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ABSTRACT

Introduction The adverse physical consequences of
female genital mutilation/cutting (FGM/C) have been
thoroughly investigated and documented. Yet, we know
little about the adverse mental health consequences of
the practice. To fill this research gap, we systematically
reviewed studies that assessed any adverse mental health
consequences related to FGM/C.

Methods We searched four databases from inception

to 21 December 2018. We then reviewed all titles and
abstracts for relevant studies. We used the National
Institutes of Health quality assessment tool to appraise the
quality of each study and the Newcastle-Ottawa Scale to
rate the risk of bias within studies.

Results We included 16 studies in this review; only six
studies examined the association between FGM/C and
adverse mental health outcomes as the sole research
question. Among the included studies, 10 were conducted
at the participants’ country of origin. The sample size of the
populations studied ranged from 3 to 4800 participants.
Only one study received a rating of ‘good’ methodological
quality.

Fourteen of the 16 studies reported an association
between FGM/C and at least adverse mental health
outcome. These included eight studies that reported a
higher burden of adverse mental health outcomes among
women who underwent FGM compared with women who
did not undergo FGM/C. Four studies reported a correlation
between the severity of FGM/C and the severity of adverse
mental health outcomes.

Conclusion This systematic review documents an
association between FGM/C and adverse mental health
outcomes. Importantly, our review demonstrates the need
for more rigorous research on the topic.

INTRODUCTION

The total number of women and girls who
have undergone female genital mutilation/
cutting (FGM/C) is unknown. However, the
United Nations International Children’s
Emergency Fund estimates that there are
currently more than 200 million women and
girls who have undergone FGM/C, living in 30
countries around the globe.' Moreover, while

Key questions

What is already known?

» There are more than 200 million women and girls
who have undergone female genital mutilation/cut-
ting (FGM/C), living in 30 countries around the globe.
Further, about 3 million girls remain at risk of being
subjected to FGM/C annually.

» There has been an increased interest in studying the
adverse health outcomes associated with FGM/C
over the past few decades. The adverse physical
consequences of FGM/C have been thoroughly in-
vestigated and documented. We know, however,
very little about the adverse mental health conse-
quence of the practice.

» Despite poor mental health being cited as a conse-
quence of the practice in most reports on FGM/C,
data documenting the prevalence and severity of
such consequences are sparse.

What are the new findings?

» The quality of the studies assessed is generally
weak.

» Our systematic review documents an association
between FGM/C (especially among severe cases of
FGM/C) and adverse mental health outcomes.

What do the new findings imply?

» Future work should create more rigorous evidence,
particularly on the correlation between FGM/C type
and severity of adverse mental health outcomes.

the overall rate of the practice is declining,
about 3million girls remain at risk of being
subjected to FGM/C annually.®* The practice
is most prevalent in Eastern, Northeastern,
Western regions of Africa, a number of coun-
tries in the Middle east and Asia, and asylum
seekers and migrant communities from these
countries—mainly to high-income coun-
tries.*”

FGM/C refers to any practice that involves
deliberately cutting, injuring or changing
the external female genitalia. As such, the
FGM/C ranges from ritual superficial nicks to
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the complete removal of the external genitalia. FGM/C
is often performed for cultural, religious or other
non-medical reasons; often on girls between the ages of
4 and 10.°” WHO identifies four types of FGM/C based
on the procedure and severity; type III being the most
severe.® There is a near global consensus for the need
to protect girls from undergoing FGM/C, evidenced by
the fact that FGM/C is illegal in most countries.’? More-
over, the practice is considered a violation of the inter-
national human rights laws.” A number of international
agencies and government have recently been advocating
for investing in the provision of adequate care to address
the health-related consequences of FGM/ ok

Over the past few decades, there has been an increased
interest in studying the adverse health outcomes associ-
ated with FGM/C. The adverse physical consequences
of FGM/C have been thoroughly investigated and
documented.'*® We know, however, very little about
the adverse mental health consequence of the practice.
Despite poor mental health plausibly being a potential
consequence of FGM/C, data accurately documenting
such outcomes are sparse. Prior efforts to examine the
state of the evidence on adverse mental health outcomes
were often non-systematic in their approach or only
reported mental health disorders in conjunction with
sexual health-related outcomes of women who under-
went FGM/C.'*'® To our knowledge, to date, there has
been no systematic effort to synthesise the evidence that
examines the adverse mental health outcomes associated
with FGM/C in the public health or medical literature.

To fill this research gap, we systematically reviewed
studies that assessed any adverse mental health conse-
quences related to FGM/C. This review aimed to answer
the question: what are the psychological disorders associ-
ated with undergoing FGM/C?

METHODS

Search strategy

We conducted a search across the following bibliographic
databases: PubMed,17 Embase,18 Web of Science' and
PsycINFO® from inception to 21 December 2018. We
present the detailed search strategies in online supple-
mentary file 1. Overall, we combined various syno-
nyms for FGM/C with terms focusing on mental health
outcomes including various synonyms for mental health,
depression, anxiety and post-traumatic stress disorder
(PTSD). To maximise the number of studies identified,
we applied no filters (except for a filter limiting the sex
of participants to female in PsycINFO database). We also
conducted a manual search of the references of included
studies from the database search and prior reviews on the
FGM/C to account for any records we might have missed.

Study identification and abstraction

Following deduplication using the reference manage-
ment software Mendeley, we screened the titles and
abstracts of identified records to decide whether we

Records identified through
database (1=892) and manual
search (n=1)

(total n = 893)

Duplicates removed
- 562)

Ielevant titles/abstracts

Titles/abstracts screened excluded (including qualitative
e
(n=331) studies)
(n =260)

Full text assessed for Irrelevant records excluded
data extraction ——» | (induding qualitative studies)
n=71 (n =36

Publications read in full text Publications excluded if
s
(n=35) - Study did not indude mental
o

health-related outcome(s)
l (n=18)

- Article is not written in English

Studies included (n=1)
=16

Figure 1 Flow chart describing the study selection process
and number of articles retrieved, included and excluded.
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Eligibilty

Included

should appraise the full paper using the systematic
reviews web app Rayyan QCRI. We then screened full
texts to determine whether to include or exclude articles.
We excluded articles if the study was qualitative in nature,
did not report psychological outcome(s), or if the full
text was not written in English.

We abstracted included studies into an electronic
form (Microsoft Excel). In the abstraction form, we
summarised the research question(s), study popula-
tion and sample size, psychological outcomes investi-
gated, tools used for psychological assessment and study
results. We present a flow chart, guided by the Preferred
Reporting Items for Systematic Reviews and Meta-Anal-
yses guidelines, describing the study selection process
and number of articles retrieved, included and excluded
in figure 1.

Study quality assessment and risk of bias

No study was excluded from this review on the basis of
methodological quality. We did, however, use the US
Department of Health and Human Services, National
Institutes of Health quality assessment tool for observa-
tional cohort and cross-sectional studies to appraise and
report on the quality of each study.”’ The answers to the
tool measures were ‘yes’, ‘no’, ‘not mentioned’ or ‘not
relevant’. We then rated the studies as of ‘poor’, ‘fair’ or
‘good’ methodological quality.

Guided by the Newcastle-Ottawa Scale for risk assess-
ment of non-randomised trials, we then assessed the risk
of bias for each of the included studies. We assessed each
study on risk of bias in participant selection (represen-
tativeness, size and non-respondents to study sample),
comparability (reporting on different exposure groups)
and exposure/outcome relationship measurement
(quality of outcome assessment methods and appropri-
ateness of statistical methods used for analysis).** ** For
each study, we then rated levels of risk as ‘low level of
risk’, ‘high level of risk” and ‘unclear risk’. The last cate-
gory indicates that the information needed for adequate
assessment was inconclusive or unavailable.

Patient and public Involvement
Patients were not involved in conducting this review.
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RESULTS

We describe the research questions, study population
and sample size, mental health outcomes investigated,
tools used for psychological assessment, key results and
methodological quality of the 16 studies included in this
review in detail in table 1.

Research questions

Of the 16 studies we included, six focused solely on the
adverse mental outcomes of FGM/C.7 228 The other
10 studies examined a variety of FGM/C-related health
measures, including adverse mental health outcomes.?* 38

Study population and sample size

Studies varied in both characteristics of populations
studied and sample size. While a number of studies
restricted their populations to a specific ethnic group
or age category, others included a wide range of demo-
graphic characteristics. Ten studies were conducted at
the participants’ country of origin: Egypt, Ethiopia, Iran,
Iraq, Israel, Kuwait and Senegal” 7 %23 % and six
studies targeted migrant women in Greece, the Neth-
erlands, Spain and the USA.* 338 Geven studies
examined potential adverse mental health outcomes
spanning adolescence and adulthood,” 27 %52 34 38 iy
studies restricted their populations to adults,” 282935 36 37
two studies to adolescents™ ** and one study™ did not
list participants’ age range. While the majority of studies
focused on recruiting women, one study” recruited
couples. The sample size of populations studied ranged
from 3 to 4800 participants.

Study design

All studies were cross-sectional in nature and did not
follow participants over time. Eleven studies used
comparison groups of women who did not undergo
FGM/ C7 242729323435 \hile five studies reported results
only from women who underwent FGM/ (. 283536-38

Measurement of adverse mental health outcomes
Studies used a variety of instruments for psychological
assessment. Four studies used the Hopkins symptoms
check list 25 (SCL 25) to assess the burden of depres-
sion and anxiety.?” % * % Three studies used the SCL 90
to assess the burden of somatisation, depression, anxiety,
hostility and phobia.** ® * Three studies used the mini
international neuropsychiatric interview to assess either
the burden of PTSD, affective disorder, anxiety7 % or the
burden of depression.”” Two studies used the General
Health Questionnaire-28 item to assess the burden of
somatic symptoms, insomnia, social dysfunction and
depression.” ** Two studies used the Harvard Trauma
Questionnaire-30 item to assess the burden of PTSD.* 57
Instruments used in one study to assess the burden of
PTSD included the PTSD CheckList-Civilian Version,™
PTSD Inventory,” Arabic version of Child PTSD Reac-
tion Index™ and PTSD Symptom Scale-Interview.*®
Instruments used in one study to assess the burden of
depression included the Center for Epidemiologic

Studies Depression Scale® and the Arabic version of
the Children’s Depression Index.”® One study used the
SCL-25 to assess the overall the burden of mental health
disorders.”™ Two studies did not provide information on
the instruments used for psychological assessment.*® *

Study quality assessment and risk of bias

Studies varied in quality but the majority received a
rating of ‘fair’ quality. Only one study received a rating
of ‘good’ quality,”’ nine studies received a rating of “fair’
quality®*20 283031333557 5y  6ix studies received a rating of
‘poor” quality.” 2?3338 [ 4¢k of sample size justification,
limited assessment of confounding factors (lifetime trau-
matic events in particular) and lack of outcome stratifica-
tion based on FGM/C type were the most common limi-
tations. Moreover, the majority of studies did not report
on the participation rate of individuals eligible for the
study or whether outcome assessors were blinded to the
exposure status of participants. We present the detailed
quality assessment of each study in online supplementary
file 2.

Among the three types of risk of bias we assessed,
studies reported the highest risk of bias in exposure/
outcome relationship measurement (eight studies)
followed by comparability (four studies), then selection
risk of bias (two studies). A rating of ‘unclear risk’ was
given to 11 studies when assessing selection risk of bias,
10 studies when assessing comparability risk of bias and
7 studies when assessing exposure/outcome relationship
measurement risk of bias. We present the detailed risk of
bias assessment of each study in figure 2.

Exposure to lifetime traumatic events

Lifetime traumatic events can confound reported mental
health outcomes.™ Yet, only four studies’ %’ * explicitly
reported on lifetime traumatic events when examining
the association between FGM/C and adverse mental
health outcomes. Three studies’ * * used ‘lifetime trau-
matic events’ as a demographic variable of study partic-
ipants. Only one study”’ identified ‘lifetime traumatic
events’ as a variable predictive of adverse mental health
outcomes incorporated in a regression model.

Overall study results

Fourteen out of the 16 studies reported an association
between FGM/C and at least 1 adverse mental health
outcome’ *%; five of these studies explicitly noted that
the results were not statistically significant for all***! or
some outcomes.” ** Of the remaining two studies, one
study®® concluded that there was no association between
FGM/C and adverse mental health outcomes and the
other study® did not provide reportable results.

When stratified by study design, 11 studies’ 2*-27 2932343
alsoassessed the burden ofadverse mental health outcomes
among a comparison group (control group). In eight of
these studies,” ** 202730323435 there was a higher burden
of adverse mental health outcomes among women who
underwent FGM/C compared with the control group. In
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the remaining three studies™ ' that assessed a control

group, the results were mixed, that is, some of adverse
mental health outcomes measured were higher among
the group that did not undergo FGM/C. Another five
studies™ ** ¥ did not use a control group. Among
these, three studies®™*** reported an association between
FGM/C and adverse mental health outcomes.

Study results stratified by mental health outcome

As shown in figure 3, results differed depending on the
mental health outcome assessed. Of the 11 studies that
assessed depression as an outcome, three studies™ ** **
received a rating of ‘poor’ methodological quality. Six
studjes?! 26 2731 3234 reported a higher burden of depres-
sion among women who underwent FGM/C compared

PTSD
Anxiety

Depression

Overall

8 10 12 14 16 18

o
~
IS
o

Number of studies

= Yes (in relation to a comparison group) = Yes (without a comparsion group)

No (with or without a comparsion group) Outcome was not assessed o results were not reported

Figure 3 Overview of studies examining the association
between FGM/C and adverse mental health outcomes.
FGM/C, female genital mutilation/cutting; PTSD, post-
traumatic stress disorder.

with the control group of women who did not undergo
FGM/C; two of these studies® * explicitly noted that
the results were not statistically significant. Conversely,
two studies® * reported a higher burden of depression
among women who did not undergo FGM/C; both
studies explicitly noted that the results were not statis-
tically significant. Three studies™ ***” that only assessed
women who underwent FGM/C—that is, no control
group—reported a high burden of depression among
participants.

Among the 11 studies that assessed anxiety as an
outcome, two studies’ ** received a rating of ‘poor’
methodological quality. Six studies’ 2* 227 % * reported
a higher burden of anxiety among women who under-
went FGM/C compared with the control group of
women who did not undergo FGM/C. Conversely, two
studies” *' reported a higher burden of anxiety among
women who did not undergo FGM/C; both studies noted
that their results were not statistically significant. Three
studies® ** %7 that only assessed women who underwent
FGM/C—no control group—reported a high burden of
anxiety among participants; one of these studies™ explic-
itly noted that the results were not statistically significant.

Of the 10 studies that assessed PTSD as an outcome,
one study’ received a rating of ‘poor’ methodological
quality. Six studies’ 27233 reported a higher burden of
PTSD among women who underwent FGM/C compared
with the control group of women who did not undergo
FGM/C; among these, two studies® ?° noted that the
results were not statistically significant. Conversely, one
study’' reported a higher burden of PTSD among women
who did not undergo FGM/C; the study explicitly noted
that the results were not statistically significant. Three
studies® ** *7 that only assessed women who underwent
FGM/C—no control group—reported a high burden of
PTSD among participants.

Other notable adverse mental health outcomes assessed
included somatic symptoms (six studies’ 2* 20 %0 3234 4]
reported an association), overall affective disorder (two
studies’ *; both reported an association) and overall
psychological consequences (three studies®™ *° *; one
reported an association™).

Study results stratified by geographical location

Of the 10 studies conducted at the participants’
country of origin, three studies’ ** ** received a rating
of ‘poor’ methodological quality. Eight of the 10
studies’ 2* 20273032 345 reported a higher burden of
adverse mental health outcomes among women who
underwent FGM/C compared with the control group
of women who did not undergo FGM/C. Conversely,
two studies® 3! reported mixed results, that is, some
outcomes were higher among the group that did not
undergo FGM/C.

Of the six studies that targeted migrant women, three
studies® * * received a rating of ‘poor’ methodological
quality. One study® that compared adverse mental health
outcomes between women who underwent FGM/C and
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women who did not undergo FGM/C reported mixed
results. Three studies®***” that only assessed women who
underwent FGM/C—no control group—reported a high
burden of adverse mental health outcomes among partic-
ipants. One study” without a control group reported a
lack of association between FGM/C and adverse mental
health outcomes and another study™ did not provide
reportable results.

Study results stratified by FGM/C type

Four studies® ** ** *" investigated whether FGM/C type
(severity) affected the severity of adverse mental health
outcomes. All four studies reported a correlation between
the severity of FGM/C and the severity of adverse mental
health outcomes. FGM/C type III (the most severe form)
had the highest association with adverse mental health

outcomes.

DISCUSSION

In a comprehensive review of the literature about the
relation between FGM/C and adverse mental health
outcome, we found that of the 16 studies included, 14
reported an association between FGM/C and at least
1 adverse mental health outcome. The studies that
examined specific mental health outcomes consist-
ently reported an association between FGM/C and that
particular outcome. The four studies that stratified their
results by FGM/C type found an association between
the severity of FGM/C and the severity adverse mental
health outcomes. Importantly, our review found that of
the included studies only one received a rating of ‘good’
methodological quality. Further, the majority of studies
reported ‘high risk of bias’ or ‘unclear risk’ in one or
more of the categories used to assess risk of bias.

Our findings are consistent with results of prior smaller
reviews. For example, the review by Berg et al (included
four studies), reported an association between FGM/C
and adverse mental health outcomes. The same review
highlighted the lack of rigour in study design and
methods in included studies (all studies received a rating
of ‘moderate’ or ‘low’ quality)."* In their literature review
on the long-term health consequences of FGM/C, Reisela
and Creighton concluded that the FGM/C led to long-
term adverse psychological outcomes (based on three
studies).'® Our review adds to the literature through
providing a more comprehensive overview of existing
research on adverse mental health outcomes linked to
FGM/C. Further, we provide a quality assessment for
existing literature on the subject.

This review is not without limitations. First, like all
systematic reviews, our review is subject to publication
bias. It is possible that studies that did not show an asso-
ciation with mental health outcomes were not published.
However, the consistent presence of an association across
studies—and the observation of a dose-response rela-
tionship between the severity of FGM/C and mental
health outcomes in four studies—mitigates the concern

that what we are seeing spurious findings due to publica-
tion bias. Second, all the studies included in our review
are cross-sectional in nature, with a small sample size, and
many do not account for confounding factors; lifetime
traumatic events in particular. It is, therefore, difficult,
from these studies, to isolate causality only to FGM/C
and it is not implausible that the observed mental health
consequences are attributable to a host of concomitant
conditions that disadvantage the women studied. Third,
the quality assessment tools we used, while designed for
observational studies in general, may be limited when
assessing cross-sectional studies. This limitation, however,
is more reflective of the lack of proper tools to assess
cross-sectional studies in general. Finally, due to the
heterogeneity in the psychosocial assessment tools used
by the studies, and the low quality of included studies, it
was not possible to conduct a quantitative meta-analysis of
the results. It is worth noting that these limitations high-
light the need to invest in quality longitudinal research
on the adverse mental health consequences of FGM/C.

CONCLUSION

While there is a large body of literature on the physical
effects of FGM/C, there is little quantitatively meas-
uring the mental health consequences of the practice.
This review provides a comprehensive summary of the
existing literature on the adverse mental health conse-
quences of FGM/C. The observation that FGM/C is
associated with adverse mental health outcomes should
not be surprising. There is abundant evidence that trau-
matic event experiences are associated with adverse
mental health outcomes over the life course.* FGM/C,
especially severe forms, can be a traumatic experience
through deliberating inflicting of harm on girls, often
without anaesthesia, at a particularly sensitive life course
period. This review should set to rest, once and for all,
the misconception that the cultural normalisation of
FGM/C somehow minimises the adverse mental health
consequences associated with this practice.” This review
shows that, in addition to the physical consequence of
this practice, it is also associated with poor mental health
outcomes that may accompany women throughout their
lives.

Importantly, our review demonstrates the need for
further, better quality, research on the topic. Based on
our review, future research should aim to incorporate the
following criteria to improve the methodological quality
of evidence on the topic: 1) improve and standardise
the psychological tools necessary to assess the associa-
tion between FGM/C and adverse health outcomes; 2)
independently investigate the board range of potential
adverse mental health outcomes that may be associated
with undergoing FGM/C; 3) stratify reported outcomes
based on FGM/C type; 4) address and control for poten-
tial confounding, lifetime traumatic events in particular;
and 5) use longitudinal study designs to document the
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full scope of the mental health consequences of FGM/C

over time.
Twitter @SalmaMHAbdalla
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