FGC

Global medical authorities are unanimous 
in their assessment of FGC: all forms of the 
practice, including pricking or nicking (Type 4), 
constitute a violation of medical ethics, a breach 
of patient rights, and an unacceptable harm 
to children and women. These bodies also 
condemn the medicalisation of FGC.

THE OBSTETRICAL & 
GYNAECOLOGICAL SOCIETY OF 
MALAYSIA WEBINAR ON FGM/C

22 May 2025

The Obstetrical and Gynaecological Society 
of Malaysia (OGSM), founded in the 1960s, 
is the country’s leading professional body 
for specialists and trainees in women’s 
health. The Society advances excellence 
in obstetrics and gynaecology through 
education, training, research, and scientific 
meetings, while also contributing to 
national policy development and promoting 
the well-being of women, girls, and 
newborns. Through strong regional and 
international partnerships, OGSM ensures 
that Malaysian practitioners remain aligned 
with global best practices in women’s 
healthcare.

During this landmark webinar, OGSM 
formally clarified its position on FGC and its 
medicalisation, stating unequivocally that it 
does not support FGC or its medicalisation 
in any form. The session also created a 
platform for members to learn directly 
from leading FGC experts, including the 
author (Dr Hannah Nazri). With more than 
100 obstetricians and gynaecologists in 
attendance, this event marks the first time 
a Malaysian medical professional body 
has taken an open, public stance against 
FGC.

This represents a significant institutional 
shift, closing an important gap identified in 
previous research regarding the absence of 
clear, unified professional guidance on FGC.
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WORLD HEALTH ORGANIZATION (WHO)

WHO is the leading global health authority on FGC and takes an unequivocal position:
•	 FGC has no health benefits and causes immediate and long-term harm.
•	 Medicalisation is never acceptable, even when intended to reduce risk.
•	 Healthcare providers must refuse to perform FGC in all circumstances.
•	 WHO emphasises that even “minor” procedures such as pricking are still forms of FGC and 

constitute injury.
•	 WHO warns that medicalisation legitimises the practice, entrenches social norms, and 

undermines elimination efforts.

WHO’s guidance forms the global standard for health systems, ministries, clinicians, and 
educators.
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OVERVIEW: 
This chapter outlines the Malaysian Chapter 
of the Asia Network to End FGM/C’s national 
advocacy strategy for ending Type 4 FGC, 
grounded in evidence, community realities, and 
the Asia Network to End FGM/C’s Theory of 
Change (TOC). Effective advocacy in Malaysia 
must go beyond information dissemination 
and engage with the cultural, emotional, and 
institutional dynamics that shape decision-
making. Because silence, uncertainty, and 
discomfort frequently surround discussions on 
FGC, national strategies must prioritise trust-
building, capacity-strengthening, and coherent 
pathways for dialogue and reform. This chapter, 
therefore, presents an integrated approach 
informed by the TOC and strengthened by the 
outcomes of the Strategic Workshop.
  

FGC STRATEGIC WORKSHOP 

Held on 30th–31st October 2025, the Strategic 
Workshop convened clinicians, researchers, 
grassroots organisations, and policy advocates 
of the Malaysian Chapter of the Asia Network 
to End FGM/C for collaborative dialogue and 
design-thinking. Through a hybrid format, 
participants engaged in myth-busting exercises, 
institutional and community presentations,

reflective practices, and structured planning 
sessions. The workshop clarified shared 
priorities, deepened emotional and epistemic 
literacy, and produced context-sensitive 
intervention concepts that informed the 
establishment and early direction of the 
Education & Advocacy and Research Working 
Groups (Section 6.2). Grounded in a tailored 
Monitoring, Evaluation, and Learning (MEL) 
framework, the workshop culminated in peer-
reviewed intervention proposals, a collective 
funding vote, and a commitment to ongoing 
coordination, providing the foundation for 
Malaysia’s evolving multi-sector strategy to end 
Type 4 FGC. 

This workshop was attended by the following 
organisational and individual members (in 
alphabetical order):

ORGANISATIONAL MEMBERS

Doctors on Ground (DnG) is a Malaysian non-
profit organisation that provides community-
based healthcare and support to underserved 
populations, including urban B40 families, 
refugees, and stateless communities. 
Established to bridge gaps in access and 
continuity of care, DnG operates through 
mobile clinics, neighbourhood health networks, 
and trained community health navigators. 
Its programmes emphasise trust-building, 
decentralised care, and practical health 
education delivered directly within communities. 
DnG is a new member of the Malaysian Chapter, 
having recently officially joined the network in 
May 2025.
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FRHAM is a leading Malaysian non-profit 
federation of 13 State Member Associations, 
founded in 1958, focusing on sexual and 
reproductive health and rights (SRHR) for 
women, men, and young people. It is an 
accredited member of the International Planned 
Parenthood Federation (IPPF). Through its 
nationwide network, FRHAM provides SRHR 
services via health centres, capacity-building 
programmes, and community outreach.

The Galen Centre for Health & Social Policy 
is an independent Malaysian think tank that 
provides evidence-based analysis on health and 
social policy issues. Through research, public 
commentary, and policy engagement, the Centre 
promotes transparent, people-centred health 
systems and contributes to national discussions 
on public health, healthcare financing, and social 
welfare reform.

Monsters Among Us (MAU) Malaysia is a 
youth-led Malaysian organisation that creates 
accessible, culturally sensitive sexual health and 
gender-based violence education materials. MAU 
works with medical and advocacy partners to 
produce clear, family-friendly resources on FGC, 
consent, and bodily autonomy.

SIS Forum is a Malaysian non-governmental 
organisation that advocates for women’s 
rights within an Islamic framework, promoting 
interpretations of Islam that uphold equality, 
justice, and dignity. Through legal literacy, public 
education, policy engagement, and research 
on Islamic family law and gender issues, SIS 
works to strengthen women’s rights and expand 
access to justice. It is recognised nationally and 
regionally for its contributions to rights-based 
discourse and its efforts to support informed, 
community-centred reform.

INDIVIDUAL MEMBERS

Dina Abdullah
Gender, Diversity and Inclusion Specialist
International Planned Parenthood Federation 
East and South East Asia and Oceania Region 

Melissa Akhir
Commissioner–SUHAKAM 
National Human Rights’ Commission, Malaysia 
and Co-Founder of Kemban Kolektif

Dr Hannah Nazri 
Author and Workshop Lead
Malaysian Doctors for Women & Children

Dr Nik Ainin Soffiya Nik Mat 
Researcher, Universiti Malaya

Siti Nur Afiqah Zahari 
Researcher
RCSI-UCD Malaysia Campus
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This illustration presents a holistic vision 
for ending all forms of FGC by showing how 
four interconnected pillars, Data & Research, 
Education, Advocacy, and Legal & Protective 
Mechanisms, work together to protect the rights 
and well-being of girls and women.
•	 Data & Research provide the evidence 

needed to challenge misinformation, 
understand motivations, and inform effective 
programmes and policies.

•	 Education ensures accurate, culturally 
sensitive information reaches communities, 
health providers, educators, and children 
through CSE, enabling informed decisions 
and reducing taboos.

•	 Advocacy uses clear messaging, media 
engagement, community mobilisation, and 
survivor stories to shift social norms and 
strengthen public understanding.

•	 Legal Structures & Protective Mechanisms 
establish the policy and legislative framework 
needed to safeguard children, uphold rights, 
and link survivors to services.

Malaysia’s high prevalence of Type 4 FGC is 
sustained by a convergence of cultural norms, 
religious perception, medicalisation, and 
regulatory ambiguity. Multiple studies over the 
past 25 years consistently show that FGC is 
near-universal among Malay Muslims, 

6.1 - FIGURE 1: THE ASIA NETWORK TO END FGM/C’S THEORY OF CHANGE (TOC)
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with prevalence estimates ranging from 
93% to 99%. This pattern reflects not only 
community expectations but also structural 
gaps in regulation, clinical guidance, and 
public information. The Asia Network to End 
FGM/C’s Theory of Change (TOC) outlines 
a clear, evidence-based pathway to address 
these systemic issues, aligned with Malaysia’s 
commitments under national law and 
international human rights frameworks.

The TOC, therefore, focuses on four interlinked 
policy levers:
1.	 Strengthening the evidence base, by 
	 improving the quality, accuracy, and 
	 circulation of Malaysian-specific evidence, 
	 is essential for informed policymaking. 
	 Reliance on international data from African 
	 Type 2–3 contexts has hindered productive 
	 engagement; by contrast, Malaysian clinical 
	 and anthropological findings offer a credible 
	 basis for national action.
2.	 Expanding education and public awareness, 
	 by enhancing public and professional 
	 understanding of the medical, ethical, and 
	 rights-based implications of FGC, creates 
	 the social mandate necessary for policy 
	 reform. Harm is currently underestimated, 
	 not because it is absent, but because it 
	 is poorly documented, poorly understood, or 
	 culturally difficult to articulate.
3.	 Supporting advocacy and social norm 
	 change, by amplifying accurate information 
	 about FGC using clear messaging, media 
	 engagement, and community mobilisation, 
	 and by also focussing on survivor-led 
	 narratives can shift cultural perceptions 
	 about FGC.
4.	 Strengthening legal and protective 
	 mechanisms, by clarifying the relationship 
	 between religious guidance, medical ethics, 
	 and federal law, can reduce public confusion 

	 about the status of FGC. Fostering 
	 environments where frontline professionals 
	 and community members can voice 
	 concerns without fear of backlash supports 
	 more accurate reporting, better institutional 
	 responsiveness, and stronger policy design. 
	 Policymakers are uniquely positioned to 
	 provide guidance that reflects the legal 
	 hierarchy of Malaysia’s dual system and 
	 the principle that harm negates religious 
	 permissibility. 

As these levers operate over time, several 
intermediate outcomes are expected. Increased 
understanding of harm and risk reduces 
public reliance on medicalisation as a proxy 
for safety. Greater clarity about the legal and 
religious status of FGC weakens the belief that 
it is compulsory. Improved visibility of health-
system gaps strengthens institutional appetite 
for regulation. Greater public dialogue also 
reduces social pressure on families to continue 
the practice. These shifts create the enabling 
conditions for regulatory action, whether through 
clinical guidance, professional disciplinary 
standards, or legislative review.

In the long term, this pathway enables Malaysia 
to gradually abandon Type 4 FGC. The approach 
does not rely on punitive enforcement but on 
strengthening governance coherence, improving 
evidence quality, aligning national practice 
with international obligations, and supporting 
communities in making informed, voluntary 
transitions away from harmful procedures. This 
model respects cultural context while prioritising 
the health, dignity, and rights of Malaysian 
children—consistent with the objectives of the 
Child Act, the Penal Code’s protections from 
injury, and Malaysia’s commitments under 
CEDAW and the CRC.
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6.2   INTRODUCTION OF WORKING 
GROUPS WITHIN THE MALAYSIAN 
CHAPTER OF THE ASIA NETWORK TO 
END FGM/C

The Malaysian Chapter faces several structural 
challenges, including fragmented initiatives, 
inconsistent engagement, limited peer-
reviewed research, and the absence of a shared 
monitoring framework. To address these gaps 
and operationalise the TOC’s pathways, the 
Chapter established two Working Groups, each 
facilitated by a Deputy National Coordinator: 
the Research Working Group and the Education 
& Advocacy Working Group. These groups 
provide the organisational structure necessary 
to translate strategic priorities into coordinated, 
long-term action. Organisational and individual 
members participate by joining one of the two 
Working Groups.

Figure 2: Illustrates the governance structure 
of the Asia Network to End FGM/C Malaysian 
Chapter 2025–Present, showing the leadership 
roles overseeing the Research and Education 
& Advocacy Working Groups. The National 
Coordinator provides overall strategic direction, 
supported by Deputy National Coordinators 
who lead the Research Working Group and 
the Education & Advocacy Working Group, 
respectively.

Together, these Working Groups provide the 
organisational structure to move the TOC 
from vision to coordinated implementation. 
By aligning evidence generation with effective 
public engagement, they help ensure that 
progress toward ending Type 4 FGC is 
consistent, coherent, and sustainable.

The Research Working Group, led by 
the Deputy National Coordinator for 
Research, Siti Nur Afiqah Zahari (RCSI 
& UCD Malaysia Campus), focuses on 
strengthening the Malaysian evidence base 
by identifying data gaps, consolidating 
clinical and sociocultural findings, and 
guiding ethical research. This supports 
the TOC’s emphasis on grounding national 
action in accurate, context-specific 
knowledge to correct misconceptions, 
inform regulatory discussions, and enable 
evidence-led engagement with religious and 
policy institutions.

The Education & Advocacy Working 
Group, facilitated by the Deputy National 
Coordinator for Education & Advocacy, 
Arissa Jemaima Ikram (Doctors on the 
Ground), advances the TOC’s pathways 
related to public understanding and norm 
change. It translates evidence into clear, 
culturally resonant messaging, fosters 
emotionally safe community dialogue, 
and clarifies legal, ethical, and religious 
misconceptions in ways that respect 
community sensitivities.

FIGURE 2: GOVERNANCE STRUCTURE
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Table 2: The Working Groups were conceived 
through a rigorous review of the TOC, ensuring 
each stream reflects strategic priorities, 
emotional resonance, and pathways for 
sustained impact. The orange-highlighted text 

identifies a critical national priority—effective 
engagement with religious leaders—which 
remains one of the most challenging yet 
essential components of efforts to end FGC 
in Malaysia. 

The activities of Federation of Reproductive 
Health Associations Malaysia (FRHAM), 
Malaysian Doctors for Women & Children 
(MDWC), SIS Forum, and colleagues from the 
RCSI & UCD Malaysia Campus collectively 
strengthen the pathways identified in the 
Malaysian Chapter’s TOC. Although each actor 
approaches FGC from a different sector—
healthcare, community SRHR, and Islamic 
advocacy—their work directly advances the 
strategic levers required for long-term 
abandonment. 

The Strategic Workshop created a dedicated 
space for active members to present their 
initiatives, exchange insights, and identify 
opportunities for alignment across sectors.

Although each actor approaches FGC 
from a different sector—healthcare, 
community SRHR, and Islamic 
advocacy—their work directly 
advances the strategic levers required 
for long-term abandonment.

6.3   MALAYSIAN CHAPTER: NETWORK MEMBERSHIP, MAPPING OF ONGOING WORK 
AND PROPOSED PROJECTS
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REPORTED MEMBER ACTIVITIES FROM 
2024 TO OCTOBER 2025

Table 3: The summaries below reflect activities 
reported by organisational and individual 
members to the Malaysian Chapter of the Asia 
Network to End FGM/C for the period 2024–
2025.
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Taken together, these efforts reflect an 
ecosystem working across multiple TOC 
pathways:
•	 evidence generation and myth-busting 

(clinical evidence, anatomy, harm),
•	 public education and culturally sensitive 

communication,
•	 normative and religious clarification,
•	 and strengthening institutional readiness for 

change.

The presence of diverse organisational and 
individual members at the Strategic Workshop 
underscores the potential for expanded 
collaboration and strengthened engagement in 
advancing the TOC.
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6.4   OPPORTUNITIES FOR ENGAGEMENT

The TOC and earlier chapters point to clear 
opportunities that align with the proposed 
interventions. Strengthened engagement with 
healthcare providers can support efforts to 
reduce medicalisation by grounding clinical 
practice in accurate evidence and ethical 
guidance. Constructive, well-supported dialogue 
with religious leaders remains a critical 
opportunity for addressing misconceptions 
about religious obligations and enabling 
community-led reinterpretations. Community-
based SRHR education offers a pathway to 
shift public understanding using culturally 
sensitive messaging delivered through trusted 
networks. Finally, coordinated national research 
focused on prevalence, clinical practices, and 
lived experiences can fill key data gaps and 
provide the evidence base needed to inform 
policy, advocacy, and long-term abandonment 
strategies. Together, these opportunities map 
directly onto the interventions designed to 
activate the TOC’s pathways for sustainable 
change.

The Strategic Workshop brought together 
members of the Malaysian Chapter to refine 
shared priorities and translate them into 
concrete proposals. Participants worked to align 
on the thematic focus areas for the Education & 
Advocacy and Research Working Groups, clarify 
the MEL framework with agreed indicators 
and feedback mechanisms, and identify 
cross-cutting themes such as medicalisation, 
complicity, and cultural framing that will shape 
future programming and advocacy efforts. Four 
proposals were put forward, two from of Deputy 
Directors of each working group, and two from 
discussions with members of each working 
group.

PROPOSED PROJECTS

Table 4: Proposed projects by the Education 
& Advocacy and Research Working Groups. 
Projects are stratified into low, medium, and 
high risk according to their complexity, resource 
requirements, and organisational capacity 
needed for implementation.
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6.5   PROPOSAL ALIGNMENT

FIGURE 3: ALIGNMENT OF PROJECT 
PROPOSALS WITH THE ASIA NETWORK 
TO END FGM/C TOC.

Figure 3: Illustrates how each proposed project 
contributes to the four policy levers within the 
TOC. Mapping the projects against these levers 
shows the strategic coherence of the portfolio 
and highlights how different initiatives reinforce 
one another. Low-risk community programmes, 
medium-risk research activities, and high-risk 
leadership development efforts all feed into 
complementary pathways—strengthening 
evidence, improving public and professional 
understanding, shifting social norms, and 
clarifying the relationship between law, ethics, 
and religion. 

This visual alignment demonstrates that the 
projects are not standalone activities, but 
interconnected components designed to 
build momentum across multiple systems 
simultaneously, ultimately supporting a more 
comprehensive national response to FGC.
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Alignment with Research Needs. The Research 
Working Group’s proposals directly support the 
Research Opportunities identified in Section 
7.3, translating those priorities into practical, 
implementable programmes:
•	 The Southeast Asia FGM/C Research & 

Advocacy Summit (Project 3) aligns with 
the need for stronger multidisciplinary 
capacity and improved methodological 
quality by creating a platform for researchers, 
clinicians, CSOs, and scholars to develop 
shared skills and research agendas.

•	 The Future Leaders’ Programme (Project 4) 
addresses the long-term need for sustained 
national research capacity, developing 
emerging researchers who can integrate 
clinical, social, legal, and community 
perspectives into high-quality FGC research.

•	 National FGC Awareness & Advocacy 
Programme (Project 2) supports the 
opportunity to reduce fragmentation in the 
research landscape by promoting common 
MEL indicators, shared ethical standards, and 
coordinated data practices.

•	 Finally, community-based initiatives such 
as Women First KL (Project 1) complement 
opportunities for participatory and survivor-
centred research by enabling trust-building 
and grounded data collection within affected 
communities.

Taken together, these proposals operationalise 
the key research needs outlined in Section 7.3 
and provide a coherent pathway to strengthen 
Malaysia’s FGC research ecosystem.

Ensuring alignment among education, advocacy, 
and research is critical to an effective national 
response to FGC. Advocacy must be anchored 
in credible evidence to maintain trust and avoid 
misinformation. Conversely, research priorities 
should be shaped by questions emerging from 
community work and advocacy practice. When 

evidence generation and advocacy reinforce 
one another, programmes remain relevant, 
responsive, and grounded in lived realities, 
enhancing policy influence and overall national 
impact.

Alignment of Proposed Projects with the 
Legal Options Matrix. The proposed projects 
collectively reinforce the policy pathways 
outlined in the Legal Options Matrix (Section 
7.4) by generating evidence, strengthening 
institutional capacity, and building the public and 
professional understanding necessary for low- 
and medium-sensitivity reforms to succeed.
•	 Women First KL (Project 1) and the National 

FGC Awareness & Advocacy Programme 
(Project 2) directly support Options 1–6 
by generating community-level evidence, 
improving public literacy, and enabling 
culturally grounded communication that 
reduces backlash when MOH, MMC, or 
JKM issue circulars, SOPs, or professional 
guidance.

•	 The Southeast Asia Research & Advocacy 
Summit (Project 3) advances Options 4, 7, 
9, and 10 by strengthening ethical research 
capacity, developing regionally coordinated 
methodologies, and building expert networks 
that inform treaty reporting, harmful 
practices frameworks, and Sharia-civil 
coordination.

•	 The Future Leaders Programme (Project 4) 
enhances long-term institutional readiness 
for reform by cultivating ethically grounded, 
research-literate practitioners who can 
bridge clinical settings, policy interpretation, 
community engagement, and inter-agency 
collaboration– all core to implementing CPD 
requirements, counselling guidelines, and 
cross-ministerial strategies.
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Together, these projects create the social 
mandate, technical expertise, and evidence 
infrastructure needed to operationalise high-
feasibility, low-sensitivity reforms, while also 
laying the groundwork for medium-sensitivity 
policy options without triggering the political 
risks of legislative change.

Alignment of the Latest Policy Briefs. The 
four proposed projects directly operationalise 
the recommendations in the Medicalisation of 
Female Genital Mutilation/Cutting in South and 
South-East Asia: Policy Brief (2025) and the 
Addressing Female Genital Cutting in Indonesia 
and Malaysia: Policy Brief (2025). Both 
documents prioritise reducing medicalisation, 
strengthening monitoring systems, enhancing 
public understanding, and improving cross-
sector coordination.
•	 Women First KL (Project 1) advances 

community-centred prevention and 
targeted engagement with B40 households, 
generating baseline data critical to health-
sector reporting reforms.

•	 The National FGC Awareness & Advocacy 
Programme (Project 2) implements the 
briefs’ recommendations on coordinated 
national messaging, addressing medical, 
legal, and religious misconceptions while 
supporting low-sensitivity regulatory 
interventions such as MOH and MMC 
guidance.

•	 The Southeast Asia Research & Advocacy 
Summit (Project 3) fulfils recommendations 
on building regional research capacity, 
generating ethical and comparable data, 
and strengthening policy coherence–
prerequisites for integrating FGC into harmful 
practices frameworks and treaty reporting.

•	 The Future Leaders Programme (Project 
4) aligns with the briefs’ call to develop 
multisectoral leadership capable of 
managing institutional reform across health, 
legal, religious, and social welfare systems.

Collectively, these projects provide a practical, 
high-feasibility pathway for implementing the 
policy briefs’ recommendations and advancing 
Malaysia’s progress toward a coordinated, 
evidence-based national approach to ending 
FGC.
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7.1   ADVOCACY MESSAGING TEMPLATE

OVERVIEW: 
This Chapter translates the toolkit’s analysis 
into concrete, ready-to-use tools for advocates, 
clinicians, researchers, and policymakers. It 
is designed as the “hands-on” section of the 
document, providing practical resources that 
can be deployed immediately within Malaysian 
settings.
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7.2   CLINICIAN REFUSAL SCRIPTS FOR FGC REQUESTS
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7.3   RESEARCH OPPORTUNITIES

Despite growing documentation of the 
prevalence and medicalisation of FGC in 
Malaysia, significant research gaps continue to 
hinder the development of evidence-based policy 
and effective legal reform. These gaps present 
clear opportunities for multidisciplinary research 
that can strengthen national understanding 
of the practice and inform culturally grounded 
interventions.

1.	 Clinical and longitudinal health outcomes.
	 Malaysia currently lacks systematic studies 
	 examining short- and long-term physical, 
	 sexual, psychological, and obstetric 
	 outcomes associated with both traditional 
	 Type 4 and medically performed Type 1 
	 FGC. Research grounded in clinical 
	 assessment rather than self-report data is 
	 essential to clarify health impacts, challenge 
	 persistent misconceptions about 

	

	
	 harmlessness, and guide medical regulatory 
	 reform.

2.	 Infant anatomy, procedure variability, and 
	 risk pathways. Given evidence that 
	 medicalisation has introduced cutting 
	 techniques involving visible clitoral tissue, 
	 further anatomical and procedural research 
	 is needed to map how different methods 
	 correlate with injury patterns. Clinical audits, 
	 observational studies, and practitioner-
	 reported data can help identify risk pathways 
	 and support safer health-system responses.

3.	 Policy, legal, and governance analysis.		
	 There is limited scholarly work assessing 
	 how Malaysian statutory law, child-
	 protection frameworks, medical regulations, 
	 and Islamic governance structures 
	 intersect with FGC. Opportunities exist for 
	 legal scholarship to apply comparative 
	 analysis, regulatory mapping, and doctrinal 	


https://heyzine.com/flip-book/b9a514becb.html#page/1
https://heyzine.com/flip-book/f4852278ad.html
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	 interpretation to clarify obligations, identify 	
	 gaps, and outline pathways for reform.

4.	 Sociocultural and religious drivers.		
	 While broad motivations are known, 
	 deeper ethnographic and sociological 
	 research is needed to understand variations 
	 in beliefs, decision-making, gender norms, 
	 and intergenerational transmission across 
	 regions, socioeconomic groups, and 
	 religious communities. This includes 
	 examining how religious authority, digital 
	 information flows, and intra-community 
	 debates shape contemporary attitudes.

5.	 Health-system dynamics and professional 
	 behaviour. Research is needed to 
	 understand why healthcare providers 
	 continue to perform FGC despite ethical 
	 conflicts, unclear regulatory guidance, and 
	 a lack of formal training. Studies exploring 
	 professional norms, institutional decision-
	 making, and the informal transmission of 
	 cutting techniques within clinical settings 
	 can provide critical insights for policy and 
	 training reform.

6.	 Community attitudes and behavioural 
	 change pathways. Few studies have 
	 used behavioural science frameworks to 
	 examine the drivers of change, resistance, 
	 or ambivalence toward FGC within 
	 Malaysian communities. Mixed-methods 
	 work, particularly in collaboration with 
	 community-based organisations, can help 
	 identify leverage points for stigma 
	 reduction, 	norm change, and support for 
	 parent decision-making.

7.	 Data systems and national monitoring.
	 Malaysia lacks routine surveillance, health-
	 system reporting, and/or institutional data 
	 on FGC. Research exploring the feasibility, 
	 acceptability, and design of national 
	 monitoring systems can inform policy while 
	 respecting privacy, ethics, and community 
	 sensitivities.

8.	 Comparative regional research. FGC in 
	 Southeast Asia remains understudied 
	 relative to African contexts. Malaysia is 
	 well-positioned to lead regional collaborative 
	 research comparing prevalence, religious 
	 interpretations, medicalisation patterns, and 
	 policy responses across Brunei, Indonesia, 
	 the Philippines, Singapore, and Thailand.

9.	 Survivor-centred and participatory 
	 research. There is limited documentation of 
	 the lived experiences o women and girls 
	 affected by FGC, especially as 
	 medicalisation shifts the age of cutting to 
	 infancy. Survivor-led and participatory 
	 research can illuminate memory, 
	 embodiment, sexual health, and emotional 
	 impacts in ways that conventional surveys 
	 cannot.

These opportunities underscore the need for 
coordinated, multidisciplinary research that  
integrates clinical science, social science, law, 
public health, and religious studies. Addressing 
these gaps will not only strengthen Malaysia’s 
evidence base but also support culturally 
sensitive, rights-aligned policymaking and 
advance regional leadership in understanding 
Type 4 and medicalised FGC. Crucially, this work 
must also include Malaysia’s diverse migrant and 
refugee communities, who remain significantly 
underrepresented in existing research and policy 
discussions.
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Research Challenges and Corresponding Solutions. Table 7: Key challenges encountered 
in conducting research on FGC in Malaysia, along with corresponding solutions aimed at 
strengthening methodological rigour, community access, institutional collaboration, and data quality.
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7.4   LEGAL OPTIONS MATRIX

Policy Pathways to Address Female Genital Cutting (FGC) in Malaysia. This matrix categorises 
possible legal and regulatory reforms by feasibility, political sensitivity, institutional lead, and 
expected impact, helping policymakers choose the most realistic pathways without legislative 
overhaul.

Table 8: These options for policy pathways require NO law reform and can be implemented 
immediately. They avoid religious controversy and political resistance.
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Table 9: These options require moderate political will but no legislative amendment; effective for 
scaling reform.
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Table 10: These options involve statutory reform or direct challenge to religious norms; not needed 
now and politically difficult.
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Malaysia stands at a critical juncture in 
its efforts to safeguard the rights, health, 
and dignity of girls and women. This report 
demonstrates that eliminating FGC requires a 
coherent, multisectoral approach grounded in 
scientific evidence, aligned with international 
human rights standards, and responsive to the 
lived realities of communities nationwide. While 
the practice remains reinforced by longstanding 
social norms and institutional gaps, it is neither 
medically indicated nor aligned with ethical, 
legal, or child-protection principles.

A strengthened national response must 
therefore integrate four critical pillars:
•	 First, strengthening the evidence base, 

by sustained investment in high-quality, 
Malaysia-specific research, is essential 
to inform policy, strengthen clinical 
understanding, and dispel persistent 
misconceptions.

•	 Second, expanding education and public 
awareness with accurate, culturally sensitive, 
and context-specific education ensures that 
families, youth, healthcare providers, and 
religious institutions have access to clear 
information. 

•	 Third, supporting advocacy and social norm 
change with strategic advocacy, which is 
necessary to translate evidence into public 
understanding and social norm change.

•	 Fourth, strengthening legal and protective 
mechanisms to ensure a supportive legal 
and policy environment anchored in gender 
equality, child protection, and professional 
accountability is necessary to ensure that 
national institutions act consistently with 
international obligations and best practices.

Collectively, these pillars form the basis for 
a comprehensive, rights-based strategy that 
places girls and women at the centre of policy 
and practice. The proposals outlined by the 
Working Groups offer practical pathways to 
operationalise this strategy through coordinated 
research, community engagement, institutional 
leadership development, and policy reform.

Ending FGC is not only a matter of public health 
or cultural dialogue; it is about ensuring that 
every girl in Malaysia can grow up free from 
harm, discrimination, and violence. Sustained 
collaboration among government agencies, civil 
society, healthcare providers, religious leaders, 
researchers, and affected communities will be 
essential to achieving this shared objective.

FGC requires a coherent, multisectoral 
approach grounded in scientific 
evidence, aligned with international 
human rights standards, and 
responsive to the lived realities of 
communities nationwide.

These pillars—strengthening the 
evidence base, expanding education 
and public awareness, supporting 
advocacy and social norm change, 
and strengthening legal and protective 
mechanisms—form the basis for a 
comprehensive, rights-based strategy 
that places girls and women at the 
centre of policy and practice.
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8.1   CALL TO ACTION 

Accordingly, to accelerate national progress 
toward eliminating FGC in Malaysia, we call on 
all relevant ministries, professional councils, 
religious institutions, CSOs, researchers, and 
community leaders to take coordinated action 
on the following priorities:

1.	 Strengthen national commitment.
	 Government ministries, statutory bodies, 
	 and state religious authorities are 
	 encouraged to reaffirm their commitment 
	 to protecting girls and women from harmful 
	 practices and to actively engage with civil 
	 society, experts, and affected communities 
	 to shape evidence-based policy.

2.	 Institutionalise evidence-informed 
	 decision-making. National and state agencies 
	 should adopt mechanisms that ensure 
	 scientific evidence, clinical expertise, and 
	 community insights directly inform policy, 
	 programming, and law reform processes.
3.	 Expand and support research.
	 Universities, research institutions, and 
	 development partners are urged to invest in 
	 interdisciplinary research that addresses 
	 critical national gaps–including health 
	 outcomes, motivations, legal frameworks, 
	 and dynamics of medicalisation.

4.	 Advance public education and professional 
	 training. Education sector partners, health 
	 institutions, and religious schools should 
	 integrate accurate, rights-based content on 
	 FGC into curricula and professional 
	 development programmes, ensuring all 
	 stakeholders have with reliable information.

5.	 Promote multisectoral collaboration.
	 Government bodies, CSOs, healthcare 
	 providers, youth networks, and community 
	 organisations should strengthen 
	 coordination to ensure consistent 
	 messaging, shared data, and unified 
	 strategies that support national coherence.

6.	 Prioritise survivor-centred approaches.
	 All interventions, including research, service 
	 provision, and advocacy, must uphold the 
	 dignity, agency, and confidentiality of women 
	 and girls, ensuring that their voices guide 
	 programmatic and policy directions.

7.	 Advance legal and policy reform. Malaysia 
	 is encouraged to review and strengthen legal 
	 frameworks to ensure clear protection 
	 against FGC, in line with constitutional 
	 guarantees, child-protection principles, and 
	 international human rights obligations.
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