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ABSTRACT. Female Genital Mutilation (FGM) has been recognized by the World Health Organiza-
WLRQ�DV�D�WRSLF�RI �ÀHUFH�GHEDWH��HVSHFLDOO\�ZLWKLQ�$IULFDQ�FXOWXUHV��$OWKRXJK�WKHUH�KDV�EHHQ�D�VLJQLÀFDQW�
DPRXQW�RI �IRFXV�SODFHG�RQ�WKH�SK\VLFDO�UDPLÀFDWLRQV�RI �)*0��WKHUH�KDV�EHHQ�D�SDXFLW\�RI �OLWHUDWXUH�
that examines the long-lasting psychological effects of  the practice. The present study is a literature 
review of  the relevant research addressing the negative psychological effects and cultural implications 
RI �WKH�SUDFWLFH�RI �)*0��8WLOL]LQJ�GHÀQLWLRQV��FDVH�VWXGLHV��FRPSDUDWLYH�VWXGLHV��DQG�D�EULHI �GLVFXVVLRQ�
of  counseling implications, this paper aims to introduce and explain the main psychological effects 
that can occur in those who undergo FGM, and to discuss the cultural framework that surrounds the 
issue. According to this study, the most prevalent and consistently found psychological effects appear 
to be depression, anxiety-related disorders, Post-Traumatic Stress Disorder (PTSD), and psychosexual 
G\VIXQFWLRQ��$GGLWLRQDOO\��WKH�PRVW�VLJQLÀFDQW�FXOWXUDO�LPSOLFDWLRQV�VHHP�WR�EH�UHOLJLRXV��IDPLOLDO��DQG�
related to social identity.

1. Introduction

 For many years, there has been a Human Rights 
debate centered on the topic of  Female Genital Mutila-
tion (FGM), especially within African cultures. According 
WR�WKH�:RUOG�+HDOWK�2UJDQL]DWLRQ���������)*0�LV�GHÀQHG�
as “procedures that intentionally alter or cause injury to 
the female genital organs for non-medical reasons”, and 
can be further broken down into four distinct categories. 
Type I (Clitoridectomy) refers to excision of  the prepuce 
and clitoris, Type II (Excision) refers to removal of  the 
prepuce and clitoris with removal of  the labia minora, 
7\SH�,,,��,QÀEXODWLRQ��UHIHUV�WR�H[FLVLRQ�RI �WKH�H[WHUQDO�
genitalia with narrowing and stitching of  the vaginal or-
LÀFH��DQG�7\SH�,9�UHIHUV� WR�RWKHUZLVH�XQFODVVLÀHG�JHQL-
tal mutilation, including piercing, pricking, cauterizing or 
cutting of  the vulva.
 It is estimated that 140 million women are suf-
IHULQJ�IURP�WKH�UDPLÀFDWLRQV�RI �)*0�WRGD\��DQG�WKDW�DW�
least three million undergo a subtype of  the procedure 
each year (WHO, 2013). FGM is usually performed by an 
older woman in the community on girls between infancy 
DQG�DJH�ÀIWHHQ��:+2���������7KH�SUDFWLFH�LV�RIWHQ�GRQH�
in secret during the middle of  the night without warning 

the girl (Whitehorn, Ayonrinde, & Maingay, 2002). An-
esthetics are not typically used, and the procedure may 
be done using a range of  available objects for the cutting 
including sharp rocks, broken glass, or razor blades.
 Advocates against FGM stress the medical prob-
lems that result from the procedure, such as severe in-
fection, recurrent bladder infections, childbirth compli-
cations, and infertility, but gloss over the psychological 
implications of  this practice. The mental repercussions 
that affected women have to deal with can be just as se-
YHUH��DQG�DUH�IUHTXHQWO\�LQWHQVLÀHG�E\�WKH�H[SHULHQFH�RI �
the excruciating physical pain (Slack, 1988). The practice 
also has certain cultural implications as they relate to close 
relationships and social isolation. This article provides an 
overview of  the literature that discusses the psychological 
effects and the cultural implications of  FGM. The review 
LQFOXGHV� GHÀQLWLRQV�� FDVH� VWXGLHV�� FRPSDUDWLYH� VWXGLHV��
and a brief  discussion of  counseling implications related 
to the psychological effects of  FGM. This review is in no 
way an exhaustive discussion of  the topic of  FGM as it 
is discussed within several academic disciplines. My goal 
in this article is to tell the “story” of  FGM as I introduce 
and explain the main psychological effects that can occur 
as a result of  FGM, and discuss the cultural framework 
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that surrounds the issue. For the purposes of  this paper, I 
will refer to FGM as an all-encompassing term unless one 
RI �WKH�IRXU�W\SHV�LV�VSHFLÀHG�LQ�WKH�DUWLFOHV�FLWHG��

2. Psychological Effects

 Although research is sparse, there have been some 
studies that focus on possible psychiatric effects of  FGM. 
Although a range of  psychological effects have been re-
ported, the most prevalent and consistently found effects 
are depression, anxiety-related disorders, Post-Traumatic 
Stress Disorder (PTSD), and psychosexual dysfunction 
(Hearst, 2013). Interestingly, a common link in the de-
YHORSPHQW�RI �WKHVH�GLVRUGHUV�LV�WKH�H[SHULHQFH�RI �ÁDVK-
backs to the FGM event.

Depression, Anxiety, and PTSD

 Long-lasting and excruciating pain is a key con-
tributor to the development of  anxiety and depression 
(Slack, 1988). Because FGM causes young girls such in-
tense pain in a very sensitive area of  the body, it carries 
the potential to cause substantial psychological problems. 
Because the pain of  FGM recurs throughout a female’s 
life as the traumatized area is directly affected during fe-
male biological processes such as menstruation, urina-
tion, and childbirth, the anxiety and depressive episodes 
may have a similar persistent effect (Slack, 1988). In fact, 
the depressed and anxious mood caused by painful mem-
ories of  undergoing circumcision may continuously lead 
women to feel worthless, guilty, and incapable, sometimes 
leading to suicidal ideation (Whitehorn et al., 2002).  
 A study conducted by Nnodum (2007) from Imo 
State University which focused on depression, compared 
the depressive symptoms of  690 circumcised women to 
660 uncircumcised women using a researcher-structured 
questionnaire (Nnodum, 2007). Depressive symptoms 
were investigated using statements adapted from Beck’s 
Depression Inventory (Beck, Steer, & Brown, 1996), and 
UHVXOWV�VXJJHVWHG�WKDW�FLUFXPFLVHG�ZRPHQ�KDG�D�VLJQLÀ-
cantly higher level of  depression than uncircumcised 
women (Nnodum, 2007). Mutilation of  the genitalia, the 
intense pain felt during intercourse, and the inability to 
DFKLHYH�VH[XDO�JUDWLÀFDWLRQ�DUH�DOO�HOHPHQWV�RI �)*0�WKDW�
predictably lead to feelings of  inadequacy and incom-
pleteness that ultimately force a woman into a state of  
depression (Nnodum, 2007).
 Behrendt and Moritz (2005) conducted a 3-month 
study on a group of  24 uncircumcised and 23 circum-

cised Muslim women in Senegal. After spending two days 
building rapport with an interviewer, participants were 
given a semi-structured interview with diagnostic ques-
tions based on the Mini International Neuropsychiatric 
Interview (Sheehan et al., 1998) and the Traumatic Life 
Event Questionnaire (E.S. Kubany, unpublished, 1995; 
Behrendt et al., 2007). The researchers found that 90 per-
cent of  the circumcised women had experienced feelings 
of  intense fear, helplessness, horror, and severe pain with 
80 percent of  circumcised women reporting that they 
continued to have traumatic re-experiences of  the pro-
cedure. Compared to only one uncircumcised woman, 80 
percent of  the circumcised women met the criteria for 
an anxiety disorder, and 30.4 percent of  the circumcised 
participants in the study were diagnosed with PTSD. 
This percentage is equivalent to the 30-50 percent rate 
of  PTSD among those who suffer early childhood abuse 
(Behrendt et al., 2007). 
 Following the research of  Behrendt et al., Suardi, 
Mishkin, and Henderson (2010) explored a case study of  
a 19-year-old woman, referred to as “F”, from a West Af-
rican country who underwent Type III FGM at the age 
of  10. F was originally admitted to a United States pe-
diatric emergency room with symptoms of  nausea, loss 
of  appetite, and severe abdominal pain. Further testing 
did not show any physical medical problems, so she un-
derwent a psychological assessment. She did not qualify 
for a diagnosis of  Depression or Generalized Anxiety 
Disorder, but according to the UCLA PTSD Index for 
'60�,9³75� $GROHVFHQW� 9HUVLRQ� �6WHLQEHUJ�� %U\PHU��
Decker, & Pynoos, 2004), F had a score that suggested 
mild PTSD symptoms. The facts that she went through 
a traumatic event involving her experience of  an actual 
physical injury with a substantial amount of  trauma, and 
that she continuously re-experiences it, serve to legitimize 
her diagnosis. In addition, F reported sleep problems due 
to increased arousal, most likely caused by an increase 
of  anxiety (Suardi et al., 2010). After this assessment, F 
was able to make the connection between her somatic 
and psychological symptoms as her reports of  abdominal 
pain coincided with her re-experiences of  her circumci-
sion, or even just thinking about returning to her home 
country. This case study highlights the important con-
nection between the physical and psychological effects 
of  FGM. In F’s case, the psychological impact of  PTSD 
actually manifested itself  physically as it perpetuated her 
somatic symptoms. 
 A study done by Elnashar and Abdelhady (2007) 
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investigated the psychological effects of  FGM, com-
paring a random sample of  200 circumcised women to 
64 uncircumcised women. The data were collected in a 
questionnaire format utilizing the Symptoms Check List 
90 that was developed by Derogatis and colleagues to 
identify patterns of  psychological ill-being (Derogatis, 
2000). Results revealed that compared to the uncircum-
FLVHG� ZRPHQ�� WKH� FLUFXPFLVHG� IHPDOHV� KDG� VLJQLÀFDQW�
differences regarding somatization, anxiety, and phobia 
(Elnashar et al., 2007). It was also found that women suf-
fer from feelings of  incompleteness, anxiety, depression, 
chronic irritability and frigidity as a result of  undergoing 
FGM. 

Psychosexual Dysfunction

 Psychosexual dysfunction is characterized by the 
inability to achieve sexual arousal or satisfaction at the ap-
propriate times or in the proper situations. It is most typ-
ically the result of  mental or emotional issues, the most 
frequent being depression, anxiety, traumatic sexual ex-
perience, guilty feelings, stress, and negative body image 
(Mount Sinai Hospital, 2013). Most of  these factors are 
associated with FGM, and thus have the capacity to mani-
fest as psychosexual dysfunction in a circumcised woman. 
 El-Defrawi, Galal Lotfy, Dandaash, Refaat, and 
Eyada (2001), carried out a study supporting the notion 
that female genital mutilation can lead to a variety of  psy-
chosexual dysfunctions in affected women such as dys-
PHQRUUKHD��ODFN�RI �VH[XDO�GHVLUH��DQG�GLIÀFXOW\�UHDFKLQJ�
orgasm. Both circumcised and uncircumcised women in 
Egypt were interviewed about their sexual behaviors and 
attitudes using the Arabic version of  the Sexual Behavior 
Assessment Schedule (El-Dafrawi, 1992). Results showed 
WKDW�VLJQLÀFDQWO\�PRUH�FLUFXPFLVHG�IHPDOHV�������UHSRUW-
ed a lack of  sexual desire than uncircumcised women. Cir-
cumcised women were also less pleased by sex, and were 
less likely to initiate sex with their husbands (El-Defrawi 
et al., 2001).  Not only did they have problems during sex, 
but some women also developed a phobia of  sex, as well 
as emotional problems as they relate to their relationships 
with their husbands and the decision of  whether or not 
to circumcise their own daughters. 
 Other research has focused on determining the 
main outcome of  psychosexual effects due to FGM 
(Ibrahim, Ahmed, and Mostafa, 2012). Two hundred 
and twenty married women, both circumcised and un-
circumcised, were asked to complete a validated 19-item 

Female Sexual Function Index (FSFI) questionnaire in 
an interview setting. They were evaluated psychologically 
via the symptoms check list developed by Derogatis & 
colleagues mentioned in a previous section. Finally, each 
participant was given a gynecological examination (Ibra-
him et al., 2012). Of  the circumcised participants, 86% 
had undergone Type I FGM while 14% had undergone 
Type II. Positive elements of  sexual experience such as 
desire, lubrication, satisfaction, and orgasm, were all re-
ported more frequently within the uncircumcised group 
WKDQ�ZLWKLQ�WKH�FLUFXPFLVHG�JURXS��$GGLWLRQDOO\��VLJQLÀ-
cant differences were found between the two circumcised 
groups in their total FSFI scores. The group of  women 
ZKR�XQGHUZHQW�7\SH�,,�)*0�VFRUHG�VLJQLÀFDQWO\�ORZHU�
than the Type I FGM group in desire, lubrication, satis-
faction, pain, and orgasm, and reported higher scores of  
somatization, depression, phobia, and anxiety as it typi-
cally a more invasive procedure.

3. Cultural Implications

 Although it is certainly necessary to understand 
the mental health implications of  FGM, it can be use-
ful to examine how the practice is culturally perceived 
(Hearst & Molnar, 2013). As one can imagine, undergoing 
FGM and all of  the consequences that come along with 
it would not be something most women would choose to 
do for personal pleasure. According to the Elnashar et 
al. (2007) paper mentioned in a previous section, women 
were most likely to undergo FGM for a traditional or re-
ligious reason. The social pressure associated with certain 
cultural ideologies seem to outweigh the desire to avoid 
physical suffering. Many girls and women are left to suffer 
in silence as they feel that there is no acceptable way to 
express their fears within their culture. Sometimes, they 
are even told that if  they do express their fear, they will 
cause the death of  their mothers and the shame of  their 
families (The Harvard Law Review Association, 1993). 
 The socio-cultural intent of  FGM is thought to 
be the prevention of  sexual promiscuity among young 
women, and to avoid pregnancy outside of  wedlock 
(UNICEF, 2005). Circumcision becomes a social status 
marker, communicating a woman’s place within the struc-
ture of  society. It is perceived to be a metaphorical shield 
of  protection for women that prevents them from sham-
ing their families due to the implied chastity of  the prac-
tice (Gruenbaum, 2005). According to research, howev-
er, FGM does not necessarily lower a woman’s level of  
sexual promiscuity from the baseline. In the previously 
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mentioned study done by Nnodum, results showed that 
WKHUH�ZDV�QR�VLJQLÀFDQW�GLIIHUHQFH�EHWZHHQ�WKH�OHYHO�RI �
sexual promiscuity in circumcised women and uncircum-
cised women as the level of  promiscuity was already very 
low among uncircumcised women, essentially operating 
DV�D�ÁRRU�HIIHFW� �1QRGXP���������7KLV�UHVXOW� UDLVHV� WKH�
question, then, of  whether or not FGM serves a signif-
icant cultural purpose, a question at the core of  many 
arguments against the practice. 
 In cultures that practice FGM, it is often used 
as a protective mechanism for a woman’s marriageability 
(Gruenbaum, 2005). Women frequently experience psy-
chological tension when they anticipate the severe pain 
WKH\�PXVW�XQGHUJR�LQ�RUGHU�WR�IXOÀOO�WKHLU�VRFLDO�UROHV�DV�
a wife and a mother. Psychosexual dysfunctions that re-
sult from FGM certainly have implications for the mar-
riages and relationships of  these women (Ibrahim et al., 
2013), as suffering from a psychosexual disorder would 
complicate the process of  sexually satisfying a partner. 
This results from the distractedness by the anxiety that 
precedes sex, the intense physical pain that results from 
it, and the feelings of  inadequacy and failure that come 
afterward. Additionally, women who undergo FGM also 
WHQG�WR�H[SHULHQFH�D�VHQVH�RI �IDLOXUH�WR�IXOÀOO�WKHLU�VRFLDO�
roles as persistent worry and constant pain interfere with 
their ability to be a wife and a mother (Whitehorn, 2002). 
These feelings can further lead to experiences of  social 
isolation for circumcised women.
 The issue of  FGM also places pressure on social 
VLWXDWLRQV��VSHFLÀFDOO\�RQ�FORVH�UHODWLRQVKLSV��,Q�D�VHOI�UH-
port study, Youssouf  (2013) reported that living in a cul-
ture that practices FGM contributes to marital tension, as 
ZHOO�DV�GLIÀFXOWLHV�IRU�ZRPHQ�UHJDUGLQJ�GHFLVLRQ�PDNLQJ�
about their daughters’ futures. For instance, Youssouf ’s 
father did not want her and her sisters to be circumcised, 
but her mother was so insistent upon it that they were 
circumcised in secrecy while her father was away. This 
created a lot of  tension in her parents’ marriage, almost 
leading to their divorce. Whereas her father did not agree 
with FGM, Youssouf ’s husband wanted their daughter 
WR�XQGHUJR�WKH�SURFHGXUH��SODFLQJ�<RXVVRXI �LQ�D�GLIÀFXOW�
position between maintaining marital harmony and doing 
what she felt was right according to her moral beliefs. Ei-
ther way, she was going to face psychological pressure as a 
UHVXOW�RI �WKLV�WHQVLRQ��<RXVVRXI ·V�VWRU\�SURYLGHV�D�VSHFLÀF�
example of  how socio-cultural factors are at play in the 
practice of  FGM. 

4. Implications for Treatment and Counseling 

 ,Q�WKH�:HVW��WKHUH�DUH�PRUH�FOHDUO\�GHÀQHG�LQWHU-
ventions to treat psychological disorders. Interventions in 
non-westernized cultures often take completely different 
forms. In the majority of  Muslim cultures, religion is seen 
as the primary means of  maintaining psychological health, 
and the Islamic quest includes the scrutiny of  the human 
make-up (Baasher, 2001). That is, it requires self-analysis 
to identify where one falls short of  his ideal. This includes 
the recognition of  one’s inner weakness that requires re-
ligious devotion and useful work to be overcome. Ulti-
mately, the tension between religious underpinnings as a 
means of  mental health maintenance and its support of  
a practice that is so detrimental to mental health causes 
a real problem for circumcised women. What are they to 
do if  the religion that is supposed to support their mental 
health is the same religion that causes them to suffer the 
SV\FKRORJLFDO�WUDXPD�LQ�WKH�ÀUVW�SODFH"�
 FGM is a sensitive topic for both physicians and 
patients, and there has not been a very clear way to handle 
the issue in a medical setting. Women who are victims of  
FGM have had mixed opinions about how they wish to 
talk about their circumcision with physicians (Hearst et 
al., 2013). Some women become confused when doctors 
do not discuss it with them because they are expecting 
instrumental assistance. On the other hand, some women 
become frustrated with discussing FGM because they ar-
gue that it becomes a topic of  fascination for the doctor, 
causing them to be seen as “specimens” instead of  as 
humans. Thus, there are obvious issues with how to treat 
the effects that result from FGM. Perhaps this is when 
the previously mentioned “culturally sensitive” approach 
would be most effective (Hearst et al., 2013). Women 
who have come to America after experiencing FGM re-
port wanting their physicians to know that they have un-
dergone the procedure, but they do not want to discuss it 
further unless there is an anticipated problem that would 
involve discussion. And when discussion is necessary, it 
is important that physicians use terminology with which 
their patients are comfortable. For example, most women 
who have undergone the procedure do not call it FGM, 
but prefer the term “circumcision” as it seems more neu-
tral (Hearst et al., 2013).
 Evidently, FGM is associated with many long-
term psychological, marital, and social problems for the 
women who undergo the procedure. It is important, then, 
for health centers, hospitals, mosques, and women’s orga-
nizations to spread the message about the health impair-
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ments associated with FGM in order to protect women 
in the future. With the goal of  helping patients cope with 
life problems, counselors should also make sure that they 
are well-informed about the culture from which a patient 
comes (Nnodum, 2007). This is especially important for 
counselors working with victims of  FGM. It has even 
been suggested that counselors seek to be a part of  pro-
moting public engagements about ending the practice. By 
doing this, counselors could help women protect their 
KHDOWK�� WKHLU�PDUULDJHV�� DQG� WKHLU� UROH� IXOÀOOPHQW�ZLWKLQ�
society.
 In conclusion, FGM wears its title as a contro-
versial topic as a result of  its combination of  culturally 
imbedded importance and severe psychological conse-
quences. Psychological effects include, but are not limited 
to: depression, anxiety, PTSD, and psychosexual dysfunc-
tion. FGM can also cause feelings of  isolation by inter-
fering with marriage relationships, and the ability for a 
ZRPDQ�WR�IXOÀOO�KHU�VRFLDO�UROH��3K\VLFLDQV�DQG�FRXQVHORUV�
should be careful to consider the cultural background of  
an FGM victim so that he can most effectively help her 
cope with her physical and psychological problems. 

5. Suggestions for Future Research

 There is clearly a need for intervention and com-
promise with respect to the practice of  FGM on behalf  
of  women. This will require that the focus on the im-
plications of  FGM not remain solely on the physical, 
but also adjust to include the long-lasting psychological 
damage that FGM can cause for women. As previously 
mentioned in this paper, there is a lack of  psychological 
research done on the topic of  FGM. Because it is such 
a substantial Human Rights debate, many studies have 
been focused on more explicit physical danger that could 
qualify as child abuse. Further psychological studies could 
help clarify the causes and consequences of  the pain and 
suffering involved with FGM, and serve as a promotion 
for development of  ways to combat its negative effects 
(Gruenbaum, 2005). Some of  the research in this article 
has highlighted the ways in which psychological effects 
of  FGM perpetuate the physical symptoms. This fact 
VXJJHVWV�WKDW�SV\FKRORJLFDO�UHVHDUFK�FRXOG�SURYH�EHQHÀ-
cial as supporting evidence for research done on physical 
trauma. Studies that focus on predictive and protective 
factors (e.g. social situation and parents’ beliefs) of  FGM 
could be of  great value as they could direct education 
and awareness to the communities that have the highest 

prevalence of  such factors. That being said, it is also im-
portant to keep in mind the cultural variances in the moti-
YDWLRQV�IRU�)*0�WKDW�DUH�FRPPXQLW\�VSHFLÀF��81,&()��
2005).
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