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Abstract

Determining The Attitudes Of Immigrant African Students Towards Female

Genital Mutilation

Sarah Eyiene Idenyi
MSc, Department of Nursing
January 2025, 76 pages
Female Genital Mutilation/Cutting (FGM/C) continues as an essential public health
matter that generates cultural and psychological along with physical repercussions for
African communities. The purpose of this study is to determine the general attitudes of
African students studying in Northern Cyprus towards FGM and to determine the
relationship of the determined attitude with the descriptive characteristics. Near East
University hosted 450 African nursing students as participants for a cross-sectional
design. A structured questionnaire gathered responses which included data about socio-
demographic elements and ratings on the FGM/C Attitudes Scale. The research team
analyzed data through descriptive statistics combined with t-tests and inferential
techniques which ran on SPSS version 25.0. Data analysis showed that participants from
the younger group aged 23-29 made up 50.9% of the sample while females made up
68.4% of the total population. Most participants were West African (64.2%) and
Christian (71.8%). FGM/C data obtained from female participants showed an 8.7% rate
with "Type 4" FGM/C identified as the most common (3.8%). The same FGM/C practice
had been experienced by 15.8% of participants and psychological and sexual therapy
were received by 4.9% and 5.1% of those same subject. Statistical testing established a
meaningful connection between FGM/C viewpoint and gender attributes and cultural
descent along with religious affiliation (p < 0.05). The study suggested awareness about
FGM/C and linked detrimental effects stands high. However, socio-demographic
elements produce substantial differences in public opinion. Educational efforts coupled
with supporting programs focused on FGM/C emotional realities should be launched
specifically in university institutions. Future research should create intervention methods
which employ cultural sensitivity to both stop the practice and eliminate its existence.

Keywords: Female genital mutilation, attitude, immigrant, African students



Ozet

Gocmen Afrikah Ogrencilerin Kadin Genital Siinnetine Karsi Tutumlarinin

Belirlenmesi
Sarah Eyiene Idenyi
Yiiksek Lisans, Hemsirelik Fakiiltesi
Ocak 2025, 76 sayfa

Kadin Genital Kesilme/Siinneti, Afrika toplumlari i¢in kiiltiirel ve psikolojik oldugu
kadar fiziksel yankilar da yaratan 6nemli bir halk saglig1 sorunu olarak devam
etmektedir. Bu ¢aligmanin amaci, Kuzey Kibris'ta 6grenim goren Afrikali 6grencilerin
kadin siinnetine iliskin genel tutumlarin1 belirlemek ve belirlenen tutumun tanimlayict
ozelliklerle iligkisini saptamaktir. Calisma tanimlayici- kesitsel olarak yiirtitiildii.
Evrenini Yakin Dogu Universitesinde egitim goren N=450 Afrikali hemsirelik 6grencisi
olusturdu. Sosyo-demografik veri formu, ‘Kadin Siinnetine Yonelik Tutum Olgegi’ ve
kadin cinsiyet grubundaki 6grenciler i¢in genital slinnete yonelik bilgi formu ile veriler
toplandi. Etik izinler alindi. Toplanan veriler SPSS 25.0 programinda analiz edildi.
Katilimcilarin %68.4’iiniin kadin grupta oldugunu ve genel 6rneklemin 23-29 yas
araliginda oldugu saptandi. Katilimeilarin ¢cogu Bat1 Afrikali (%64,2) ve Hristiyandi
(%71.8). Kadin katilimcilardan elde edilen FGM/C verileri %8.7'lik bir oran gosterdi ve
en yaygin olan1 "Tip 4" FGM/C (%3,8) olarak belirlendi. Istatistiksel testler, FGM/C
bakis agisi ile cinsiyet 6zellikleri ve kiiltiirel kdken ile dini baglilik arasinda anlamli bir
baglant1 kurdu (p < 0.05). Calisma, FGM/C ve baglantili zararh etkiler hakkindaki
farkindaligin yiiksek oldugunu one siirdii. Ancak sosyo-demografik unsurlar
kamuoyunda 6nemli farkliliklara yol agar. FGM/C duygusal ger¢ekliklerine odaklanan
destekleyici programlarla birlestirilmis egitim cabalar1 6zellikle tiniversite kurumlarinda
baslatilmalidir. Gelecekteki arastirmalar, hem uygulamay1 durdurmak hem de varligini

ortadan kaldirmak i¢in kiiltiirel duyarlilig1 kullanan miidahale yontemleri yaratmalidir.

Anahtar Kelimeler: Kadin siinneti, tutum, gégmenlik, Afrikali 6grenciler
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CHAPTERII
Introduction
Female genital mutilation/cutting (FGM/C), often known as female circumcision, is a

non-medical treatment that involves additional injuries to the female genital organs as well as
the removal of all or part of the external female genitalia (UNICEF, 2022). A/RES/67/146, a
resolution outlawing female genital mutilation (FGM) globally, was adopted by the UN
General Assembly in December 2012 (Barret et al., 2020). Its acceptance by the international
community demonstrated a consensus that, in order to prevent FGM and safeguard women and
girls, all nations must take "all necessary measures, including enacting and enforcing
legislation to prohibit FGM" (Barret et al., 2020). FGM is universally acknowledged as a
violation of human rights. As part of the UN Sustainable Development Goal 5, which aims to
achieve gender equality and empower all women and girls, the resolution to stop FGM has
been accepted (United Nations, 2016). 200 million women and girls worldwide are impacted
by FGM, and during the next ten years, 30 to 70 million girls under the age of fifteen are
expected to be at risk of the procedure (Shell-Duncan et al., 2016; UNICEF, 2016). Thirty
nations in Africa, the Middle East, and Southeast Asia are home to a large concentration of the
practice (UNICEF, 2016). Only three nations—Egypt, Ethiopia, and Indonesia—are home to
half of all women who have experienced FGM (UNICEF, 2016).

The prevalence of FMG/C is declining, according to nationally representative data, yet
this trend is not consistent across nations (Kandala et al., 2018). Four kinds of FGM/C have
been identified, with the majority of cases occurring in girls between the ages of infancy and

puberty (Odukogbe et al., 2017).

» The prepuce and/or the clitoral gland are removed completely or partially during a type
I (clitoridectomy) procedure. Without removing the labia majora,

» Type Il entails the partial or complete removal of the clitoral glans and labia minora.
Infibulation.

» Type 111, is characterized by the modification of the labia majora and minora to shorten
the vaginal canal. The clitoral glans may also be removed.

» Any other hazardous, non-medical practice, including cauterization, pricking, and

scraping, is included in Type IV (WHO, 2022).



Risks vary depending on the kind; kind III, the most severe, carries significant
obstetric risks such as stillbirth, neonatal death, and newborn resuscitation, while Types I and
II carry risks related to cesarean delivery and postpartum hemorrhage (Banks et al., 2006).
Religious, societal, and cultural aspects contribute to the persistence of FGM/C (El-Dirani et
al., 2022). Because FGM/C is associated with notions about morality, hygiene, and aesthetics,
it is widely believed to improve marriage prospects. It is also thought to suppress sexual
impulses and preserve virginity (WHO, 2022). Menstrual troubles, infertility, urinary issues,
mental health issues, pregnancy complications, extreme pain, infection, septicemia, and even
death are among the unfavorable health outcomes that have emerged from the surgery, which

has no known health advantages (Lurie et al., 2020).

For women and girls, FGM/C also represents a financial burden throughout the course
of their lives (Tordrup et al., 2022). Student perceptions together with their attitudes about
FGM often determine how frequently this practice occurs because they will design future

educational programs while training their successors.

In Nigeria, a country with high FGM practice, Ashimi et al. (2014) revealed that some
northern Nigeria nursing students had difficulty recognizing and classifying FGM. Therefore,
for better health outcomes, nurses’ and midwives’ key roles in terms of management and
treatment of FGM cases could not be overemphasized. Balfour et al. (2016) posited that FGM
is a subject that requires cultural expertise to facilitate communication, prevention, and care, in
addition to evidence-based guidelines. Campinha-Bacote (2011) indicated that patient-
centeredness and cultural competence improves quality of healthcare. Such an approach to
care allows nurses to become sensitized to care of patients from diverse culture. The main goal
of this investigation is to determine African students' opinions about female genital mutilation

(FGM). The research investigation will focus on answering the listed questions.

Statement of the Problem
Cultural norms continue to practice female genital mutilation against women and girls

despite serious medical conditions and psychosocial harm as described by the World Health
Organization (2024). Oppressive customs and cultures sometimes prevent women and girls
from receiving sexual and reproductive health information and education together with

appropriate healthcare services which results in multiple health-related burdens including



physical, psychological, social-economic as well as biological challenges (Siristatidis et al.,
2021). Many social problems linked to female genital mutilation (FGM), inheritance weddings
and early marriages thrive more frequently in developing nations than in industrialized
nations. Female genital mutilation stands as the leading traditional practice because it damages

200 million girls and women in 31 countries across the globe (Tordrup et al., 2022).

The practice of female genital mutilation continues to persist throughout developing
regions even though experts expect its disappearance by 2030 from all age groups of women
(Shabila, 2021). The practice of FGM occurs throughout 30 African nations since patrician
cultural beliefs and norms prevent women from obtaining equal sexual and reproductive
healthcare rights (Seidu et al., 2022). This results in three million females facing annual risk
(Seidu et al., 2022). Women who undergo FGM may die from the complications which include
sexual distress and septic shock as well as bleeding and extensive physical as well as

psychological pain (Omigbodun et al., 2020).

FGM remains prevalent in African nations because these countries accept it culturally
even when global efforts through lobbying and laws have attempted to abolish it (Dennis et al.,
2021). African children who study abroad in Northern Cyprus develop opinions about this
tradition because they encounter numerous cultural perspectives. The understanding of
diaspora African students' attitudes remains essential because these students usually facilitate
cultural interaction before making social advocacy claims. Research investigating how African
students evaluate Female Genital Mutilation under different cultural requirements and
academic demands remains scarce. Research has not established how cultural and population

backgrounds affect African students' views regarding FGM.

Ashimi et al. (2014) indicated that nurses in tertiary health institutions in places like
northern Nigeria lacked knowledge of FGM types; only 49,0% of these nurses could identify
Angurya and Gishiri mutilations as types of FGM. Dike et al. (2012) posited that 51,3% of
nursing and midwifery students in the Afikpo Ebonyi state of southeast Nigeria believed that
FGM curtailed promiscuity. Therefore, evidence shows a lack of knowledge regarding care of
women with FGM among nurses and midwives due to lack of appropriate training and
guidelines regarding culturally sensitive care (Abdulcadir et al., 2014; Chidera, 2018;

Zurynski et al., 2015). Lack of knowledge of FGM care among caregivers is not only present



in developing countries, but evidence shows a lack of culturally sensitive care for women with
FGM in the Swiss healthcare system (Echeozo, 2023). The study holds critical significance
because it investigates a distinct cross-cultural approach regarding FGM from African students
studying at Northern Cyprus where diverse cultural and academic environments exist. Their
perspective serves as a crucial source of data that describes how migration along with diverse
normal exposure affects FGM beliefs thus supporting education program and policy design.
Weaknesses in existing research are filled through this investigation while the analysis creates
applicable strategies to combat FGM because it evaluates cultural customs alongside medical

consequences.

Also, the care of women with FGM is a subject of controversy. Migrants from
countries that practice FGM who reside in countries like Northern Cyprus lack appropriate
obstetrics and gynecological care within the health system due to a lack of professional

guidelines and culturally appropriate FGM information.

This study contributes to the growing academic foundation needed for responsible
policy creation which seeks to stop FGM through investigations of FGM attitudes among

Northern Cyprus-based African nursing students and their related demographic factors.

Purpose of the Study
The purpose of this study is to determine the general attitudes of African students

studying in Northern Cyprus towards FGM and to determine the relationship of the

determined attitude with the descriptive characteristics.

Research Questions/Hypotheses
To achieve the purpose of this study, the following research questions will be answered:

What is the Female Genital Mutilation/C(FGM) Scale total and sub-dimension scores of
African students?

Is there a difference between the Female Genital Mutilation/C(FGM) Scale total and sub-

dimension scores and socio-demographic characteristics of African students?

Significance of the Study
The research significance lies in its evaluation of how African students view female

genital mutilation (FGM) because it offers new cultural and intergenerational perspectives.



Public relations approach development and instructional programs require knowledge of these
mindsets to bring about effectiveness. The research serves to discover how enhanced
understanding and education affects attitudes about FGM while exploring its impact on
decreasing its practice frequency. The research enables activists together with educators and
legislators to modify their strategies for effectively targeting younger educated African
populations in their anti-FGM campaigns thus supporting international efforts towards ending

FGM.

This study delivers essential knowledge regarding African student attitudes about
Female Genital Mutilation (FGM) prevention since students represent a key population facing
reform thus making this investigation fundamental for understanding FGM prevention
strategies. The research investigates the mental perspectives of African youths with education
before using their responses as an indicator to foresee cultural modifications. The research
findings enable governments and activists to develop specific intervention strategies that
educate FGM survivors in the next generation so they will become influential stoppers of

FGM throughout Africa.

This study produces important findings about young Africans' stance regarding female
genital mutilation (FGM) while servicing a key gap in research knowledge. The study
provides scientific proof regarding education and awareness campaign effects on these
perspectives to deliver an essential view of cultural and generational adjustments. The research
findings will serve as markers to instruct future examinations regarding optimal cultural
transformation techniques with their correlation to educational strategies that prevent improper
conduct. The study augment scholarly exploration of FGM elimination by adding to
worldwide discussions about gender equality and public health and human rights and function

as a research paradigm for other settings.

Limitations
The first limitation to this study is that it was done in a single university and in one

department. Also, this study is limited to the responses of the participants.



Definition of Terms
Female Genital Mutilation: refers to non-medical practices which destroy external genitalia

tissue and harm genital organs by removing portions of tissue partially or totally from

women's bodies.

Attitude: describes the established manner through which people think and feel about their

environments.

Immigrant students: students who came from abroad to study abroad constitute immigrant

students.

Descriptive Statistics: Northern Cyprus stay duration combined with educational level and
cultural origins together with gender composition and religious affiliation and demographic

data of age make up the descriptive characteristics.

The FGM/C Scale: represents a validated assessment tool to evaluate medical professional

knowledge of Female Genital Mutilation/C.
Gishiri: Backward cutting of the vagina to widen the vaginal outlet (Ashimi, 2014).

Angurya: This is a type IV FGM which includes piercing of the clitoris and scraping of the

labia and tissues surrounding the vaginal orifice (Ashimi et al., 2014).



CHAPTER 11
Literature Review
Theoretical Framework

Female Genital Mutilation (FGM)

According to the World Health Organization (WHO), female genital mutilation (FGM)
is defined as "procedures that aim at the partial or total removal of the external female
genitalia or other injury to the female genital organs for non-medical reasons" (WHO 2023).
FGM is a hazardous ancient custom that is practiced in many countries in Africa, Asia, and the
Middle East, and it affects people of all religions and ethnicities (UNICEF, 2016). FGM has
affected at least 200 million women and girls globally, and it is now recognized as an
infringement on women and children rights that has no known health benefits and can cause
serious harm to their physical and mental health. Female genital mutilation and cutting
(FGM/C) is widely recognized as a health and human rights concern. Furthermore, the
practice is common in at least 30 countries worldwide, including Europe, Australia, and North
America. The actual number of girls and women who have experienced FGM is undetermined,
however current global estimates indicate that more than two hundred million women and
girls are currently subjected to medically unnecessary genital cutting (WHO, 2023; Earp and
Johnsdotter, 2021; UNICEF, 2022). Over half of them live in only three countries: Indonesia,
Egypt, and Ethiopia, where forty millions of these girls are under the age of 15 (UNICEF,
2020; Land of Women Switzerland, 2020). While the prevalence of FGM has generally
decreased over the past three decades, not all countries have completely abolished the practice,
and the rate of decline has not been uniform (United Nations Children’s Fund (UNICEF)
2016). In some regions, FGM is nearly universal, with 99 percent of women being cut in
Somalia, 98 percent in Guinea, 96 percent in Djibouti, 91 percent in Eritrea, and 90 percent in
Sudan, Egypt, and Sierra Leone. The adverse health effects of male circumcision, which has
been shown to limit HIV transmission, as well as the transmission of other sexually
transmitted diseases, have been shown to limit HIV transmission, which is not a major health
issue. These include bleeding and infections, which can be lethal in severe situations, as well
as long-term birth and obstetric issues (Corno et al., 2021). By 2030, 68 million girls are
predicted to be at danger of FGM except measures to eradicate it are stepped up (UNFPA



2020). According to UNFPA, the COVID-19 pandemic may also result in an extra two million
cases of FGM that could have been avoided, bringing the total number of cases to 10 million
by 2030. Although FGM is more common in Africa, it is recognized globally (92 countries
have reported cases, UNICEF 2016), making it an undeniably global problem.

The projections for FGM in the UK were that roughly 60, 000 teenage girls aged 0—14
were potentially at risk of having FGM carried out and 103, 000 women aged 15-49 and 24,
000 women aged 50 and beyond were affected by what has been dubbed the "hidden crime"
(HM Government 2016). The NHS Digital Report (2020) recorded 52,050 attendances
between 1 April 2015 and 31 March 2020, and 24,420 individual women and girls discovered
via the FGM Enhanced Dataset as having experienced or been victims of FGM. Since 2012,
FGM has been thoroughly detached from the UK. Over a two-year period, a surveillance
report found a small percentage of children with FGM. Similar to other data sources in this
epidemiological surveillance investigation, we found a small percentage of children in the UK
who had undergone female genital mutilation. Prior to coming to the UK, the great majority of
people who are now practicing FGM were involved in the practice. Although these findings
appear to support the notion that there is very little FGM occurring in the UK, they do not rule
out the potential that some FGM may still occur (Hodes et al. 2021).

The issue of female genital mutilation transcends cultural, religious, and financial
boundaries. Even if the pace of FGM prevalence drop has garnered international attention, the
number of girls and women at risk of and suffering FGM continues to rise since the rate of
FGM prevalence decline is much slower than the rate of population growth (Adelekan et al.,
2022). The World Health Organization (WHO) divides FGM/C into four categories based on
the extent of tissue removal or alteration. It is mostly divided into four categories: Type I: In
Type 1, the clitoris and/or prepuce are removed, either completely or partially (clitoridectomy);
in Type 11, the clitoris and labia minora are removed, either completely or partially, with or
without the labia majora being removed (excision of the clitoris and labia majora); and in
Type III, the vaginal orifice is narrowed by cutting and apposition of the labia minora and/or
majora, with or without the clitoris. As a result, the resulting recognition of some
discrepancies allowed for the creation of sub-divisions to achieve a more thorough and

accurate classification (WHO, 2020). Despite becoming more prevalent in the industrialized



world, type IV FGM/C is usually not categorized as such and is not seen as a cut when talking
about genital piercings. The European Union (EU) and the United Nations (UN) have joined
forces to launch the global "Spotlight Initiative." Additionally, they established a shared
objective in 2018 to eradicate FGM/C by 2030 (Spotlight Initiative 2018). According to
published global statistics, between 10% and 15% of circumcised women have had
infibulation (type 3), with the remaining women undergoing type 1, 2, or 4 FGC (Johnson-
Agbakwu et al., 2023).

Historical Background of FGM Practices

FGM was practiced by the ancient Egyptian, Phoenicians and Hittites, according to
historical precedents and social studies. In the 1940s and 1950s, FGM was commonly utilized
to cure female deviances such as masturbation, lesbianism, and hysteria (Llamas, 2017). The
higher prevalence of FGM in regions like as Northern Ghana has been ascribed to the region's
cultural and ethnic fusion with Burkina Faso, Togo, and Mali, where the practice is more
prevalent. Girls are reported to be pressured by customs and social conventions to get
circumcised; women who choose not to get circumcised frequently face mockery from their
peers and competitors (UNICEF, 2022). The practice is linked to Islam in some groups and to
traditional religion in others (Directorate of National Statistics, 2020; Von der Osten-Sacken
& Uwer, 2007). Some cultures provide guidance to circumcised girls in order to get them
ready for marriage and fulfilling lives. They receive instruction on how to maintain themselves
in society as well as take care of their families and homes (Sakeah et al., 2019). Before young
females take on a more significant position in the community as wives and mothers, it is
thought that they can be schooled in societal principles and values. However, because the
belief is that the clitoris renders a woman masculine, uncircumcised women run the possibility
of being treated like males; their funeral and burial ceremonies may be conducted as though
they are men (Sakeah et al., 2019). It is also thought that the clitoris makes women aggressive
and promotes promiscuity (Akweongo et al., 2001). This is crucial in a society that views

extramarital and premarital sex as immoral (Anarfi, n.d.).

Although infibulation has extremely old origins, little is known about its precise origin
or the reasons behind its adoption and continued use. According to Mehari (2018), infibulation

seems to have been used as a method of controlling female libido in the past. According to a
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Greek papyrus from the second century BC that is now housed in the British Museum in
London, a certain Haramais of Sarapeum (Alexandria, Egypt) "gave money to the mother of a
girl for dowry and the usual ceremony of circumcision" (Kenyon, 1893). This is the first
documented instance of female infibulation. After visiting Egypt in 25 BC, the Greek historian
and geographer Strabo disclosed on the practice of excision on Egyptian girls, stating that the
Koloboi group (whose name means mutilated) on the Red Sea's west coast "mutilated the
sexual glands and excised their women in the Jewish manner" (Widstrand, 1964, Knight,
2001). Philo of Alexandria, a Jewish philosopher who lived in Alexandria from 20 BC to 50
AD, also mentioned FGC at this time, stating that "the Egyptians, by the custom of their
country, circumcise the marriageable youth and maid in the fourteenth (year) of their age,
when the male begins to get seed, and the female to have a menstrual flow" (Knight, 2001).
The Greek physician Galen (129-200 AD) is credited with another reference: "Egyptians
consider it suitable to cut out the clitoris when it protrude out to a great extent in their young
women." The fact that infibulation is referred to as "a Pharaonic circumcision" in some nations
(such as Somalia and Sudan) further supports the idea that it originated in Egypt. Based on the
testimonies of visitors to the Red Sea, Venetian historian Pietro Bembo gives the first
comprehensive account of infibulation in the 16th century. Because "an indubitable virginity
at the marriage is held in such a high esteem," he argues, "the private parts of the girls are
sewn together shortly following their birth" (Bembo, 2007). Ethnographic research records
instances of infibulation among the nomadic populations in the adjoining regions of the Red

Sea coast around the start of the 20th century.

Lastly, there is a complicated relationship between FGC and religion. There is
disagreement over whether Islamic law mandates female circumcision or infibulation. In the
pre-Islamic era (before to 600 AD), female circumcision was referenced in a few Hadiths
(Austen, 1979). For instance, it has been stated that "the Fitra are known for five practices:
circumcision, pubic hair shaving, short moustaches, nail clipping, and depilating armpit hair."
Since this hadith makes no mention of a specific gender, it could be construed as applicable to
both sexes. 810—870 (Bukhari, nd.). These days, we undoubtedly witness circumcision and

infibulation among women from various religious communities.
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Historical source research points to a connection between infibulation and slavery.
Infibulation was believed to guarantee purity and loyalty to the owner and avoid unwanted
pregnancies, which is why early travelers described infibulation as having a higher price on
the market for female slaves (Browne, 1799; Larrey, 1803; Burckhardt, 1819; Cailliaud, 1826;
Russenegger, 1843). "A group from Mogadishu (Somalia) has a tradition of sewing up their
women, particularly their slaves being young to make them incapable of conceiving, thus
rendering these slaves of greater worth in the market both for their chastity, and for the
increased trust which their owner put in them," according to Portuguese missionary Joao Dos
Santos in 1609 (Dos Santos, 1999). "Infibulated girls ('virgins') earned a greater price on the
Egyptian slave market than non-infibulated ones," according to Swiss traveler and explorer

Johann Ludwig Burckhardt (1819).

The practice began to expand among non-slave cultures and take on lesser degrees than
infibulation when it was established through the slave trade and came to be linked to being
pure and virginal. Mackie (1996) states that "an act associated with disgraceful female slavery
came to stand for honor" and that "the geographic distribution of FGC indicates that it began
on the western coast of the Red Sea, where infibulation was particularly severe, diminished to
clitoridectomy in westward and southward radiation." Additionally, Abdalla (1982) contends

that in this setting, virginity turned into a "trademark."

FGM as a Social Norm
In a given context, a practice is deemed a social norm if it satisfies the following

criteria: there is a rule of behavior surrounding the practice; people are cognizant of the rule
and think it applies to them; and people comply with the rule in order to avert social penalties
and to adhere to social conventions within their common ethnic, religious, or social group
(O'Neill & Pallitto, 2021). According to Edberg and Krieger (2020), social norms are
culturally established within a specific cultural context and are essential to comprehending
how communities uphold and propagate dominant social practices. According to O'Neill and
Pallitto (2021), social norm nonconformity is frequently sanctioned to varying degrees, with
repercussions ranging from social exclusion, stigma, and humiliation to individual emotions of

guilt.



12

According to research, most mothers plan for their daughters to participate in FGM
because they believe it is a necessary part of raising a girl and getting her ready for adulthood.
Making ensuring their girls have a decent life is something that many parents view as their
duty (Sakeah et al., 2019). Hela Bakri, a 31-year-old Sudanese lady, endured female genital
mutilation during her early years. She "let her" be cut when she had a daughter later in life out
of concern for her social rejection. Even though Hela did not agree with the practice, she
believed that the societal norms for non-cut people took precedence over her own beliefs and
that the social repercussions had a greater influence. One woman described how mothers
(mainly) and fathers were regarded differently in her community depending on if they had had
their daughters subjected to the practice during a focus group discussion with 17 women aged
50 to 70 who had participated in FGM in Ghana's Pusiga District. In the event that a girl was
not cut and married, her husband would not consider her parents to be family and would avoid
interacting with them. This was not the case if the girl who married a man was actually cut.
One woman said, "That is why mothers are keen on circumcising their girls" (Sakeah et al.
2019:7), illustrating the social pressure parents may face to have their daughters cut and the
consequences of not doing so. In the same study, 15 women aged 15 to 24 who had
experienced FGM participated in a focus group discussion. One of the women described how

peers in her community would effectively pressure girls to comply with FGM.

Typically, this manifested in name-calling, isolation, mockery, and insults. The issue,
she explained, is that some girls who are not circumcised as adults would be made fun of by
their peers, which will lead them to get circumcised without even telling their parents (Sakeah
et al. 2019). Another participant in the same focus group described how one of her brother's
daughters felt pressured by her classmates to follow the practice to the point where she chose
to do so and passed away just three days later (ibid, 14). Interviews with 14 Somalian women
regarding their experiences with FGM revealed similar tales. Since so many people among
them had been cut, most of them said they had yearned to be cut as well. One woman
described how she had been shunned by her friends and had been unable to undergo FGM due
to health issues. Another woman remembered how those who hadn't been cut were subjected
to severe bullying. In order to avoid being shunned, she had so lied about her own genital
status before to undergoing the procedure (Jacobson et al. 2018). Positive penalties not only

manifest in the opposite of negative ones, such as social isolation, ostracism, inability to
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marry, and the like, but they also honor women who have undergone female genital

mutilation.

In the instance of FGM, people seem to be obliged to respond with social sanctions
including social exclusion, ostracism, inability to marry, and similar actions if someone in
their immediate vicinity does not follow the established social norm. Even while they may not
personally support those behaviors, those who exclude, harass, or make fun of non-cut people
may do so because they feel it is required of them. In summary, FGM edges more toward
being a social norm than a descriptive norm, as evidenced by the existence of social

punishments as predominantly presented by the previously performed interviews.

Health Implications of FGM

Acute pain, bleeding, fever, wound healing issues, gangrene, swelling of the vaginal
tissue, shock, infections (tetanus, HIV, hepatitis B and C), septicemia, ulcers and death are
among the numerous health hazards and complications linked to FGM (Wood et al., 2021;
Saraloo et al., 2019). Chronic pelvic and vaginal infections, scarring, cystitis, dyspareunia,
keloid, urethritis, and painful urination), menstrual disorders, infertility, delivery, and
pregnancy challenges are among the long-term consequences. Prior studies have demonstrated
a connection between FGM/C and a variety of outcomes, such as affective disorders, sexual
dysfunction, somatization, anxiety disorders and post-traumatic stress disorder
(PTSD) (Tammary & Manasi, 2023; Alidost et al., 2023; Abdollahzadeh et al., 2023). Given
that FGM/C is most frequently performed on girls before the age of 14, when they are
particularly vulnerable physically and psychologically, this is particularly worrisome (Im et

al., 2020).

According to Tammary and Manasi (2023), women and girls who have had FGM/C
frequently suffer from significant physical and psychological repercussions that impair their
wellness, including their ability to have intercourse. Women and girls have been linked to
major sexual, psychological, social, and physiological consequences as a result of FGM
(O'Neill & Pallitto, 2021). Some of these detrimental impacts on sexual, mental, and physical
health are short-term, while others last a lifetime. More research is needed to document the

effects of sexual and gender-based violence in the form of domestic violence, forceful FGM/C
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practices, family violence, abuse, and assault of young girls in places where FGM/C is
prevalent (Sano et al., 2021). The gendered power dynamics in households where women have
little socioeconomic agency, no decision-making power as parents, and no independent access

or resources to seek health care further compromise long-term outcomes.

Obstetric and Gynaecological Complications

Women with FGM/C may feel negatively about the cutting experience, and this only
gets worse during obstetric and gynecological evaluations and childbirth when its negative
physical and psychological effects become apparent and cause the women a great deal of
unease (Tammary & Manasi, 2023). Such a classification indicates that there have been
attempts to categorize the mental health burden related to women's experiences with FGM/C.
A increased risk of psychiatric and psychosomatic disorders is linked to the other documented
mental effects of FGM/C, which include feelings of inadequacy, fear, chronic irritation and
nightmares, and the suppression of emotions and feelings (Lever et al., 2019). According to
some studies, the process involves significant physical and emotional suffering in addition to
reconstructive procedures. Even after the reconstitute surgical procedure, the psychological
problems linked to FGM/C and the trauma that follows imply reduced self-esteem, self-
efficacy, and anxiety regarding one's gender and sexual identity (O'Neill et al., 2022).
Nonetheless, some research shows that clitoral reconstruction following FGM with sensitive
labial flaps significantly improves clitoral sensation, genital appearance, sexual function, and

self-esteem (Wilson & Zaki, 2022).

Psychological and Mental Health Effects

Over the past ten years, a number of studies have acknowledged the link between FGM
and mental health issues, primarily mentioning anxiety, depression, and post-traumatic stress
disorder (PTSD) (Smith & Stein 2017). Additionally, it has consistently been advised that
those impacted by FGM should have their mental health concerns addressed, evaluated, and
managed (WHO 2018). Severe forms of FGM, immediate post-FGM complications, chronic
health issues and/or FGM-related infertility, non-consensual circumcision in adolescence or
adulthood, and FGM as a form of penalty are all factors believed to affect the degree of

distress (Mulongo et al. 2014). Young women in the UK who are getting counseling for
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female genital mutilation have expressed sentiments of incompleteness, remorse, resentment,
and parental betrayal (Mulongo et al. 2014). The literature (Bendiksen et al. 2021; Abdalla &
Galea 2019) reveals a significant possibility of women and girls who have had FGM done,
being at a higher chance of psychiatric illness. While there are only a very small number of
empirical research studies on the psychological implications of FGM, what is obvious is that
the emotional health of women who have suffered, or who are at risk of FGM, will be
damaged (Abdalla & Galea 2019; Reman et al., 2023). Women who have experienced female
genital mutilation are susceptible to prevalent mental health issues like affective disorder,
anxiety, and somatization, which can have an impact on the health and social care providers
who work with them. In addition, it would appear that women exposed to FGM are more
likely to report symptoms commensurate with post-traumatic stress (PTS), and in particular
recurrent flashbacks, the latter being more common among women exposed to more severe

forms of FGM (Tammary & Manasi, 2023).

In order to diagnose and categorize mental disorders using clear and concise criteria
that will enable an objective evaluation of symptom presentations in a range of clinical
settings—inpatient, outpatient, partial hospital, consultation-liaison, clinical, private practice,
and primary care—psychiatrists, other medical professionals, such as psychologists,
counselors, nurses, occupational and rehabilitation therapists, social workers, forensic and
legal specialists, and researchers—will find this manual to be a useful resource. The diagnostic
categorization, diagnostic criterion sets, and descriptive text are the three main parts of the

DSM.

The DSM-5 recognizes the following disorders as female sexual dysfunctions: female
sexual interest or arousal disorder (mainly characterized by absent or reduced interest in
sexual activity, sexual or erotic thoughts or fantasies, and sexual excitement or pleasure during
sexual activity or to any internal or external sexual or erotic cues); female orgasmic disorder
(characterized by a marked delay in, infrequency, or absence of orgasm and/or reduced
intensity of orgasmic sensations); and genito-pelvic pain or penetration disorder (mainly
difficulties in vaginal penetration or vulvovaginal or pelvic pain during intercourse) (Paslakis

et al., 2020).



16

FGM/C meets criterion A of the Diagnostic and Statistical Manual of Mental Disorders
(DSM-5) for post-traumatic stress disorder (PTSD; confrontation with actual or threat of
death, severe injury or sexual violence) (American Psychiatric Association, 2013).
Accordingly, affected women may develop mental disorders, such as affective disorders,

anxiety disorders, somatization disorder and PTSD (Abdalla et al., 2019).

With the development of DSM-3, the primacy focus on fear and anxiety associated
with PTSD has been broadened, taking into consideration further negative emotions and

cognitive processing (e.g., anger, guilt and shame) (American Psychiatric Association, 2013).

Legal and Policy Frameworks Addressing FGM
The abandonment of FGM can be justified by a legislative system that expressly

forbids it. A government makes it very evident that FGM will no longer be accepted when it
makes it a crime. Legislation can discourage individuals who fear prosecution and encourage
those who want to stop FGM in areas where it is already socially contentious. A national law
is a significant first step in the fight against FGM, but it needs to be put into practice and
upheld (UNFPA, 2018).

In the 1990s, FGM was categorized by the UN as a type of violence against women.
The Committee on the Elimination of Discrimination Against Women's approval of General
Recommendation No. 14 on female circumcision (1990) and General Recommendation No. 19
on violence against women (1992) were landmark occurrences. The Committee specifically
said that violence against women is covered by international human rights legislation and the
Convention on the Elimination of All Forms of Discrimination Against Women (CEDAW).
Several UN agencies have reaffirmed this, as seen in the interagency statements on ending
FGM from 1997 and 2008. In these declarations, United Nations agencies reaffirmed their

shared commitment to eradicating FGM within a generation.

Resolution 67/146 on stepping up international efforts to eradicate female genital
mutilations was adopted by the UN General Assembly in 2012. It was reiterated by resolutions
69/150 in 2014 and 71/168 in 2016 (United Nations General Assembly, 2017). The resolution,
which was proposed by African states, was unanimously approved. The resolution was

referred to as "historic" and "an important step towards a world free from violence against
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women" by UN Secretary-General Ban Ki-moon (United Nations News Centre, 2017). The
resolution demonstrates an increasing dedication to ending FGM. The resolution urged for
more international efforts to eradicate the practice and underlined that FGM is a violation of
human rights. According to the United Nations General Assembly (2013), this resolution
called on states to "take all necessary measures, including enacting and enforcing legislation,
to prohibit female genital mutilations and to protect women and girls from this form of
violence, and to end impunity." A Joint General Recommendation on Harmful Practices was
adopted in 2014 by the Committee on the Elimination of Discrimination Against Women and
the Committee on the Rights of the Child. "States have an obligation to respect, protect, and
fulfil the right of women and girls to live free from female genital mutilation," according to
the report "Good practices and major challenges in preventing and eliminating FGM"
published by the Office of the United Nations High Commissioner for Human Rights in March
2015 (Ibid, p. 16).

The 2030 Agenda for Sustainable Development and the Sustainable Development
Goals (SDGs) were endorsed by the worldwide community in September 2015. Target 5.3,
"Eliminate all harmful practices, such as child, early, and forced marriage and female genital
mutilation," of SDG 5: "Achieve gender equality and empower all women and girls," also

reflects the universal agreement that all forms of FGM must be eradicated.

Burkina Faso was among the first African nations to make female genital mutilation
illegal. The way the law is being applied and how the government is tackling the eradication
of FGM are both exceptional and distinctive. In 2014, the Burkina law received the Silver
Future Policy Award from the World Future Council (Future Policy, 2014). Furthermore, a
2016 study on the effect of the law on FGM in Burkina Faso by Ben Chrisman et al.
discovered evidence of a significant decrease in the chance of girls being cut in the nation
following the law's enactment. According to the researchers, the law has avoided some
240,000 female genital mutilations in the last ten years (Crisman et al., 2016). Burkina Faso is
widely acknowledged as one of the few nations with consistently and successfully
implemented anti-FGM regulations, and their strategy may serve as a model for other nations

looking to improve the enforcement of their anti-FGM laws.
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Laws can serve as platforms and channels for the safe implementation of further
measures. In settings where community members are already doubting or have given up the
practice and are looking for social approval, legislation may also help hasten the transition in
FGM practice. However, research indicates that laws by themselves are ineffective in altering
perceptions of FGM and its frequency (Dowuona-Hammond et al., 2020; Cetorelli et al.,
2020). Prior studies have demonstrated that in order to demonstrate the effect on the
knowledge, attitudes, and norms guiding the practice, legislation must be accompanied by
political will (Nabaneh & Muula, 2019; Baillot et al., 2018), locally suitable enforcement
mechanisms, an amalgamation of other interventions that are suitable to the target community,
and adequate resources for implementation and sensitization (Matanda et al., 2023; Mehari et
al., 2020). In a setting where it will be implemented throughout a geographic jurisdiction and
provides minimal opportunity for misunderstanding, legislation can also be helpful (Baillot et
al., 2018). Legislation to stop FGM, however, may take a while in most nations because laws
are typically passed before they are enforced, and there are often no efficient systems in place
to report, refer, and protect girls and women who are at risk of FGM (Dowuona-Hammond et
al., 2020; Meroka-Mutua et al., 2020; Wouango et al., 2020). As a result, court suits are
typically few or nonexistent, indicating a lack of community preparation and political will to
stop the practice (Nabaneh & Muula, 2019). Notably, some communities that practice FGM
refrain from doing it primarily out of concern for the legal repercussions of noncompliance

(Meroka-Mutua et al., 2020).

According to Matanda et al. (2023), laws that are passed without taking into account
the local context may actually work against the intended recipients and even cause harm. This
is because they may cause changes to the practice rather than its abolition, such as increased
medical treatment, changes in the type of cut, cutting at earlier ages, or the practice continuing
in concealment (Meroka-Mutua et al., 2020; Plugge et al., 2019; Johnsdotter, 2019).
Additionally, since fewer beneficiaries sought care, including reproductive health services
(Karlsen et al., 2020), and possibly because reporting was compromised (Plugge et al., 2019),
the enforcement of laws has alienated the intended recipients in certain instances, particularly

in developed nations.
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Experience and history demonstrate that laws by themselves are powerless to alter
societal behavior, including the practice of female genital mutilation. FGM will persist and
might even be forced underground when laws against it are implemented in areas where
people are still expected to conduct the practice and fear societal repercussions if they don't.
While a legislative framework plays a significant role in creating a conducive atmosphere for
change, it should be used in conjunction with other tactics that promote constructive
community transformation. Thus, eradicating FGM necessitates a multipronged strategy. The
difficulty lies in creating, introducing, and enforcing laws in a way that promotes social

change and, in the end, leads to communities' decisions to outlaw the practice (UNFPA, 2018).

Economic and Social Costs of FGM
Given that FGM is currently practiced in more than 27 countries, the state of the art

estimates that its annual economic impact is 1.4 billion USD, with that amount expected to
increase to 2.1 billion by 2047 (Tordrup et al., 2022). All of the annual expenses related to
treating a broader variety of illnesses linked to FGM are included in the economic burden. In
order to improve scale-up interventions (El-Dirani et al., 2022; Abidogun et al., 2022), further
proof is required to track the decline in FGM prevalence rates and the financial strain in these
countries over time. This will help identify the interventions that most effectively reduce the
prevalence and identify the primary obstacles (Igras et al., 2021). A few qualitative studies, for
example, show that COVID-19 impacted health interventions and resource allocation due to
lockdowns (Mubaiwa et al., 2022; Esho et al., 2022). However, little is known about the
economic burden of COVID-19 because the interventions were halted and the anticipated

abandonment could not take place. We refer to this as the "economic burden of delay."

FGM is performed by untrained individuals using crude tools including razor blades,
knives, and broken glass, without anesthetic, in unsanitary settings, and without the
administration of antibiotics (United Nations Population Fund, 2015).This practice is one of
the forms of abuse against women and girls that violates their human rights, and it has a
detrimental effect on the physical, mental, and sexual health of many of them (Troh, 2020).
FGM places a heavy burden of social impairment on the community as well as on women

(Refaei et al., 2016).
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Health system costs
Because of its negative repercussions, FGM is expensive for people, the healthcare

system, and the government as a whole (Tordrup, 2022). According to a Nigerian study,
treating FGM consequences in a pediatric clinic costs roughly $120 per girl.16 A 15-year-old
girl who has FGM type 3 is thought to cost the health system $5.82 in her lifetime and lose
around a quarter of a year of her life. Although not as much as type 3, type 1 and type 2 FGM
also decreased survival and had financial costs for both the government and individuals
(Adam et al., 2010). According to a study conducted in Somalia, 118 women stayed in
hospitals for a year as a result of FGM complications, including dermoid cysts, abscesses, and
vaginal stenosis; they took up hospital beds for 1967 days and significantly hampered the
hospital's ability to provide medical care (Dirie & Lindmark, 1991). FGM causes one out of
every three circumcised women to need a medical gynecological examination, according to a
Gambia study (Kaplan et al., 2011). Women who have undergone female genital mutilation
should give birth in a hospital or intensive care unit because they are more likely to experience
short-term complications during childbirth (Lurie et al., 2020). According to Bishiai et al.
(2010), the annual cost of obstetric complications related to FGM is $3.7 million and accounts
for 0.1% to 1% of the total health expenditures on women aged 15 to 49. Given that there are
currently 2.8 million 15-year-old women in the six African countries, 130000 years of life lost
(YLL) are anticipated as a result of FGM-related obstetric hemorrhage, which is the equivalent

of losing half a month of life expectancy.

Individual and family costs
Many kinds of infections can result from FGM. Families may face significant financial

hardships as a result of treating these infections and associated sequelae, particularly in low-
income nations (Osman et al., 2020). Dysmenorrhea is one of the FGM consequences that
might cause impairment; a person with this condition may continue to rely on her spouse or
father (Gonzalez-Timoneda et al., 2021). Because of the challenges associated with FGM, she
is less likely to attend work on a regular basis, even if she is educated and working. Girls'
educational opportunities may be restricted and household income may decline as a result of
female genital mutilation. In addition to raising the cost of medical treatment, it can decrease
household savings and investment, which leads to debt accumulation and worsen household

poverty (United Nations Population Fund, 2008). In addition to the expenses of performing



21

FGM and the recovery period, some funds are used for festivities, presenting the girl, her
mother, and visitors with gifts, providing food for the villagers, and compensating the FGM

practitioner with gifts (Kuring, 2014).

Related Research
FGM and reproductive health

There are acute, long-term, and occasionally fatal health repercussions associated with
female genital mutilation (Refaei et al., 2016); the severity of the complications varies
according to the degree of FGM, with studies reporting a number of physical complications
for circumcised women. Bleeding, dystocia, prolonged labor, sepsis, urine retention,
shock, urinary infection, genital swelling, bacterial vaginosis, dyspareunia, cesarean
section, death, undesired labia welding, and surgical procedures to reopen the vagina are
among the potential complications (Soomar & Soomar, 2022; Taraldsen, 2023). Chronic
anemia from repeated vaginal opening surgeries, keloid tissue formation that can cause
excruciating pain, dermoid cyst and abscess, painful menstruation from menstrual blood
retention (Morrone, 2020), dysuria, urinary incontinence, weak urine stream, hematocolpos,
genital ulcers, and chronic pelvic and low back pain from persistent infections, urinary and
genital tract infections, abscess formation, septicemia, hepatitis C, and HIV infection (Refaei
et al., 2016). Women may be at risk for HIV infection due to factors such bleeding after repair
surgery, injuries during sexual activity, anal intercourse due to incapacity for vaginal
intercourse (Esse et al., 2024), and exposing the birth canal with non-sterile tools. Infertility
may result from ovarian and uterine infections. When the girl tries to protect herself, she may
break her clavicle, femur, or humerus. Many females experience urinary issues due to pain,
edema, infection, injury, urethral damage, and dysuria, while urine retention results in chronic

UTIs (Taraldsen, 2023).

According to a study conducted in Sudan on 225 circumcised girls between the ages of
4 and 9, girls having a narrowed vulvar opening were more likely to have a urinary tract
infection, particularly if they were younger than 7 years old. However, only 7% of the infected
girls expressed experiencing urinary symptoms, and 73% of the circumcised girls reported
being hospitalized for a week after undergoing circumcision (Refaei et al., 2016). In addition

to urinary tract, uterine, and ovarian infections, infections like tetanus, gangrene, and sepsis
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can be fatal. One of the consequences of female genital mutilation is an epidermal cyst, which
can result in infection, draining surgery, and in in exceptional circumstances, cancer (Ugwu et

al., 2018).

Educational Interventions and Attitude Change
There is proof that formal education can lower the number of cases of FGM (Ameyaw et al.,

2020; Yount et al., 2020). By enabling women and girls to advocate for their rights and to
confront current gender and social inequalities like FGM, formal education can significantly
contribute to the practice's cessation by exposing girls to new information, such as the health
risks/consequences and illegality of FGM (Van Bavel et al., 2017; Rawat, 2017; Esu et al.,
2017). Additionally, research has connected low educational attainment to a higher propensity
to condone and/or engage in FGM; data indicates that FGM was more common among
females who did not pursue formal education than among those who did (Ameyaw et al.,
2020). Higher education reduces the likelihood of female genital mutilation in daughters
(Buttia, 2015). A particular study, however, found no connection between attitudes on FGM
and academic achievement (Small et al., 2020). Less educated women and girls are less
capable of contributing positively to society than more educated ones. Educated women and
girls can help enhance quality of life in their families and communities overall, as well as

contribute to social and economic development (UNFPA, 2015).

Some education strategies that can be employed to reduce FGM include:

Encouraging women and girls to have access to education: Education empowers
women and gives them the knowledge and tools to live independently, while also educating
them about human rights and FGM. As a result, it is important to encourage and enable
women's access to education (for instance, by creating female-friendly spaces with enough

secure restrooms and hygienic amenities).

Content of the curriculum: FGM is less of an offensive topic when it is included in
both official and informal education, and girls and women may have correct information to
empower them in making choices that suit them. Sessions on the subject should be conducted
in an open way that permits people to share their experiences and emotions in a secure setting,
in addition to imparting knowledge. Training of educators, youth workers, and moderators: In

order to educate youths and help individuals who are at risk of having the process performed
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or who have already had it done, educators, youth workers, and moderators should all obtain

training.

Communications and mass media promotions: Through well-known communication
channels like radio and television shows and posters, campaigns can increase the general

knowledge of the issues and present factual information.

Information dissemination through community and religious leaders.: Religious and
community leaders who criticize the act are capable of educating the general public about the
risks of FGM because of their prominent position in the community and their strong networks
(GIZ, 2011a). Here are a few instances of educational programs that also served as awareness

campaigns:

GIZ-Intergenerational Dialogue: Originally created in Guinea, this bottom-up
initiative consists of the stated workshops, conferences, and consultations. An assessment
carried out in 2009 demonstrates the program's effectiveness in Mali, where 74% of

respondents said they had taken action to eradicate FGM in their community (GIZ, 2011c).

Forward — Africa, Europe and UK Programmes: In addition to addressing the
problems of obstetric fistula, early/child marriage, and FGM, FORWARD's programs were
designed to enhance the lives of women and girls. Via local, women-led organizations, it
provided a comprehensive program to communities in East and West Africa that includes
funding, network and association building, and capacity building (FORWARD, 2015a). For
example, The Sinyati Women's Group in Kenya has been receiving funding from FORWARD
since 2012. The organization has funded training programs and technical assistance for
women to support their efforts to end child marriage and FGM in schools and neighborhoods
(FORWARD, 2015b). In 2014, FORWARD used women's and girls' networks to contact more
than 19,000 community members across five countries (FORWARD, 2015a).

Tostan - Community Empowerment Program: Under Tostan's program, a professional
facilitator provides human rights-based educational sessions to a community, enabling them to
effect social change (Tostan, 2016b). The program's influence is increased through organized
diffusion, a technique whereby participants interact with others and disseminate information

(Tostan, 2016a). This program has been used in over 7,200 communities in Djibouti, Guinea,
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Guinea-Bissau, Mali, Mauritania, Senegal, Somalia, and The Gambia, and the governments of
The Gambia and Senegal have designated it as their preferred approach to tackling FGM
(Tostan, 2016¢).

Other Intervention Methods for Addressing FGM
Rescue Centres

The purpose of rescue centers, also known as safe houses, is to safeguard and supply
refuge to girls who have a high risk of female genital mutilation during the cutting period. It is
noteworthy that the majority of the studies incorporated rescue centers among other
interventions, and there is little information on how well these centers are evaluated as an
independent intervention. In addition to offering refuge to girls fleeing FGM, rescue centers
also educate girls about the health risks, illegality, and human rights violations of FGM
(Nambisia, 2014). However, rescue centers face obstacles like a lack of funding and
community support, which means that there is little evidence of their efficacy (Buttia, 2015).
This demonstrates that, when combined with other strategies to end FGM, rescue centers can
effectively offer temporary shelter to girls who are at risk of the practice. Rescue centers,
however, are unable to offer sustainable remedies to put an end to the practice (Van Bavel,

2020).

Health Education
The majority of health education initiatives were community-based educational efforts

aimed at raising awareness. Information about the psychological, emotional, and physical
effects of FGM can be effectively conveyed through health education that employs the health
risk approach (Van Raemdonck, 2019). The impacts of FGM and the necessity of taking
action to end the practice can be discussed and guided by health education in communities that
engage in the practice. According to a number of research, health education improved people's
attitudes, knowledge, and beliefs about the practice (Abdulah et al., 2020; Mahgroub et al.,
2019).

According to Waigwa et al. (2018), health education may be more successful when
context is taken into account, particularly when it comes to lowering target group resistance.

Furthermore, it implies that although health education might be successful in altering
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knowledge, mindsets, and beliefs, another form of intervention might be required to achieve a

change in behavior (Matanda et al., 2023).

Social marketing and media
Studies have demonstrated the efficacy of social marketing and media initiatives in

altering societal standards and views on the cessation of female genital mutilation and, in
certain situations, in decreasing the practice (Mehari et al., 2020; Evans et al., 2019; Hussein
& Ghattas, 2019). Social media, theater performances, radio and television melodramas, SMS
messaging, mainstream newspapers, and television reporting can all influence discussions
about FGM and hasten the change in societal norms toward FGM abandonment (UNFPA,
2017). When a significant amount of information about hazards is shared, the demographic
being targeted can become a repository of knowledge and change agent, which can lead to
positive changes in attitudes (Matanda et al., 2023). Successful awareness-raising efforts have
given girls the confidence to refuse FGM and to notify the appropriate authorities when they
are in danger (Buttia, 2015). Additionally, it seems that people are much more aware of the
detrimental effects of infibulations, the penalties for disobeying the law, and the illegality of
FGM (Mehari et al., 2020). The procedure has been less popular and abandoned as a result of
exposure and learning, which have also raised awareness and knowledge of the risks and
repercussions of FGM (UNFPA-UNICEF, 2017; Abathun et al., 2018; Hussein & Ghatas,
2019). According to the UNFPA-UNICEF Joint Programme, youth can use social media to
promote gender equality and FGM awareness since social media's advocacy of FGM
abandonment has allowed communities to realize the potential for swift, broad change

(UNFPA-UNICEF, 2018).

Public declarations/statements
It is crucial for community, religious, and political leaders, as well as other prominent

individuals, to publicly declare their intention to stop FGM since this can show that they are
prepared to do so (UNFPA-UNICEF, 2017; UNFPA-UNICEF, 2018; Ruiz et al., 2017).
Communication channels such as social media and the mass media have been crucial in
spreading these public statements and motivating other communities to stop FGM. Public
declarations were also found to be very successful in minimizing more FGM cases when
accompanied by post-declaration follow-up and support. It can be possible to change attitudes

and behaviors among community members in FGM-prevalent environments by implementing
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frequent and reiterated awareness-raising interventions that target all facets of society,
emphasize the negative impacts of FGM, and encourage communities to declare their

abandonment (Matanda et al., 2023).

Perceptions of FGM
According to an African study by Ayenew et al. (2023), daughters who believed their

mothers were still engaging in female genital mutilation were more likely than their peers to
get circumcised. The results are consistent with the UNICEF report (2013) and a study on
daughter circumcision (Pashaei et al., 2016). This link may be explained by the fact that
mothers' perceptions are a major factor in deciding whether or not they want to permit their
daughters to get circumcised. According to Pashaei et al. (2016), mothers who support the

continuation of FGM are more likely to allow their daughters to get circumcised.

Furthermore, daughters who had mothers who felt that female genital mutilation was a
religious need were more likely to be circumcised. Studies carried out in Sub-Saharan Africa
(Ahinkorah et al., 2020) and Africa (Fagbamigbe et al., 2021) supported the findings. The
conduct may be impacted by individual comprehensions of faith-related teaching, and the link
could be regarded as a culturally particular perception of religious identity (Mackie, 1996).
According to Ayenew et al. (2023), daughters who lived in more literate communities were
less likely to commit genital mutilation than daughters who lived in less literate communities.
Research from Africa (Ahinkorah, 2021) and the World Health Organization report
(Australian Institute of Health and Welfare, 2019) both support this. People are better able to
comprehend health information, including the effects of FGM, in communities with higher
literacy levels (Ayenew et al., 2023). Despite social pressure to maintain the practice, this
improved understanding enables women and parents to confront detrimental sociocultural

norms and practices, such as exposing daughters to female genital mutilation (Oyefara, 2014).

Furthermore, according to respondents in a Nigerian study conducted among university
students by Raheem et al. (2023), cultural beliefs and faith were the two main reasons why
FGM was practiced. It appears that Southern Nigerians primarily rely on these traditions to
sustain this practice. Many survey participants (44.1%) thought that non-circumcision was
linked to adult sexual insatiability and promiscuity. This is one of the main false beliefs that

encourage FGM in Africa. Since there is no scientific proof that uncircumcised girls are
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sexually voracious and likely to engage in promiscuity as adults, this concept is an old African

tradition myth (Oyefara, 2014).

Impact of Exposure to Educational Environments on FGM Prevalence
According to a study by Pastor-Bravo et al. (2021), the practice is perpetuated by

arguments in favor of FGM/C, ignorance, and family pressure. In contrast, the majority of
interviewees oppose FGM/C due to a variety of factors, including rising awareness of their
rights, breaking the taboo surrounding the practice to question justifications for FGM/C,
sharing personal experiences, and the consequences on their health. According to Waigwa et
al. (2018), one of the primary drivers of the shift in attitudes regarding FGM/C has been the
dissemination of information and awareness. Regarding this, campaigns to promote awareness
should concentrate on educating people about the health concerns associated with FGM/C
while also putting into perspective the information through the use of instruments like the
human rights-based approach and depending on national laws as a deterrent. Women who live
in countries where FGM/C is not practiced understand that FGM/C is not really relevant to
maintaining cultural and individual identity, even though people travel with their beliefs and
there may be a transfer of social or behavioral norms in the diaspora (Diabate & Mesplé-

Somps, 2019).

According to a 2021 UNICEF study, health education and community discussions with
parents and religious leaders can alter views regarding FGM at the local level. This is a crucial
stage in the process of changing attitudes toward the practice's cessation (Dennis et al., 2021).
Social marketing and media campaigns are successful in altering attitudes and social norms
surrounding abandonment and, in certain situations, lowering FGM. Formal education
(teaching mothers) can decrease the number of girls who undergo female genital mutilation on
an individual basis, while educating girls improves their understanding of the negative effects
of FGM and alters their perspectives on its necessity (Dennis et al., 2021). The minimal
evidence that is currently available at the service level indicates that training for healthcare
providers can enhance their ability to prevent and treat FGM. Interestingly, the majority of the
research focused on intermediate behavioral change outcomes like knowledge and attitude

change (Dennis et al., 2021).
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Information about the psychological, emotional, and physical effects of FGM can be
effectively conveyed through health education that employs the health risk method
(Galukande et al., 2015). According to a study conducted in Iraq, Mullahs and Mokhtars'
support for the cessation of FGM rose by 35% and 41%, respectively, after a brief health
education program was used to alter the attitudes of parents and religious leaders toward the
practice (Abdulah et al., 2020). A health education program that was implemented over an 18-
month period in the United Republic of Tanzania shown a moderate level of success in
altering attitudes against FGM and raising awareness of the health hazards (Galukande et al.,
2019). In a similar vein, a school-based health education program aimed at girls in the Sudan
had a positive effect on female students' attitudes and understanding regarding FGM

(Mahgoub et al., 2019).

Reducing the frequency of FGM may need formal education. It has been proposed that
raising women's educational attainment is necessary to decrease FGM (Ameyaw et al., 2020).
According to research, formal education might significantly contribute to the cessation of
FGM by empowering women and girls to refuse the procedure by exposing them to fresh
information about its illegality, health hazards, and consequences (Buttia, 2015; Van Bavel et
al., 2017). Low educational attainment has been associated in studies with a higher propensity
to condone and/or engage in FGM. Research indicates that compared to females who attended
school, FGM is far more common among those who did not (Ameyaw et al., 2020). A
mother's daughter is less likely to be subjected to FGM if she has more schooling. Secondary
education is linked to a fourfold rise in opposition to FGM, according to research conducted in
Kenya (Buttia, 2015). Additionally, a study of college students in Northern and Southern
Sierra Leone revealed that neither their hegemonic views nor their attitudes regarding FGM
were significantly impacted by their level of education (Small et al., 2019). However, opinions
regarding FGM among male and female students were linked to parental educational status

(Small et al., 2019).

Attitudes towards FGM
According to a systematic review and meta-analysis of attitudes toward female genital

mutilation/circumcision conducted by Jahangiry et al. in 2021, positive attitudes toward

FGM/C are still far from being eradicated and have barely changed in recent years, despite
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efforts to outlaw the practice and increased awareness of it in many nations worldwide. Health
care professionals' deep-seated cultural and social concerns about the practice's continuation
are reflected in this topic. According to the authors, circumcised women can be instrumental in
promoting the cessation of FGM/C by means of cultural and educational initiatives. Cultural
outsiders and/or opponents of the practice generally view FGM/C as a detrimental traditional
custom that infringes women and girls' rights to health and wellbeing, notwithstanding
sociocultural differences in the practice among nations (Earp & Johnsdotter, 2021). FGM/C
has its roots in social norms and cultural beliefs that have been passed down through the
generations. These norms and beliefs connect to values of modesty and femininity, such as the
thought that FGM/C will increase girls' marriageability by reducing promiscuity and
preserving virginity (WHO, 2020). As a result, the decision to perform FGM/C is influenced
by social norms and community beliefs. It typically takes place within the boundaries of
households and involves multiple family members, each of whom has varying degrees of
decision-making authority (Alradie-Mohamed et al., 2020; Cappa et al., 2020). Fathers and
other men have a limited involvement in decision-making in the majority of countries, with
mothers, grandmothers, and other women (such as aunts) holding a central position (Alradie-

Mohamed et al., 2020).

Compared to low-empowered, low-educated women, women with greater social
status—as indicated by their literacy and educational attainment as well as their ownership of
household assets—were more likely to oppose the practice of female genital mutilation and
mutilation (FGM/C) for their daughters (Van Rossem et al., 2015). Similarly, a study
conducted in the Iraqi Kurdistan region revealed a negative correlation between daughters'
work position and educational attainment and the prevalence of FGM/C (Shabila, 2017).
Furthermore, a qualitative study conducted in Ghana found that one of the main reasons
FGM/C persists in the nation is the lack of autonomy among young women, which is
interpreted as the necessity to comply with social pressure and traditional norms (Sakeah et al.,

2019).

According to the results of a Dutch study by Kawous et al. (2022), migration has
caused many participants' attitudes toward the abandonment of FGM/C to shift, irrespective of

their gender or country of origin. None of the participants had any intention of performing
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FGMY/C on their daughters. In general, compared to the place of origin, the Netherlands
appears to have less social pressure to perform FGM/C. The majority of participants had faith
in their capacity to withstand societal pressure. Some participants, however, were afraid that
they may give in to peer pressure or that their daughters might be subjected to FGM/C without

their knowledge or agreement.

Furthermore, a study conducted in Ethiopia by Alemu et al. in 2021 found that the
prevalence of circumcision was significant (70.6%), especially among married or cohabitating
women, those from rural areas, and those with low socioeconomic status. But not all women
opposed the practice in the same way. Socially and economically empowered women provided
the majority of the support for ending the practice, as was predicted at the outset of the study.
In particular, compared to their counterparts, women who were Christian, not impoverished,
uncircumcised, and had at least a primary education were more likely to be in favor of ending

the practice.

Role of Nurses in treating or eradicating FGM
Building healthcare workers' capacities in communities affected by female genital

mutilation/cutting (FGM/C) requires improved and creative training options on obstetric and
psychological care for FGM/C survivors (Kimani et al., 2018). There is proof that FGM/C
causes obstetric difficulties such perineal tears and protracted labor, and it can make it more
difficult for medical professionals to diagnose and treat patients by preventing them from
getting an intrapartum vaginal examination or catheterization (Al Awar et al., 2020; Lurie et
al., 2020). Furthermore, women who have FGM/C may experience trauma and long-term

psychological harm (Ahmed et al., 2017; Buggio et al., 2018; Odukogbe et al., 2017).

It is not easy to increase the healthcare workforce's ability to lessen the effects of
FGM/C. Some healthcare practitioners might refuse training from stakeholders calling for the
elimination of FGM/C in nations like Egypt, Kenya, or Nigeria, where a growing trend
towards medicalizing the practice has been condemned (Leye et al., 2019). FGM/C is a
process that no one dares to expose because it is a requirement for females to join a secret club
in Guinea, Liberia, or Sierra Leone. Education about the health effects of FGM/C and

advocacy efforts are hampered by its secrecy (Tarr-Attia et al., 2019). In addition, there is
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insufficient institutional, social, and legal support to address training needs and guarantee that

information is translated into clinical practice (Kimani & Shell-Duncan, 2018).

In order to ensure the successful execution of FGM/C training provision in a country
such as Liberia, for example, a study of acronym PerTradFGMo was conducted in 2017 to
assess healthcare workers’ experiences with obstetric care provision to FGM/C survivors in
Liberia (Tarr-Attia et al., 2019). The results of PerTradFGMo informed the design of a
training program titled “Integrated FGM/C Antenatal and Psychosocial Care Workshop" that
was accomplished in 2019. According to Nordmann et al. (2022/0), a temporary official
review was carried out in conjunction with the workshops to gauge trainees' attitudes toward
their role as healthcare providers in FGM/C care, their acceptability of applying evidence-
based recommendations to meet the obstetric and psychosocial needs of FGM/C survivors,

and their acquisition of knowledge.

Cognitive Behavioral Therapy (CBT) is another evidence-based treatment that nurses
and other health care providers can use to treat or lessen the impact of FGM on its victims. It
has been shown to be effective in reducing or resolving symptoms of depression and anxiety
disorders associated with other conditions, such as sexual violence victims, survivors of
torture and war, and psychological treatment of Post Traumatic Stress Disorder (Bass et al.,
2013; Patel et al., 2014). Given the proof that CBT is beneficial for treating these conditions in
other groups, it would be plausible to presume that this intervention might be helpful for girls

and women living with FGM.
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CHAPTER III
Methodology
Research Design

This study is a quantitative and cross-sectional survey in its methodological research

design.

Study Population and Sample
Study place is Near East University of Nursing Department. The population of the

research consists of N=467 students in nursing department in Near East University. In this
study, an attempt was made to reach the entire universe. The sample consisted of n=450

nursing students.
Study Place

The study was conducted at the Faculty of Nursing of the Near East University in
Northern Cyprus. This faculty of nursing is the only faculty of nursing in the TRNC. It

provides education to Turkish and international students.

Data Collection
The data collection used a structured questionnaire to collect quantitative data from the

sample of students. The method of collecting data was via self-delivery and face to face

delivery of questionnaires to the study participants
Socio-Demographic Section

The researcher prepared the “socio-demographic section” consisting of age, gender,
marital status, educational background, cultural background, religious beliefs and four other
questions showing the socio-demographic traits of the target population. This form was

planned to be applied to the entire population (Appendix A).
FGM/C Attitude Scale

The scale was developed by Marea in 2021. The knowledge and awareness section
assesses respondents’ understanding of FGM/C and its health consequences using a four-point

Likert scale (1 = Strongly Disagree, 2 = Disagree, 3 = Agree, 4 = Strongly Agree). The
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FGM/C Attitudes Scale is designed to measure personal beliefs and feelings about the practice
and is divided into two sub-dimensions: negative attitudes and empathetic and this scale
consists of 10 items (5 items per sub-dimension) and the total score was calculated by
summing responses across all items on the FGM/C Attitude scale. The ‘Negative Attitude’
subscale comprises five items, yielding scores ranging from a minimum of 5 to a maximum of
20. The ‘Empathetic Attitude’ subscale, also made up of five items, has a score range from 5 to
20. When combined, the total score on the scale ranges from 10 to 40 (Appendix B).
Cronbach's alpha values for the Empathetic Attitude subscale were found to be 0.628 and for
the Negative Attitude subscale, it was found to be 0.814.

Female Specific Data Forms

Additionally, the female-specific data form, comprising 10 questions, targets female
respondents only (n=306) to explore personal experiences with FGM/C, including occurrence,
timing, the performer, awareness of different types, and emotional responses during sexual
intercourse. Data were collected through both self-administered and face-to-face delivery of
questionnaires in classroom settings, with an average completion time of 30 minutes

(Appendix C).

Inclusion Criteria
The criterion for inclusion of subjects in the study was the condition of being an

African student living in Northern Cyprus in Near East University. The study was carried out

at Near East University, Nursing Faculty involving English speaking nursing students.

Exclusion Criteria
Persons under the age of 18 were included in the study, students from other continents

different from Africa were also excluded.

Research Variables
Independent variable of the study were the age, gender, educational background,

cultural background, and religious beliefs. The dependent variable was the ‘Attitude towards

FGM’.
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Data Analysis

Statistical Package for Social Science (SPSS) 25.0 package program was used in
statistical analysis. Descriptive statistics were used to determine percentages, frequencies and
averages in the evaluation of data. Kolmogrov-Smirnov test was applied to evaluate
compliance with normal distribution. Independent t test and One-way Anova test was used to
compare dependent and independent variables. Data were evaluated with 95% confidence

interval and p=0.05 margin of error.

Ethics
This study was actualized when the Near East University of TRNC research Ethics

Committee approved it. To get accessibility to the questionnaire, the study subjects had to give
their consent by signing the consent form agreeing to participate in the study and their data
were protected by maintaining confidentiality. Written approval was obtained from the author
for the use of the scale. The ethics number approved for this study was NEU/2024/127-1892
(Appendix D).



CHAPTER IV

Findings and Discussion
Table 1

Socio-demographic Results (n=450)

Demographic Variable n %
Age 18-22 182 40.4
23-29 229 50.9
30 -42 39 8.6
Gender Male 139 32.0
Female 306 68.0
Year of University 1 37 8.2
2nd 118 26.2
3rd 136 30.2
4t 159 35.3
Marital Status Married 26 5.8
Single 424 94.2
Cultural Background West African 289 64.2
East African 82 18.2
North African 32 7.1
Central African 25 5.6
Southern African 22 4.9
Religious Belief Christianity 323 71.8
Islam 108 24.0
Traditional
African religions 14 >
Other 5 1.1

35
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Table 1 (Continued)

Variables n %
FGM/C perform on Yes 71 15.8
anybody of relatives No 379 84.2
Feeling uncomfortable Yes 31 6.9
talking/thinking about FGM No 419 93.1
Sexual therapy support for Yes 22 4.9
FGM/C No 428 95.1
Psychological therapy Yes 23 5.1
support for FGM/C No 427 94.9

In the current study, most of the respondents are aged between 23-29 years,
accounting for 50.9% of the entire sample. The second biggest group is composed of those
individuals 18-22 years old, 40.4%, there is indication of students within their fresh academic
year involvement. With regard to the age distribution, 30-39 constitute 8.6% category.

The sample is slightly skewed in the female direction; while the female respondents
constitute 68.0% of the sample, males are at 32.0%.

The respondents were properly distributed over the years of university study: the
highest percentage of the respondents is in the fourth year (35,3%) and the third years
(30.2%). 26.2% of students were second-year students, first-year students were the smallest
contingent, and they are 8.2%. The respondents’ marital status indicates that all the
respondents are single but 5.8% of them are married.

The sample was a collection of an ensemble of students originating from several
African countries, and hence is a reflection of the cultural diversity of the region as 64.2% of
respondents originate from West African countries. East Africans top the list at 18.2%, North
Africans 7.1%, Central Africans 5.6 %, Southern Africans 4.9%. This distribution may be bias
the overall finding on attitude towards FGM/C, due to the over representation of West African
cultures in the study.

By religious affiliations, the largest percentages of the respondents were Christians at 71.8%
while only 24% were Muslim. 3.1% people were followers of traditional African religions and

1.1% people follow other religious beliefs.
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84.2% of the respondents said that FGM has not been carried out on their relatives
while only 71 responses representing 15.8% asserted that FGM has indeed been carried out on

their relatives.

Respondents reported varying levels of discomfort or ease at the thought of thinking or
talking about FGM/C with 93.1% of respondents reporting that they are comfortable
discussing, thinking or hearing about FGM with only 6.9% of respondents expressing
discomfort with the topic.

As for sexual therapy support of FGM/C, as many as 95.1% of the respondents
declared that they have never received it, and only 4.9% said that they have.

Concerning psychological therapy support, 5.1% stated that they have been supported while
94.9% stated they have not been supported.

Descriptive Analysis Specifically for Females
Table 2

Descriptive Analysis Specifically for Females (n=306)

Variables n %

FGM/C undergo Yes 39 12.7

No 267 87.3
Sexual Yes 147 48.0
intercourse No 159 52.0
Orgasm during Yes 134 43.8
sexual intercourse No 172 56.2
Bleeding occur Yes 24 7.8
during and/or after No 282 92.2
Pain during sexual Yes 29 9.5
intercourse No 277 90.5

Table 2 presents the descriptive examination of Northern Cyprus-based African female
students (n=306) demonstrates their FGM/C experiences and sexual health outcomes in
addition to their FGM/C attitudes. Among the female students only 12.7% underwent FGM/C
because 87.3% did not experience this practice. Data indicators from the analysis reveal that
students mainly originate from areas in which FGM/C exists either infrequently or where

people actively oppose the procedure.

The result also showed that sexual intercourse participation amounted to 48% of all

participants but 52% remained abstinent. Out of the participants who had sexual intercourse
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43.8% experienced orgasm but 56.2% failed to reach orgasm. This result might show that
FGM/C affects sexual satisfaction because the practice leads to sexual dysfunctions
originating from wounds to genital tissue and nervous structures. The gathered statistics point
to minimal reports regarding health problems encountered by participants who had sexual
intercourse. Bleeding was reported by 7.8% of the respondents and pain during intercourse

affected 9.5% of the participants.

Table 3
Descriptive Analysis Specifically for FGM/C Appied Females (n=39)

FGM/C Appied

Variables n %
After birth 10 25.6

FGM/C practiced time As a child 24 61.5
Adolescent 2 5.1

After age 19 3 7.7
Person who perform Mothers 11 28.2
FGM/C Traditional rulers 3 7.7
Others 25 64.1
Typel 7 17.9
Type of FGM/C Type2 6 15.4
Type3 2 5.1
(by the WHO) Type4 17 43.6
I don't know 7 18.0
Complications after Yes 19 47.8
FGM/C No 20 51.3
Sexual intercourse Yes 32 82.1
No 7 17.9
Orgasm during sexual Yes 28 71.8
intercourse No 11 28.2
Bleeding occur during Yes 12 30.8
and/or after sexual No 27 69.2

intercourse

Pain during sexual Yes 21 53.8
intercourse No 18 46.2

n: Number, SD: Standard Deviation
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According to Table 3 most participants (61.5%) received FGM/C treatment as children
(61.5%) while the remaining section of respondents (25.6%) sought FGM/C intervention after
birth as reflected by the data (7.7%). Most cases (64.1%) of FGM/C were conducted by
unlicensed practitioners and traditional birth attendants together with mothers who acted as the
administrators of care (28.2%) and traditional rulers (7.7%).

More than four in ten women (43.6%) reported undergoing Type 4 FGM according to
WHO classifications. This group included any harmful procedures beyond Type 3 FGM
involving pricking, scraping or cauterization. Research data exhibited that 17.9% of
participants had Type 1 (clitoridectomy) and 15.4% had Type 2 (excision) and 5.1%
underwent Type 3 (infibulation). The data showed that 18.0% of respondents did not know
what type of female genital mutilation was performed likely because they lacked
understanding or proper consent.

A total of 47.8% of responders experienced complications after FGM/C what
demonstrates the severe medical dangers linked to this practice. A total of 51.3% of
respondents did not report complications from FGM/C although silent physical problems
should be considered. Undergoing FGM/C leads patients to participate in sexual intercourse
according to the survey findings (82.1 percent). 71.8% of participants who took part in senior-
level research reported experiencing orgasm but 28.2% of them did not achieve an orgasm.
The physical consequences of FGM/C showed bleeding after intercourse occurred in 30.8% of
cases while 53.8% of patients experienced pain during sexual intercourse. The reported data
shows that FGM/C leads to multiple sexual health complications which cause physical distress

among affected women.
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Descriptive Statistics of Female Genital Mutilation (FGM) Scale total and subdimension
scores of African students
Table 4

Descriptive Statistics of Female Genital Mutilation (FGM) Scale Total and Subdimension
Scores of African Students

Attitude Scale n Min Max Mean SD
Total Score FGMA 450 11.0 49.00 26.52 4.03
All group Negative Attitude 450 6.0 20.00 16.71 3.13
Empathetic Attitude 450 5.0 29.00 9.81 3.22
Total Score FGMA 306 14.0 40.0 26.59 4.19
Female group Negative Attitude 306 6.0 20.0 16.77 3.16
Empathetic Attitude 306 5.0 20.0 9.82 3.26
Total Score FGMA 39 22.0 40.0 28.89 4.62
FGM/C group Negative Attitude 39 6.0 20.0 17.56 3.27
Empathetic Attitude 39 5.0 20.0 11.33 3.92

Table 4 presents descriptive statistics from the Female Genital Mutilation Attitude
(FGMA) Scale that show total score and subdimension ratings across three groups totaled 450
African students and 306 females and 39 females who participated in FGM/C. Two analytical
components within this study evaluated negative attitude as FGM/C opposition and empathetic
attitude that demonstrates recognition of FGM/C. Result about FGM/C understanding appears
through mean scores together with their calculated standard deviations for those three tested

groups.

In the 450-student total group the FGMA total scores spanned from 11.0 through 49.0
with an average at 26.52 and standard deviation at 4.03. Students manifest a mixed viewpoint
about FGM/C according to the average yet somewhat diverse score. Results indicate students
possess a strong negativity toward FGM/C because their mean score on the negative attitude
subdimension is 16.71 out of 20 (SD = 3.13). The score for empathetic attitude stands at 9.81
points (SD = 3.22) while presenting a lower figure than other ratings suggesting only a small
number of participants will accept cultural reasoning for FGM/C although they understand its

logic.

The mean total FGMA scores of 306 female participants reaching 26.59 (SD = 4.19)
consist of values within 14.0 to 40.0. The resistance level against FGM/C shown by female
students matches that of the total group because they experience the direct effects of this

practice personally. Female respondents demonstrated similar negative FGM/C attitudes to the
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overall research group as revealed through their average score of 16.77 (SD = 3.16). Females
score 9.82 on empathetic attitude measurement (SD = 3.26) which matches the total group
scores thus demonstrating they show some cultural empathy but keep up their critical stance

towards the practice.

The females among the 39 participants who have been through FGM/C exhibited a
substantially higher mean total FGMA score that reaches 28.89 while their standard deviation
stands at 4.62 and their total score ranges from 22.0 to 40.0. The individuals who experienced
FGM/C appeared to develop stronger attitudes regarding the topic based on their personal
exposure to this practice. The personal involvement results in either negative stance toward or
positive endorsement of the practice. Women who have undergone FGM/C exhibited a
stronger opposition to this practice according to their score of 17.56 (SD = 3.27), which
suggests their personal experiences with physical and psychological consequences from the
practice. The empathetic attitude score in this group reached 11.33 (SD = 3.92). These women
showed awareness of cultural and familial and social forces which support FGM even though

they hold negative views about the practice.
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Table 5

Descriptive Analysis of Difference Between the Female Genital Mutilation (FGM) Scale Total
Scores and Diagnostic Characteristics of African Students (n=450)

Descriptive Variables n % FGMA Total Test p
Score Mean + SD value
18-22 182 404 26.69 +3.56
F =

Age 23-29 228 509 2625430 1.211 0.305

30-42 39 8.6 27.42 +4.38

Male 139 320 2620+3.22 t=5.137 0.249
Gender Female 306 68.0 26.67 +4.35

1 37 8.2 28.24 +£3.10

- *

Years of 2 118 26.2 26.28+3.53 0.012
Universty 3 135 30.2 2593 +£3.79 3.675

4 159 353 26.,81 £4.61
Marital Married 26 5.8 25.03 £4.56 t=0.254 0.051
Status Single 423 942 26.61+3.98

West 289 64.2 26.35+3.93

African

East 82 18.2 27.42 £ 482

African = 0.269
Cultural African
Background  Central 25 56  2636+3.87

African

Southern o) 4.9 2595 +3.25

African

Christianity 323 71.8 26.48 £4.15
Religious Islam 108 24.0 26.86 +£3.89 0.835 0475
Affiliation Traditional 13 3.1 25.23+2.24

African

religions

Other 5 1.1 25.40 +£0.54

n: Frequency, %: Percentage, SD: Standard Deviation, p: Significance Level, *: p < 0.05, t: Independent t test, F:
One-way Analysis of Variance (ANOVA)
Table 5 presents descriptive data about Female Genital Mutilation Attitude (FGMA)

Scale total score differences according to different diagnostic characteristics which affect

African students (n=450). The analysis evaluated diagnostic characteristics between African
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students by studying gender, age, university education period, marital status, cultural
background, and religious beliefs. The collected data through test values and p-values and
standard deviations and mean FGMA total scores demonstrated which variables affect FGM

attitudes.

Students within the age range of 18-22 (n=182) scored their mean FGMA at 26.69 +
3.56 while students from 23-29 years old (n=228) scored their mean FGMA at 26.25 + 4.30.
Students between 30 and 42 years old (8.6% of the total, n=39) have the highest mean score at
27.42 + 4.38 on FGMA. The one-way ANOVA test with F = 1.211 proved there is no
statistical relationship between FGM attitudes and age division (p = 0.305) showing age does

not affect how participants feel about FGM.

The research demonstrates that among students, male students (n=142, 31.6%) scored
26.20 + 3.22 while female students (n=306, 68.0%) obtained 26.67 + 4.35 on average. Data
from the independent t-test analysis revealed that male and female students demonstrate
similar outlooks toward FGM without statistical difference (p = 0.249) based on the test
results (t = 5.137). Findings from this study demonstrate that participants of both sexes share

identical perspectives about FGM among the research participants.

The opinions of undergraduate students displayed greater changes than those of
university students at various academic levels. First-year students demonstrate the most
support for FGM by scoring 28.24 + 3.10 points on the FGMA among their total 37
participants (8.2%). The second-year students (n=118) registered a mean FGMA score of
26.28 £ 3.53 (26.2% participation) matched by third-year students (n=135) who scored 25.93
+ 3.79 (30.2% participation). Fourth-year students (n=159) (35.3% participation) achieved a
mean score of 26.81 +4.61. These result indicate that university education duration impacts
FGM attitudes through ANOVA results (F =3.675 and p = 0.012) because new students
demonstrate elevated opposition to FGM which might level off with advancing academic

levels.

University students who have different marital status demonstrated distinctive views
about the subject. Among survey participants, married students (5.8%) scored 25.03 +4.56 on
the FGMA while single students (94.2%) obtained a higher mean of 26.61 + 3.98. The
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statistical analysis using the t-test revealed an insignificant difference (t = 0.254, p = 0.051)
demonstrating that marital status does not affect FGM attitude strength in the surveyed

students.

The mean FGMA score reported by West African students (n=289, 64.2%) amounts to
26.35 +£3.93 and East African students (n=82, 18.2%) exhibit the highest mean at 27.42 + 4.82
and North African students (n=31, 7.1%) scored 26.32 + 2.98. The mean FGMA scores of
26.36 + 3.87 appear among Central African students at 5.6% while Southern African students
at 4.9% register 25.95 + 3.25. Students from different cultural backgrounds demonstrate
similar attitudes toward FGM because a statistically insignificant difference has been observed

among them as revealed by the ANOVA test (F = 1.300; p = 0.269).

Among 323 Christian students who make up 71.8% of the participants their FGMA
average score amounts to 26.48 = 4.15. The mean score for Muslim students at 26.86 + 3.89
exceeds the mean score of 26.48 + 4.15 reported by Christian students slightly. The mean
FGMA score for students belonging to traditional African religions reached 25.23 + 2.24

whereas students practicing other religions averaged 25.40 + 0.54.

ANOVA F = 0.835 proves religion does not cause statistically important attitude

differences related to FGM among respondents since p = 0.475.
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Descriptive Analysis of Difference between the Female Genital Mutilation (FGM) Attitude

Scale Total Scores and Responses of Only the Female Students (n=39)

Variables Total Score Negative Attitude Empathetic Attitude
Mean  Test P Mean Test p Mean Test p
+SD  value +SD  value +SD  value
FGM/C Yes 28.89 17.56 t= 0.079 1133 t= 0.001
undergo +4.62 t= 0.000 +3.27 1.758 +3.92 3443
No 2623 4174 T 16.64 9.58
+3.72 +3.09 +2.93

t = Independet t Test

Female students (n=39) participated in the Female Genital Mutilation (FGM) Attitude
Scale measurement according to Table 6 where descriptive statistics compare their total score
results. This analysis examined the link between FGM/C experience of respondents along with
their total attitudes and negative and empathetic attitudes. The data shows mean results with
standard deviations together with test values and p-values that demonstrate statistical

significance between various attitude categories.

A total FGM Attitude Scale survey from female students who have undergone FGM/C
resulted in a score mean of 28.89 & 4.62. The average score of 28.89 & 4.62 surpasses the
26.23 + 3.72 mean score recorded from female students who have not had FGM/C. The results
from the independent t-test (t = 4.174) demonstrate a statistically significant difference
between the groups (p = 0.000) describing that experiencing FGM/C produces substantial
modifications in total practice opinions. Individuals who experienced FGM/C appear to

demonstrate more intense views about this matter.

Female students who have undergone the procedure demonstrate an average level of
negative attitude toward FGM at 17.56 & 3.27. The mean score for individuals who have not
had FGM/C amounts to 16.64 + 3.09. The value of t-test for this group assessment stands at
1.758 while its p-value reached 0.079. Based on the mean scores female participants who
underwent FGM/C have stronger negative attitudes compared to uninformed subjects yet this
distinction falls short of achieving statistical significance at p<0.05. Personal experience with
FGM/C affects negative perceptions but the impact does not reach statistical significance

when studying this research population.
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The scores regarding empathetic attitudes produced contrasting results. Female
students who have experienced FGM/C showed 11.33 + 3.92 mean empathetic attitude scores
which exceed the scores of 9.58 & 2.93 shown by students who have not undergone the
procedure. Statistics revealed that female students who underwent FGM/C demonstrate
significantly elevated empathy levels toward FGM/C through the t-test (p = 0.001 with t =
3.443). When measured against non-FCMG participants those who have gone through FGM/C
demonstrated more complex knowledge about the cultural setting surrounding the procedure

leading to an empathetic standpoint emerging from their personal background.
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CHAPTER V
Discussion
Major findings from this study revealed that there FGM/C exists at a minimal rate in
the population. Results showed that majority of students belong to locations where FGM/C
practice is not common or have a strong active community that opposes this cultural practice.
This research confirms how FGM/C might affect sexual satisfaction because the practice often
results in sexual dysfunction by damaging genital tissue and nerve endings. The evaluated
group showed a limited number of cases with health-related problems following sexual
encounters. The number of study participants who reported bleeding stood at 7.8% and those

experiencing pain reached 9.5%.

The research confirms that most FGM/C procedures take place when the victim is still
very young. The surgical practice follows mainstream cultural communities because women
receive FGM/C before they develop resistance to medical procedures. The research also
indicates family members serve as important decision-makers regarding FGM/C but
community leaders actively help this practice continue. FGM/C procedure leads to sexual
functioning preservation for some women but the rate of orgasm difficulties remains

considerably high because of neural tissue destruction.

The findings presented in this study indicate that despite the overall negative
perception expressed by the students about FGM there may well be qualitative changes in
attitudes which could be described as empathetic, at least to some extent, as shaped by cultural
or contextual factors. Participants displayed negative attitudes toward FGM/C in assessments
yet their responses indicated cultural context affected their willingness to empathize with this
practice. This is in line with the study of Raheem et al. (2023) and Ahinkorah et al. (2020)
since cultural values coupled with religious beliefs strongly shape FGM practices in various
African communities. Cultural connections could be the root reason behind differing student
opinions regarding FGM while the communities fight against this practice grows across
Africa. Also, students' educational backgrounds shape their point of view because first-year
university students exhibited different perspectives than later-year students according to
statistical analysis. The study confirms research findings from Ameyaw et al. (2020) and Van

Bavel et al. (2017) that demonstrate education transforms FGM rates by educating people
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about health dangers and legal consequences. Research by Small et al. (2020) revealed
contradictory results which stress the value of developing cultural specific interventions

instead of depending solely on education.

A study has revealed an underdeveloped system of psychological support for FGM
survivors because just 5,1% of participants stated they had access to therapy. According to
Tammarya and Manasi (2023) mental and sexual health interventions require combined
integration for FGM survivors based on their narrative synthesis. People experiencing
difficulties with sexual achievements reported below average satisfaction despite minimal
reported complications or pain levels in intercourse according to the data which demonstrated
38,4% of participants were unable to reach orgasm. The majority of persons undergoing FGM
experienced their initial procedure at a very young age while undergoing less invasive
procedures that led to subsequent sexual health complications including bleeding and pain
during intercourse and setbacks in sexual enjoyment. The physical consequences of FGM/C
showed bleeding after intercourse occurred in 30.8% of cases while 53.8% of patients
experienced pain during sexual intercourse. The reported data shows that FGM/C leads to

multiple sexual health complications which cause physical distress among affected women.

Similar to Yassin et al. (2018) research FGM survivors demonstrated essential sexual
complications including dyspareunia and reduced sexual satisfaction. In addition, Subject-
specific FGM/C test results compared to sexual health metrics showed no meaningful
discrepancies suggesting FGM-related psychological distress derives primarily from the
culture and procedure nature than physical consequences. The findings of Elise and Johansen
(2017) support these observations because they showed FGM serves vital cultural purposes for

virility and sexual pleasure thus challenging any potential changes toward elimination.

Students in different years at the university appeared to hold different stances toward
FGM/C. Simultaneously marital status demonstrated a nearly significant trend where
unmarried students scored slightly higher on the FGM/C scale than married students.
Statistical analysis indicates the academic year of study influences attitudes regarding FGM/C
more strongly than other demographic properties since the education level and knowledge
exposure about the practice may differ among students throughout their academic journey.

Society along with cultural environment continue to serve as primary drivers of people's
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perspectives about FGM/C. Analysis of FGM types and frequency revealed that 60,2% of
participants had not experienced FGM/C yet 3,8% had undergone Type 4 (inconstant
procedures on genital organ) possibly due to increased education and awareness efforts. The
reduction of FGM occurs because education enhances social empowerment according to
research from Ayenew et al. (2023) and Van Rossem et al. (2015). Results showed marital
status and academic year influence attitudes between cultural and personal influences.
University students who have different marital status demonstrated distinctive views about the
subject. Among survey participants, married students (5.8%) scored 25.03 + 4.56 on the
FGMA while single students (94.2%) obtained a higher mean of 26.61 + 3.98. The statistical
analysis using the t-test revealed an insignificant difference (t = 0.254, p = 0.051)
demonstrating that marital status does not affect FGM attitude strength in the surveyed
students. Shabila's (2017) research mirrored these results which demonstrated that social

position relates to FGM attitudes.

The research findings indicate the necessity of developing intensive interventions
which simultaneously handle FGM's psychological and cultural dimensions. Northern Cyprus
could adopt the specific successful health education programs from Tanzania studied by
Galukande et al. (2019) to inform African students about FGM hazards plus its violations
against human rights. University support systems would benefit FGM survivors when mental
health and sexual health care services receive integration as proposed by Tammarya and
Manasi (2023). Community engagement sessions together with social dialogue aimed at
cultural norms would function as additional support to formal educational initiatives.
According to Sakeah et al. (2019) the ongoing presence of FGM in specific regions stems
from both traditional beliefs and social expectations. Interventions focusing on gender equality
and cultural transformation require both male along with female student participation to alter

societal perceptions.

In this study, it was observed that attitudes were stronger and more positive, especially
in regions where female circumcision is common (Crichton et al., 2020). It was also
emphasized that these attitudes are a determining factor in communities that tend to continue

the practice of female circumcision. It is also emphasized that FGM leads to women being
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seen as second-class citizens in society, and this situation can negatively affect women's

struggle for equality in social life (Yilmaz & Demirtas, 2021).

CHAPTER VI
Results and Recommendations
Conclusion

» The research measured African students in Northern Cyprus opinions about Female
Genital Mutilation/Cutting (FGM/C) and linked student background characteristics to
their attitudes. The survey included 450 African nursing students at Near East
University who used a quantitative cross-sectional design which specifically gathered
data from 306 female students about their personal experiences and attitudes.

» The research data indicates that most participants were free from FGM/C practice and
its medical consequences. The majority of persons undergoing FGM experienced their
initial procedure at a very young age while undergoing less invasive procedures that
led to subsequent sexual health complications including bleeding and pain during
intercourse and setbacks in sexual enjoyment. The continuously measured mean and
standard deviation statistics demonstrated the minimal occurrence of FGM/C and its
effects on these respondents.

» The findings presented in this study indicate that individuals who experienced FGM/C
appeared to develop stronger attitudes regarding the topic based on their personal
exposure to this practice. Women who have undergone FGM/C exhibited a stronger
opposition to this practice according to their score of 17.56 (SD = 3.27), which
suggests their personal experiences with physical and psychological consequences
from the practice. The empathetic attitude score in this group reached 11.33 (SD =
3.92). These women showed awareness of cultural and familial and social forces which
support FGM even though they hold negative views about the practice.

» University students who have different marital status demonstrated distinctive views
about the subject. The statistical analysis using the t-test revealed an insignificant
difference (t = 0.254, p = 0.051) demonstrating that marital status does not affect FGM

attitude strength in the surveyed students.
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» Although this research confirms how FGM/C might affect sexual satisfaction because

the practice often results in sexual dysfunction by damaging genital tissue and nerve
endings, the evaluated group showed a limited number of cases with health-related
problems following sexual encounters. The number of study participants who reported

bleeding stood at 7.8% and those experiencing pain reached 9.5%.

Recommendations
Based on the findings from this study, the following recommendations were made:

L.

II.

I1I.

IV.

Awareness Campaigns on the critical dangers of FGM/C within educational institutions
serving diverse student populations are recommended.

Strategies must handle cultural respect as well as religious beliefs to support direct
FGM/C dialogue while combating erroneous beliefs without creating shame for
affected people.

Educational institutions should develop sexual health and psychological support
networks for FGM/C survivors which help treat their long-standing physical and
mental health consequences.

The protection of people from FGM/C requires local and international organizations to
join forces through advocacy for protective policies applicable in diaspora
communities and their home nations.

Future studies need to research the complex psychological traits and cultural settings
surrounding FGM/C perspectives among diaspora peoples because they will help

develop specific intervention programs.
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APPENDICES

Appendix A: Section 1 Socio-demographic information form

Dear Participant,

Thank you for participating in this study. Your responses will provide valuable insights into the
attitudes of African students towards Female Genital Mutilation (FGM/C). All information collected
will be kept confidential and used solely for academic purposes. Your participation is voluntary, and
you can withdraw at any time.

Sarah Eyiene Idenyi

2. Gender:

[ J1.Male

[ ]2.Female

[ ]3. Other..............

3. Year of university:
[ T1.1®year
[ ]2.2" year
[ 13.3"year

[ 14.4" year
4. Marital status: [ ] 1.Married [ ]2.Single
5.Has FGM been performed on any of your relatives? [ ] 1.Yes [ 12.No

6. Do you feel uncomfortable talking or thinking about the subject of FGM? [ ]1.Yes [ ]2.No
7.Have you received any sexual therapy support for FGM? [ ] 1.Yes [ 12.No
8.Have you received any psychological therapy support for FGM? [ ] 1.Yes [ ]12.No

9. Cultural Background:
[ ]11.West African

[ ]12.East African

[ ] 3.North African

[ ] 4.Central African

[ ]15.Southern African

10. Religious Beliefs:
[ ] 1.Christianity

[ ]2.Islam

[ ] 3.Traditional African Religions
[ ] 4.0Other (Please specify)




Appendix B: Section 2, Attitudes Towards the Practice of FGM’C

No. Items Strongly | Disagree | Agree | Strongly
Disagree Agree
1 FGM/C is a violation of human rights
2 Health Care Providers who perform any form
of FGM/C, including symbolic nicking,
N should be charged with a crime
A |3 Communities that practice FGM/C are
oppressive towards women
4 Parents who have their daughter circumcised
are abusing them
5 Women who have undergone FGM/C are
victims of an oppressive cultural practice
6 Symbolic nicking or cutting of the female
genitalia is an effective way to reduce the
harm of FGM/C compared to more extensive
E procedures
A |7 Adult women have the right to undergo
FGM/C
8 Communities that practice FGM/C are
honoring an important cultural tradition
9 Parents who have their daughter circumcised
are protecting her future marriage prospects
10 | Women who have undergone FGM/C are
empowered agents

N A: Negative Attitudes Toward FGM/C
E A: Empathetic Attitudes Towards FGM/C
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Appendix C: Section 3 Female Specific Data Forms (Only Females to Answer)
1. Have you undergone FGM/C? (Those who answered yes will answer questions 2,3,4,5)
[11.Yes
[12.No

2. When was FGM/C practiced?
1.Immediately after birth
2.As a child

3. Adolescent

[
[
[
[ 14. After age 19

—_ e

3. Who performed FGM/C?.......cccooviiiieiienieneeneesie e

4. What is the type of FGM/C? (by the WHO)

[ ] 1.Type 1: clitoridectomy (removal of the clitoris hood with or without clitoris removal)

[ ]2. Type 2: removal of the clitoris as well as partial or all of the labia minora

[ ]3. Type 3: clitoris, labia minora, and labia majora are removed, and the introitus may be stitched or
made smaller with a very small outlet for menstrual and urine transit (another terminology for this is
infibulation)

[ 14. Type 4: the female genitalia being injured through non-medical procedures

[15. T have FGM but I don't know the type

5. Have you experienced any complications after FGM/C? What is it?
[T 1.YES WRAL?.. ettt ettt ettt e et e e et eseeeneenten e seeseeneenaenaeas
[12.No

6. Do you have sexual intercourse? (Those who answered yes will answer questions 7,8)
[11.Yes
[]12.No

7. Do you reach orgasm during sexual intercourse?
[11.Yes
[12.No

8.Does bleeding occur during and/or after sexual intercourse? [ ] 1.Yes []2.No

9. Do you experience pain during sexual intercourse? (Those who answered yes will answer
questions 10)

[11.Yes

[]2.No

10. What is the severity of the pain? (1 less; 10 more)

1 2 3 4 5 6 7 8 9 10
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Appendix E: Scale permission

Scale approval Gen Kuuss x &
SARAH_EYIENE IDENYI SHQarOTOs(iginence) & ¢}
Abcr bon -

Bg Turkge diline gevir x
Good moring Hocam,

1 got & reply from one of the authors, | mean the one you sent the article to me.
Hello,

Thank vou for your email. I apologize for the delay, but I have a new email I am happy for your to use the scale. Please let me know if [ can assist. You can
please cite this paper:

Marea, C. X., Warren, N, Glass, N, Johnson-Agbakwu, C., & Pemnin, N. (2021). Assessing the reliability and validity of attitudes and confidence scales
for the care of women and girls affected by female genital cutting’ mutilation. BMC Public Health, 21(1413). hitps.//doiorg/10.1186/512880-021-114535-
g

1 do have another paper with some newer measures that are being used in a few countnies - Switzerland, Canada, Germany.

Happy to connect with you!

Christina

Christina X. Marea, PhD. MA, MSN, FACNM
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CURRENT OCCUPATION: Student
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TELEPHONE: +905338728170

E-MAIL: 20234362(@std.neu.edu.tr

2. EDUCATION

YEAR GRADE UNIVERSITY FIELD

2023 First Class Near East University Nursing

3. ACADEMIC EXPERIENCE
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