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‘’It was on a Sunday night when my Mum called me and she said ‘’my daughter, come’’ in a low voice. I went 
quietly. Suddenly my Mum said ‘’my daughter tomorrow is your d day’’. I was shocked to hear that but I was not 
expected to say anything. In the morning I was dragged and pinned on the ground when three women sat and 
crucified me on the floor. I cried until I had no voice. The only thing I said was Mum ‘where are you?’ and the only 
answer I got was ‘quiet, quiet girl’.  The pain I had experienced was one I will not forget for the rest of my life and I 
would not wish the same to happen to my friend. I had sleepless nights. I could see an old lady doing it again and 
again and again. I screamed and my Mum came to check on me. My loving parent is this really what I deserve?  ‘’ 

-        Fouzia, 10, Somaliai 
 

Introduction 
 

Female Genital Mutilation is a practice that the WHO estimate affects 200 million women around the 
world. The World Health Organisation defines Female Genital Mutilation as ‘’all procedures that involve 
partial or total removal of the external female genitalia or other injury to the female genital organs for non-
medical reason.ii’’ Whilst the practice of FGM is often attributed to the Middle East, Sub-Saharan Africa, 
North Africa and to a lesser extent Asia it is now being witnessed in cities across the globe with high 
numbers of FGM practicing communitiesiii. 

The World Health Organisation divides Female Genital Mutilation into 4 categories with type 
1 (clitoridectomy) consisting of the partial or total removal of the clitoris and prepuce in rare cases. Type 
2 (excision) is the partial or total removal of the clitoris and the labia minora with or without excision of 
the labia majora.  Type 3 (infibulation) is the narrowing of the vaginal opening through the creation of a 
covering seal which is created by cutting and repositioning the labia minora, or labia majora or via 
stitching. The clitoris is not always removed.  Type 4 includes all other harmful procedures to the female 
genitalia for non-medical purposes, e.g. pricking, piercing, incising, scraping and cauterizing the genital 
area and some sources include female genital cosmetic surgery in this categoryiv. 

 Female Genital Mutilation offers no health benefits for girls and can cause severe immediate physical 
complications such as haemorrhage, shock and death. It can also lead to long term consequences such 
as urinary problems (painful urination, recurrent UTIs), menstrual issues, infections, complications during 
birth and psychological and emotional trauma (ibid). The practice is often carried out by traditional female 
circumcisers who are survivors of the practice themselves and increasingly is performed by health care 
providers in a bid to sanitise and medicalize the practice.  



 
 

 

 

Figure 1: Map showing the prevalence of Female Genital cutting world widev 

 

Cultural and social factors for performing FGM 
 

Whilst FGM represents a prima facie case of human rights violation the practice is so much more complex 
than this.  The practice of Female Genital Mutilation is entrenched within many cultures and societies 
throughout the world. From the  ‘Bondu Society in Sierra Leonevi , in which FGM initiates a girl into 
womanhood, to Somalia, in which it is estimated that 95% of the female population has been 
circumcised vii , the practice has been continually perpetuated as a method of preserving virginity, 
preserving family honour and initiation among other reasons. As one Kenyan Masai tribe member stated  
“when you cut a girl, you know that she will remain pure until after she gets married, and after marriage, 
she will remain faithful.viii’’ ‘’ In cultures that practice Female Genital Mutilation, the ritual confers upon 
women full social acceptability, integration into the community, and serves as a rite of passage to 
womanhood. For many women in these cultures, the practice enables them to identify with their heritage 
and to enjoy recognition as full members of their ethnic group enjoying social benefits and privileges.’’ix  

 

The reasons why female genital mutilations are performed vary from one region and include a mix of 
sociocultural factors within families and communities. Some of the more commonly held reasons will be 
explained.x In some societies Female Genital Mutilation is a social norm and so there is social pressure to 
conform to social standards in order to be a member of the community. In these communities Female 
Genital Mutilation is so ubiquitous that it is performed without question and to change the status quo is to 
challenge the community's very cultural identity.  



 
 

Another reason that is often cited is the fact that Female Genital Mutilation can be considered an 
essential part of a woman's identity and can mark a girl's ascent into womanhood in order to prepare her 
for adulthood and marriage. Within certain community’s a girl has no social currency if she has not been 
cut and can become ostracised. The practice is also often motivated by beliefs about the female sexual 
identity and is utilised to preserve a woman’s virginity prior to marriage. It is thought to reduce a woman’s 
libido and thus reduce any temptation to engage in extra marital sexual acts. With type 3 Female Genital 
Mutilation the vaginal opening is narrowed or covered and so this serves to act as a physical barrier to a 
woman having sex prior to marriage as any disruption to this covering shows that a woman has not 
remained chaste.    

In some communities a man will only marry a woman if she has been cut. It is a way of increasing her 
social value and becomes essential if a girl is taught her main aim in life is to be a wife. In cases where 
Female Genital Mutilation is likely to increase marriageability the practice is more likely to be carried out. 
The practice is also intertwined with cultural ideals of femininity and modesty and the idea that the clitoris 
and other parts of the female genitalia are masculine and unclean. 

It must be said that whilst religion is often cited as a prime reason for why Female Genital Mutilation is 
carried out the practice is not supported by any religious texts. It is often upheld by community figures of 
authority such as religious leaders, community leaders and elders, circumcisers, and even some medical 
personnel through its recent medicalisation. In some countries medical personnel have begun to carry out 
the procedure in hospitals and other health care settings in a bid to sanitise the tradition. This just serves 
to reinforce the idea that Female Genital Mutilation is medically endorsed and encourages its practice. 

In most societies, where FGM is practised, it is considered a cultural tradition, which is often used as an 
argument for its continuation. This should be especially considered in immigrant communities where it 
could be thought that the maintenance of the practice is a means by which a cultural identity and tradition 
can be maintain in a foreign land, In order to eradicate the practice it is essential that the reasons for its 
existence are well understood. 

 

 

 

Female Genital Mutilation in the United Kingdom 

 

 



 
 

 

Figure 2: Diagram showing newly recorded Female Genital Mutilation cases in London xi 



 
 

 

Figure 3: A diagram from a British mainstream media outlet showing the ten London boroughs with the 
highest prevalence of Female Genital Mutilation xii 

Currently in the United Kingdom there is a prolific campaign underway which aims to eradicate the 
practice of Female Genital Mutilation by developing a groundswell of opinion which will hopefully have a 
‘domino affect’ and propel the sensibilities of those who perpetuate the practice towards its unequivocal 
condemnation. This slow change in the sensibilities of the British public could be due to a number of 
reasons such as the politically correct nature of British society in which people fear being perceived as a 
‘cultural imperialists’ and adopt a ‘culturally –relativist’ approach and choose not to comment or 
interferexiii. In an era where it is estimated that 66,000 women in the UKxiv have been victims of FGM it is 
time for a real dialogue about FGM to occur.  

The Mayor of London (Sadiq Khan) declared in 2017 that he wanted the prevention and eradication of 
FGM to be on the political agenda. He has vowed to make London a ‘zero cutting city’ through the 
education of the population as well as professionals on the frontline such as doctors and the policexv. 
Whilst FGM was made illegal in 1985xvi it was only in 2019 that the first successful prosecution took 
place. This case is centred around a mother who was prosecuted for cutting her three year old daughter 
at their London home and whilst this is a landmark case in the UK it is thought that 65,000 girls under the 
age of 13 are currently at risk of undergoing the procedure. It is thought that whilst 170,000 women in the 
UK have experienced FGM, half of all of England’s recorded cases are in Londonxvii. This means that 
psychiatrists and health care professionals within London are more likely to encounter women that have 
undergone FGM than their counterparts in other areas of the United Kingdom. This essay aims to explore 
the psychological impact of Female Genital Mutilation on survivors of the practice and their family 
dynamics whilst highlighting the role of the psychiatrist when encountering such patients. 

 



 
 

 

The psychological impact of FGM on the individual 

 

Throughout the literature on Female Genital Mutilation the psychological consequences of the practice 
are often highlighted.  Much of the data focuses on psychological sequelae such as depression, anxiety 
and post-traumatic stress disorder. In a literature review focused on the psychological impact of Female 
Genital Mutilation 80 percent of analysed studies reported psychological consequences, such as Post-
Traumatic Stress Disorder (PTSD) and affective disorders in those who were FGM survivorsxviii.  

This is further supported by a study of 47 Senegalese women which has shown that there was a higher 
prevalence of PTSD (30.4%, n=7/23) in 23 cut women as opposed to  24 uncut participants. The group 
sample's high prevalence of Post-Traumatic Stress Disorder is comparable to the observed percentage of 
cases of PTSD documented in literature that focuses on PTSD percentages seen in survivors of early 
childhood abuse (usually between 30% and 50%)xix.  Whilst these women in the aforementioned study 
fulfilled the DSM IV criteria for PTSD other studies have shown that some FGM survivors do not meet the 
diagnostic threshold but still experience psychopathology. In a cross sectional study of 4800 pregnant 
women 85 percent of the women who had been circumcised experienced vivid flashbacks to the cutting 
eventxx. 

 

Depression also remains a much documented psychological consequence of FGM according to the 
literature. A Dutch cross-sectional study on 66 African female survivors of FGM showed that a fifth of the 
women (20%, n=13) met the criteria for PTSD and a third met the DSM IV criteria for depression 
(33%, n=22) xxi.  This is further supported by an Egyptian cross sectional study that collected data from 
204 adolescent girls aged 14 to 19 years old and found that those who had undergone FGM 
demonstrated a significantly higher level of depression as well as anxiety and somatization than their 
peers without FGMxxii.  

Further evidence can be found in a study of women who had undergone Female Genital Mutilation and 
were seeking asylum in the United States. The frequency of anxiety, depression and PTSD was 
evaluated via a retrospective qualitative descriptive study in which cases that had been observed in an 
asylum clinic over a 2-year period were analysed. Candidates were given standardized questionnaires 
which enabled them to provide quantitative scores for anxiety, depression and PTSD. Out of all these 
particular cases anxiety and depression were exhibited by 92 percent and 100 percent of women 
respectively and all the women screened for PTSD had symptomsxxiii.  

The evidence in favour of the fact that Female Genital Mutilation has adverse psychological effects is 
well documented and the aforementioned studies serve to cement this fact. Whilst these studies all talk 
about the long term psychological impact of the practice and focus on adult survivors there is evidence 
to suggest short term psychological consequences can be seen in children. Evidence suggests that the 
trauma of Female Genital Mutilation can often manifest itself in social withdrawal, low mood and 
inattention in class children who have been cut. Thus the practice of Female Genital Mutilation does not 
just leave physical scars but for many women, as the literature shows, it can be the trigger for a lifelong 
psychological burden. 

 

The psychological impact of FGM on the family dynamic 



 
 

Whilst a discussion has taken place about the psychological impact of Female Genital Mutilation on the 
individual it would not be right to ignore the impact of the practice on the family dynamic. 

Ironically it is mainly women who perpetuate Female Genital Mutilation, albeit with the tacit consent of 
men, and this can be understood using Gramsci’s concept of Hegemonyxxiv. Gramsci argues that the 
ruling class manipulate and construct culture so that a ruling class perspective becomes universally 
accepted by the lower classes, even to their disadvantage, and becomes the cultural norm. In this 
instance it is men who have acted as the ruling class colouring the social views so that women perpetuate 
the practice of FGM in the belief that it is the only method by which they and their daughters can be 
integrated into society. Whilst FGM has become increasingly medicalised it is more often than not carried 
out by women known to the victim and evidence suggests this has led to increasing distrust in the family 
unit and disruption of the mother-daughter bondxxv 

When analysing many of the societies in which Female Genital Mutilation occurs it is clear a patriarchal 
social framework is in place. When considering this fact it is essential to reflect on the prescribed roles for 
women and men and the social value and currency the fulfilment of these roles brings. Women, often, find 
their role is to be a wife and mother thus any factor that prevents the fulfilment of these roles can have 
severe consequences. 

A Saudi Arabian cross-sectional conducted on a sample of Sudanese women who had experienced 
Female Genital Mutilation aimed to observe if sexual dysfunction was linked to the practice through the 
use of the Female Sexual Function Index (Figure 4).  107 eligible women completed the survey and the 
gynaecological examination and 39% of the women had FGM/C Type I, 25% had Type II, and 36% had 
Type III. The results showed that 92.5% of the women scored lower than the Female Sexual Function 
Index cut off point. Interestingly sexual function was lower the more severe the type of cutting across all 
sexual function categories: desire, arousal, lubrication, orgasm, satisfaction, and painxxvi.  

 

Figure 4 : Female Sexual Function Indexxxvii 

The link between female sexual dysfunction and Female Genital Mutilation is further compounded by a 
case-control study in which a sample of 280 Kurdish Iranian married women who had been referred to the 
healthcare centres for various reasons were recruited.  140 of the women had undergone some form of 



 
 

Female Genital Mutilation and the other 50 percent had not. The Female Sexual Function Index was 
utilised to assess female sexual function.  Non-circumcised women had significantly higher FSFI total 
score (25.3 ± 4.34) compared to the circumcised women (17.9 ± 5.39) suggesting that sexual function is 
adversely impacted by FGMxxviii. When thinking about womanhood within different cultural frameworks 
there is often a sexual aspect that involves a woman being a vehicle by which her husband can obtain 
sexual pleasure in the context of a marital union. If a woman is unable to obtain pleasure from sexual 
activities or positively engage in the sexual experience this may be perceived as a woman showing an 
inability to sexually engage with and thus satisfy her husband which may lead to her identity as a woman 
being questioned.  

When conducting reviewing the literature pertaining to Female Genital Mutilation much of it was centred 
on the obstetric complications that the practice can cause. It is well documented that Female Genital 
Mutilation can lead to reduced fertility, prolonged labour/complications during labour as well as increased 
risk of maternal haemorrhage and deathxxix. This is important to note when considering the role of a 
woman in certain communities as the giver of life. A woman failing to produce a large number of healthy 
children could be perceived as a woman failing to fulfil her role. This coupled with the well documented 
psychological impact of Female Genital Mutilation as well  as the mental anguish that many women 
experience when there are complications giving birth can cause an insurmountable mental burden for a 
woman at a time when she is extremely vulnerable.   

Female Genital Mutilation and cultural identity 

When considering Female Genital Mutilation within the context of modern British society it would be a 
mistake to deny its link to the migration of multiple ethnic groups and their cultural identity. It is a practice, 
as mentioned previously, that for some has become synonymous with stepping into adulthood and 
entering society whilst for others it provides a vehicle by which a woman is marked as being suitable for 
marriage. When considering the intention behind the practice it is important to consider the impact that 
not undergoing the procedure could have on a woman's psyche. In a survey of 282 female Egyptian 
nursing students 60 percent of the women considered circumcision for their daughters as it was deemed 
to be beneficialxxx. Now it has been shown that Female Genital Mutilation confers no health benefits 
whatsoever and so it is evident that the benefits from the practice are social in nature. This need to 
ensure one’s daughter remains part of the social fabric drives the practice forward and it is essential to 
think about what the implications of not partaking in the practice can mean for a woman. 

This need to maintain an identity and remain part of the social fabric is further heightened within the 
context of an immigrant community that strives to maintain its culture. Whilst Female Genital Mutilation 
has been illegal in the United Kingdom since 1985 it is still practiced covertly as the landmark first FGM 
prosecution in the UK shows. In that particular case a three year old was cut by her mother and instructed 
on how to attempt to obscure the truth from social services and health care professionals. This evidently 
shows a dichotomy in social consciousness as the girl’s mother is aware of the laws of the United 
Kingdom and so instructs her daughter to cover the truth yet feels a strong pull to maintain traditional 
cultural practices and perpetuate the cycle of cutting. Immigrant populations may find their ethnic identity 
challenged by the process of migration and subsequent assimilation and so a struggle to terminate 
cultural practices like Female Genital Mutilation ensues. Much of the literature shows that there is an 
increase in risk of mental health issues such as depression and anxiety in first generation migrants in 
comparison to the native populationxxxiand this could be attributed to social isolation, adapting to a new 
environment and issues of identity and perception of the self. The impact that a change in cultural context 
and questioning of identity can have on mental health are factors that should be considered in the 



 
 

discussion surrounding Female Genital Mutilation. If one considers what FGM could possibly represent 
for a community and the social currency that hinges on maintaining the practice then an attitude of 
empowering a community is empowered to adopt different cultural behaviours can be adopted. 

In considering Female Genital Mutilation from a cultural perspective and the eradication of the practice 
parallels can be drawn between FGM and foot binding. Gerrie Mackiexxxii

xxxiii

 references the fact that foot 
binding ended within ‘a generation’ in China and served a similar purpose to FGM: ‘both were necessary 
for proper marriage and family honour, both were sanctioned by tradition [and] both were said to be ethnic 
markers’.  Mackie highlights the three steps used to eradicate foot binding which were: 1) an education 
plan highlighting the world’s perception of China due to this practice and its deviation from the universal 
norm, 2) an education plan highlighting the dangers of the practice 3) and benefits of natural feet and 
forming natural foot societies in which women vowed not to allow their daughter’s feet to be bound and 
refused to allow their son’s to marry women with bound feet. These methods led to the end of the practice 
of foot binding and could have the same effect if utilised correctly in regards to FGM; the key to all of this 
is education and cultural understanding. We must remember that ‘culture does not make people, people 
make culture. ’ Culture is fluid and can be adapted and changed. 

The role of the Psychiatrist 

Psychiatrists bring an important perspective to the leadership of an organisation. This includes their 
expertise regarding the prevention, cause and treatment of mental and physical illness 

-Safe patients and high-quality services Job descriptions for consultant psychiatrists Royal College of 
Psychiatrists Nov 2017xxxiv 

When discussing Female Genital Mutilation and the role of the health care professional in the eradication 
of the practice there is often not much discussion about the role of the psychiatristxxxv. The literature 
discusses the need for the Multidisciplinary team, the Obstetrics and Gynaecology Physician, the 
paediatrician, the social worker etc. but I am yet to see a discussion that specifically analyses the role of 
the psychiatrist. This is very striking as there is a plethora of literature about the adverse psychological 
impact of the practice on women. 

In a study exploring the psychosocial issues experienced by African immigrant women who had 
undergone Female Genital Mutilation and were now living in the Netherlands it was found that 1/6 of 
these women suffered from Post-Traumatic Stress Disorder and 1/3 reported symptoms associated with 
depression and anxiety. These findings, unfortunately, are not surprising but what was striking is the fact 
that these negative psychological sequelae became worsened during pregnancy and childbirth. Many 
women in the study also reported that migrating to the Netherlands led to a shift in their perception of 
Female Genital Mutilation and left them feeling ashamed about having FGM and reluctant to engage with 
physiciansxxxvi. This highlights the need for supportive and culturally sensitive perinatal psychiatric care in 
those women who known to be survivors of Female Genital Mutilation. 

This need for perinatal psychiatric involvement in women with Female Genital Mutilation is further 
demonstrated by a recent study that looked into the development of obstetric fistulae following the 
practice in Kenya. It is estimated that 28% of the Kenyan female population has been cut (12,418,000). 
The study involved the conduction of interviews with thirty women who had experienced FGM and were 
living with obstetric fistulae. It was found that amongst nearly all of the women interviewed there had been 
a clear pattern of rejection from their social community (spouses, friends, family) which then led to 
depression and lowered self-esteem. This low mood is followed by a loss of work, rejection from spouses, 



 
 

friends and family and so these obstetric complications have been a trigger for deteriorating mental 
healthxxxvii. This was a clear example of how the need for perinatal psychiatric support is extremely 
pertinent in these cases in order to ensure that essential discussions are had prior to childbirth in order to 
prevent a potential deterioration in mental health. It is important that psychiatrists remain sensitive when 
engaging with these vulnerable women and create a safe space for these women to acquire the support 
they need. 

 

One aspect of health care that psychiatrists are desperately needed for is in the field of research. It has 
been found that studies that look into the psychological consequences of FGM are often designed poorly; 
feature small sample sizes and inconsistent results which make it difficult to come to clear 
conclusions. xxxviii

xxxix

  There is a need not just for conclusive studies that examine the psychological 
consequences of FGM but also investigate the relationship between psychological outcomes and the 
circumstances around the cutting event in order to individualise the psychological support provided to 
women. It is also important to emphasise the negative psychological after effects of the practice so that 
psychiatrists can adopt an appropriate approach when dealing with FGM survivors .   

There is also not much knowledge in place in regards to what treatment works best in women who have 
had Female Genital Mutilation. The World Health Organisation literature xl  suggests that cognitive 
behavioural therapy (CBT) may work with survivors of Female Genital Mutilation who have experienced 
symptoms of anxiety, depression, and/or PTSD. However there are no studies that directly investigate the 
effectiveness of CBT in women with FGM but rather this has been inferred and extrapolated from the use 
of CBT to successfully treat PTSD following wars and sexual violence xli.  It is thought psychological 
support is also indicated for women who undergo any surgery related to complications related to Female 
Genital Mutilation as well as childbirth in order to avoid a relapse in mental health symptoms related to 
Post Traumatic Stress Disorder. This means psychiatrists have an important role in galvanising the MDT 
in order to ensure psychological support is provided for these women not when recovering from the initial 
cutting but in all the subsequent stages that could trigger a psychological relapse. 

Finally a conversation must be had about the ways in which psychiatrists can engage in key 
conversations with survivors of FGM. Safeguarding and child protection remains a prime concern to 
ensure that those at risk are protected but this should not be a barrier to a woman accessing the health 
care that she needs. Due to the upsurge in anti-FGM propaganda and education many families are aware 
of the penalties that perpetuating the practice can carry. It is important that the psychiatrist, along with 
other health care professionals, does not alienate these communities but rather educates and empowers 
them to turn away from the practice. The law can act as a barrier to communication and women may be 
scared to disclose what has happened for fear of the legal implications it may have for their family and 
community. Women who are recent immigrants to the United Kingdom may fear deportation if they 
engage with healthcare providers when their legal status has not been confirmed. This is an extremely 
sensitive topic and psychiatrists must tread with care and consideration when engaging with women and 
their families. 
 



 
 

FGM is a sensitive and complex matter, and talking about it can make health professionals feel 
uncomfortable. Our reluctance to engage with women about FGM may be caused by embarrassment, 
uncertainty about how to frame the questions, or anxiety about being perceived as culturally insensitive 
-  British Medical Journalxlii 
 
When considering how to broach the topic of FGM, the British Medical Journal provides some excellent 
advice that may serve psychiatrists well. The publication stresses that it is important to create an optimum 
environment to cultivate discussion through privacy and providing adequate time for sensitive discussions 
to be had. The use of a female professional and trained interpreter may serve to put patients at ease. It is 
also important for psychiatrists to use the correct terminology and not utilise any phrases that have 
negative connotations. A woman sharing about her experiences being circumcised is an extremely brave 
and vulnerable act and it is essential to ensure she is treated with the utmost dignity. It is important to 
remember that women, in the majority of cases, have not chosen to undergo FGM and are victims whose 
needs must be assessed so that they can be met.  

 

Conclusion 

 

Figure 5: Art work from the Female Genital Mutilation themed photography exhibition entitled the 
Unsterile Clinic by Aida Silvestri xliii 

Throughout this essay the psychological impact of Female Genital Mutilation on the individual and their 
family has been considered. With an understanding of this impact the role of the psychiatrist was 



 
 

analysed through the use of World Health Organisation guidelines and academic literature. It is evident 
that within the United Kingdom FGM has emerged recently as a key talking point in the political and social 
arena and a lot of dialogue is being had about how to eradicate the practice. It is important that the 
cultural context in which the practice continues to survive is taken into consideration. Psychiatrists, when 
dealing with patients who are survivors of Female Genital Mutilation, must be sensitive and acknowledge 
the difficulty a woman might have when sharing her story and the emotions that this may evoke for her. 

When looking at the photography featured in figure 5 by Aida Silvestri one cannot help but to be struck by 
the way in which each of the woman captured is stripped of her individuality and portrayed as genitalia. 
This poignantly captures the impact that the practice of Female Genital Mutilation may have on the 
identity and psyche of a woman and it is essential that psychiatrists remember that. It is important that 
each woman is recognised as an individual with her own story to tell, her own lived experience and her 
own humanity.  

References 

 
i The Day I will never forget. (2002). Documentary. Directed by Kim Longinotto. United Kingdom: Vixen 
films 
ii World Health Organisation [online]. (2014). Available from: 
<http://www.who.int/reproductivehealth/topics/fgm/overview/en/>. [Accessed 26 March 2014]. 
iii Martin Bentham (2014). London doctor charged in first FGM case. London Evening Standard, Friday 
21st March 2014, p.1 
iv World Health Organisation [online]. (2014). Available from: 
<http://www.who.int/reproductivehealth/topics/fgm/overview/en/>. [Accessed 26 March 2014]. 
v Woman Stats project. (2011). Prevalence of Female Genital Cutting. Available: 
http://www.womanstats.org/newmapspage.html. Last accessed Oct 2019 
vi Zoe Williams (2013). The battle to eliminate FGM is long: but it’s one we must win. The Guardian, 
Friday 28th June 2013, N/A. Williams was speaking to FGM survivor Sarian who was initiated into the 
Bondu Society in Sierra Leone. 
 
vii N/A (N/A). UNICEF [online]. Available from: 
<http://www.unicef.org/somalia/SOM_FGM_Advocacy_Paper.pdf>. [Accessed 26 March 2014] 
 
viii IRIN NEWS [online]. (2005). Available from: 
<http://www.irinnews.org/indepthmain.aspx?IndepthId=15>. [Accessed 26 March 2014. The quote was 
said by Nashiro, one of the main people that carries out FGM among the Masai tribe. According to this 
news outlet 99% of Masai women have undergone type I FGM. 
 
 
ix Khadijah F. Sharif (1996). Female Genital Mutilation: What Does the New Federal Law Really Mean?. 
Fordham Urban Law Journal. 24, pp.409. 
 
(vi) Summers, H and Ratcliffe, R. (2019). Mother of three-year-old is first person convicted of FGM in 
UK. Available: https://www.theguardian.com/society/2019/feb/01/fgm-mother-of-three-year-old-first-
person-convicted-in-uk. Last accessed October 2019. 
n/a. (2018). Female Genital Mutilation in London. Available: https://www.london.gov.uk/node/46669. Last 
accessed October 2019 
x World Health Organisation. (2018). Female genital mutilation. Available: https://www.who.int/news-
room/fact-sheets/detail/female-genital-mutilation. Last accessed October 2019 
xi London Assembly. (April 2017). London Assembly: tackling Female Genital Mutilation in London. 
Available: https://www.london.gov.uk/sites/default/files/london_assembly_report_-
_tackling_fgm_in_london.pdf. Last accessed October 2019 

https://www.theguardian.com/society/2019/feb/01/fgm-mother-of-three-year-old-first-person-convicted-in-uk.%20Last%20accessed%20October%202019
https://www.theguardian.com/society/2019/feb/01/fgm-mother-of-three-year-old-first-person-convicted-in-uk.%20Last%20accessed%20October%202019


 
 

 
xii Ridley, L. (2015). Female Genital Mutilation Rates By UK Borough Revealed As Southwark In London 
Tops The List. Available: https://www.huffingtonpost.co.uk/2015/07/21/fgm-female-genital-mutilation-uk-
rates-southwark-equality-now_n_7832562.html. Last accessed October 2019 
xiii The Cruel Cut. (2013). Documentary. Directed by Vicki Cooper. UK: Love Productions, Channel 4 
Television Corporation. Leyla Hussein conducted a social experiment in which she conducted a petition to 
get members of the British public to sign their signatures in support of FGM. Surprisingly Hussein 
managed to amass a sizeable number of signatures within less than an hour and woman even stated ‘it is 
wrong but I guess it is part of your tradition’ highlighting this attitude of cultural relativism.  
xiv Dorkenoo, E, Morison, L and Macfarlane, A (2007) A statistical study to estimate the prevalence of 
female genital mutilation in England and Wales (PDF). London: FORWARD 
xv Mayor of London. (2017). Make London a ‘zero cutting city’ – Assembly urges Mayor to tackle FGM. 
Available: https://www.london.gov.uk/press-releases/assembly/make-london-a-zero-cutting-city. Last 
accessed October 2019. 
xvi Martin Bentham (2014). London doctor charged in first FGM case. London Evening Standard, Friday 
21st March 2014, p.1 
Iii The World Health Organisation. (2018). Female Genital Mutilation. Available: https://www.who.int/news-
room/fact-sheets/detail/female-genital-mutilation. Last accessed October 2019. 
xvii Mayor of London. (2017). Make London a ‘zero cutting city’ – Assembly urges Mayor to tackle FGM. 
Available: https://www.london.gov.uk/press-releases/assembly/make-london-a-zero-cutting-city. Last 
accessed October 2019 
xviii Mulongo, P. (Sep 2014). The psychological impact of Female Genital Mutilation/Cutting (FGM/C) on 
girls/women’s mental health: a narrative literature review. Journal of Reproductive and Infant Psychology. 
32 (5), 469-485. 
xix Behrendt, A. (2005). Posttraumatic stress disorder and memory problems after female genital 
mutilation.. The American Journal of Psychiatry. 165 (5), 1000-1002. 
xx Chibber et al. (2010). Female circumcision: obstetrical and psychological sequelae continues unabated 
in the 21st century. The Journal of Maternal-Fetal & Neonatal Medicine . 24 (6), 833-836 
xxi Vloeberghs, E et al. (2012). Coping and chronic psychosocial consequences of female genital 
mutilation in The Netherlands. Ethnicity and Health. 17 (6), 677-695 
xxii Ahmed, MR. (Aug 2017). Psychological impact of female genital mutilation among adolescent Egyptian 
girls: a cross-sectional study.. The European Journal of Contraception & Reproductive Health Care. 22 
(4), 280-285. 
xxiii Lever, H et al. (2019). Depression, Anxiety, Post-traumatic Stress Disorder and a History of Pervasive 
Gender-Based Violence Among Women Asylum Seekers Who Have Undergone Female Genital 
Mutilation/Cutting: A Retrospective Ca. Journal of Immigrant and minority health. 21 (3), 483-489 
xxiv Dominic Mastroianni (2002). Post Colonial studies at Emory [online]. Available from: 
<http://postcolonialstudies.emory.edu/hegemony-in-gramsci/>. [Accessed 26 March 2014]. 
xxv Applebaum, J. (2008). Symptoms of Posttraumatic Stress Disorder After Ritual Female Genital 
Surgery Among Bedouin in Israel: Myth or Reality?. Primary care companion to the journal of clinical 
psychiatry. 10 (6), 453-456 
xxvi Rouzi, AA et al. (2017). Effects of female genital mutilation/cutting on the sexual function of Sudanese 
women: a cross-sectional study. American Journal of obstetrics and gynaecology. 217 (1), 62 
xxvii FSFI. (2000). Female Sexual Function Index. Available: https://www.fsfiquestionnaire.com/. Last 
accessed October 2019 
xxviii Biglu et al. (July 2016). Effect of female genital mutilation/cutting on sexual functions.  Sexual & 
reproductive healthcare: official journal of the Swedish Association of Midwives. 7 (2), 3-8. 
xxix World Health Organisation. (2019). Health risks of female genital mutilation (FGM). Available: 
https://www.who.int/reproductivehealth/topics/fgm/health_consequences_fgm/en/. Last accessed October 
2019 
xxx Dandash et al. (2001). Female genital mutilation: a descriptive study.. Journal of sex and marital 
therapy. 27 (5), 453-458 
xxxi Close, C et al. (2016). The mental health and wellbeing of first generation migrants: a systematic-
narrative review of reviews. Globalization and health. 12 (1), 47 
xxxii Gerry Mackie (1996). Ending Footbinding and Infibulation: A Convention Account. Junior research 
fellow in politics thesis, St John's College, University of Oxford.  



 
 

 
xxxiii Chimamanda Ngozi Adichie (2013). We should all be feminists. (Ted x talks). Available from: 
<http://www.youtube.com/watch?v=hg3umXU_qWc>. [Accessed 26 March 2014 ]. 
 
Royal College of Psychiatrists. (Nov 2017). Safe patients and high-quality services: a guide to job 
descriptions and job plans for consultant psychiatrists (CR207 Nov 2017). Available: 
https://www.rcpsych.ac.uk/improving-care/campaigning-for-better-mental-health-policy/college-
reports/2017-college-reports/safe-patients-and-high-quality-services-a-guide-to-job-descriptions-and-job-
pl. Last accessed October 2019 
xxxiv Royal College of Psychiatrists. (2017). Safe patients and high-quality services Job descriptions for 
consultant psychiatrists . Available: https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-
mh-policy/college-reports/college-report-cr207.pdf?sfvrsn=b2229b95_2. Last accessed October 2019 
xxxv Kiragu, K. (1995). Female genital mutilation: a reproductive health concern. Population reports series 
J. 41 (1), 1-4 
xxxvi Vloeberghs, E et al. (2012). Coping and chronic psychosocial consequences of female genital 
mutilation in The Netherlands. Ethnicity and Health. 17 (6), 677-695 
xxxvii Mwanri, L et al. (2017). Injured bodies, damaged lives: experiences and narratives of Kenyan women 
with obstetric fistula and Female Genital Mutilation/Cutting. Reproductive Health. 14 (1), 38 
xxxviii Berg RC et al. (2010). Psychological, social and sexual consequences of female genital 
mutilation/cutting (FGM/C): a systematic review of quantitative studies. University of York: centres for 
review and dissemination 
xxxix Mulongo, P. (Sep 2014). The psychological impact of Female Genital Mutilation/Cutting (FGM/C) on 
girls/women’s mental health: a narrative literature review. Journal of Reproductive and Infant Psychology. 
32 (5), 469-485 
xl World Health Organisation. (2016). WHO guidelines on the health complications from female genital 
mutilation. Available: https://www.who.int/reproductivehealth/topics/fgm/management-health-
complications-fgm/en/. Last accessed Oct 2019 
xli Adelefosi A et al. (Feb 2017). Cognitive behavioral therapy for post-traumatic stress disorder, 
depression, or anxiety disorders in women and girls living with female genital mutilation: A systematic 
review. International journal of Gynaecology and Obstetrics. 136 (1), 56-59 
xlii Simpson, J et al. (2012). Female genital mutilation: the role of health professionals in prevention, 
assessment, and management. British Medical Journal. online (n/a), n/a 
xliii Aida Silvestri. (2016). Unsterile Clinic. Available: https://www.aidasilvestri.com/section787655.html. 
Last accessed October 2019 


	Cultural and social factors for performing FGM
	Psychiatrists bring an important perspective to the leadership of an organisation. This includes their expertise regarding the prevention, cause and treatment of mental and physical illness
	-Safe patients and high-quality services Job descriptions for consultant psychiatrists Royal College of Psychiatrists Nov 201733F
	Finally a conversation must be had about the ways in which psychiatrists can engage in key conversations with survivors of FGM. Safeguarding and child protection remains a prime concern to ensure that those at risk are protected but this should not be...

	FGM is a sensitive and complex matter, and talking about it can make health professionals feel uncomfortable. Our reluctance to engage with women about FGM may be caused by embarrassment, uncertainty about how to frame the questions, or anxiety about ...
	-  British Medical Journal41F
	When considering how to broach the topic of FGM, the British Medical Journal provides some excellent advice that may serve psychiatrists well. The publication stresses that it is important to create an optimum environment to cultivate discussion throu...

