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Female Genital Mutilation/Cutting (FGM/C) is a human rights violation that has profound
physical, psychological, and social consequences for millions of women and girls globally.
While global research has documented the physical and psychosocial consequences of FGM/C,
very few studies have examined the mental health outcomes and service experiences of survivors
living in the United States. This mixed methods study aimed to: 1) explore the ways in which
protective and risk factors, including social support, resilience, and intimate partner violence,
shape the mental health experiences of FGM/C survivors; and 2) identify key barriers,
facilitators, and strategies for improving access to and support for mental healthcare for survivors
of FGM/C. Life Course Theory and Levesque’s framework were used to guide this study. Using
a convergent mixed-methods design, quantitative and qualitative data were collected
simultaneously and integrated for interpretation. The quantitative component consisted of an
online survey assessing anxiety and depression symptoms, experiences of intimate partner
violence (IPV), social support, resilience, and cultural connectedness among survivors of
FGM/C. The qualitative component included individual interviews and focus groups with
survivors of FGM/C and interviews with mental health professionals and advocacy organizations

to capture lived experiences, barriers to care, and strategies for healing and advocacy.



Quantitative findings revealed mild levels of anxiety and depression, moderate levels of [PV,
moderate perceived social support, low resilience, and moderate cultural connectedness, both
within the United States and in their home countries. Qualitative findings enriched these results
by illustrating how survivors’ experiences of distress, healing, and help-seeking are shaped by
cultural identity, community expectations, and systemic inequities in care. Survivors emphasized
the dual role of cultural belonging as both protective and constraining, the emotional burden of
silence, and the transformative power of advocacy and collective healing.

Taken together, these findings underscore that mental health outcomes among FGM/C survivors
must be understood within broader cultural, relational, and structural contexts. The study
highlights the urgent need for trauma-informed, culturally responsive systems of care, expanded
provider training and education, and policy and funding initiatives that address the specific needs
of this population. Ultimately, the results affirm that survivors of FGM/C are not defined by

harm but by their resilience, agency, and capacity for healing and transformation.
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Chapter 1: Introduction
Definition and types

Female Genital Mutilation or Cutting (FGM/C) refers to all procedures involving partial
or the entire removal of the external female genitalia or any other injury to the female genitalia
for cultural or other non-medical reasons. It is a practice that includes the removal of healthy
tissue, which interferes with normal body functioning (WHO, 2024a). FGM/C is a form of
violence against women and girls (VAWG) (UN Women, 2017). FGM/C is known by various
names across the globe. “Female Genital Mutilation” or “FGM?” is used in United States law (18
U.S. Code §116; Council of the great schools, 2018). The term “Mutilation” is used by
populations that oppose the practice and advocate for the abolishment of this practice (Council of
the great schools, 2018). The term FGM/C is used to acknowledge that the practice is harmful
but also to be culturally sensitive to the fact this is a cultural tradition for many populations
globally (Council of the great schools, 2018). Many ethnic groups refer to this practice in their
native language (i.e., Sunna/Sunnah (Arabic, Mandingo and Soussou), halalays (Somali), megrez
(Ambharic) and khitan/khitaan (Arabic) (Asmani & Abdi, 2008; National Health Services, 2022).
FGM/C will be used through the duration of this study.

There are four different types of FGM/C (WHO, 2024a). Type I (Clitoridectomy) is the
partial or total removal of the clitoris glans and/or the removal of the prepuce/clitoral hood. Type
IT (Excision) is the partial or total removal of the clitoris glans and the labia minora, with or
without removal of the labia majora. Type III (Infibulation) is the narrowing of the vaginal
opening through the creation of a covering seal. The seal is formed by cutting and repositioning
the labia minora and labia majora. The practice is done with or without removal of the clitoral

glans and prepuce. This procedure carries the greatest risk of short- and long-term health



complications. Type IV is any harmful procedure on the genitalia done for non-medical purposes
(e.g., piercing, scraping, pricking, and cauterizing). As a result, females that undergo any type of
this procedure are at risk for numerous short-term and long-term physical and mental health
complications, as well as death (WHO, 2024a). There is a high economic impact on global
healthcare costs associated with physical and mental health outcomes among survivors of
FGM/C.
Causes of FGM/C

FGM/C is performed for various reasons. In some countries, FGM/C is performed for
cultural and traditional reasons (WHO, 2024a; Council of the great schools, 2018). FGM/C is
also believed to increase a girl’s chances of being married by ensuring virginity prior to
marriage, marital fidelity, and reduce the girl’s libido (United Nations Population Fund, 2024).
In some cultures, FGM/C is a coming-of-age ritual, initiating the transition from a girl to
becoming a woman and a full member of society (WHO, 2024a). Another common reason for
the practice of FGM/C is related to the belief of hygiene and cleanliness (United Nations
Population Fund, 2024). Some communities believe that the female genitalia are dirty and ugly,
therefore, FGM/C will promote cleanliness and improve the outward appearance. Although
having FGM/C performed by a trained medical professional may be considered safer, this
procedure removes healthy tissue for non-medical purpose and the complications of this
procedure result in devastating health and psychological consequences (United Nations
Population Fund, 2024).
Prevalence of FGM/C globally and in the United States

Data show that more than 230 million girls and women worldwide have undergone

FGM/C (UNICEF, 2024a). Additionally, globally 4.4 million girls are at risk of undergoing



FGM/C in 2024 (UN Women, 2024). This practice is most commonly carried out between
infancy and 15 years of age (WHO, 2024a). Historically, FGM/C has been practiced in 92
countries (Equality Now, 2020), primarily in about 33 African countries (United Nations
Population Fund, 2024), parts of Asia (such as Malaysia, Indonesia, and India) (Ghadially, 1992;
Dahlui, 2010), and parts of the Middle East (such as Yemen, Iraq, Oman, and Saudi Arabia)
(Alsibiani, 2010; Al-Hinai, 2014). Africa comprises the largest prevalence of FGM/C cases (over
144 million), followed by Asia (over 80 million), and then the Middle East (6 million) (UNICEF,
2024b).

With the increase of global immigration, prevalence rates for the practices of FGM/C and
the number of girls and young women at risk for FGM/C could potentially continue to increase
in the United States. In the United States, the Centers for Disease Control and Prevention (CDC)
published the first estimates of girls and women at risk of undergoing FGM/C in the United
States based on 1990 census data. They estimated 168,000 girls and women had undergone or
were at risk of undergoing FGM/C, with an estimated 48,000 being girls less than 18 years of
age (Jones et al., 1997). In 2012, updated estimates of FGM/C in the United States were
produced. Goldberg et al. (2016) estimated that 513,000 girls (169,000 less than 18 years of age)
and women (344,000 over 18 years of age) in the United States were at risk of FGM/C (Goldberg
et al., 2016). This estimate included girls and women born in FGM/C practicing countries and
those born to women from FGM/C practicing countries. The authors noted the highest number of
women and girls at risk were from countries of origin including Egypt, Ethiopia, Somalia,
Nigeria, and Sudan. Besera et al. (2024) conducted a cross-sectional survey from November
2020-June 2021 on women’s health experiences, characteristics, and needs, including the

experience of FGM/C among United States residing women. The women included in the study



were from Ethiopia (30.7%), Somalia (13.3%), Burkina Faso (12.1%) Egypt (11.1%), The
Gambia (5.7%), Guinea (5.5%), Mali (5.0%) Sudan (3.2%), Eritrea (2.7%), Sierra Leone (1.4%),
and Mauritania (<1%). A large percentage of the population at risk for FGM/C in the United
States live in four metro areas: New York, Washington D.C., Minneapolis-St. Paul, and Atlanta
(Besera et al., 2024). The authors found the majority of their sample (55%) had undergone
FGM/C. The authors included these countries of origin in the eligibility criteria because their
estimated national prevalence of FGM/C was at or above 55%. Among this sample, 28.9% had
been sewn closed (Type III) and 57.4% had some flesh removed (Type I or II). This study
provides updated statistics on the prevalence of FGM/C for women who are living in the United
States and updated countries of origin for United States residing women with FGM/C.

Estimates of the number of girls and women at risk of undergoing FGM/C increased
triple fold from 1990 to 2012. Goldberg et al. (2016) conducted the largest study estimating
FGM/C prevalence among United States residing women and Basera et al. (2024) conducted the
most recent study to gain a better understanding of the health needs of the FGM/C population in
the United States while capturing updated estimates. Overall, there is a paucity of United States
focused research and data on women from countries with a high prevalence of FGM/C. The
increase of global immigration supports the need to conduct additional research and produce
updated estimates of girls and women living with FGM/C in the United States.
FGM/C and Health Outcomes

Women and girls that undergo FGM/C are at high risk for numerous short term and long-
term complications as well as psychological effects. Deaths have also been reported (WHO,
2024a). Several studies have investigated the association between undergoing FGM/C and

physical health outcomes. Women who have undergone FGM/C are at increased risk for



complications such as excessive bleeding (Shakirat et al., 2020), pelvic infection (Okeke et al.,
2012), urinary problems (i.e., damage to the urethra and acute urinary retention; Okeke et al.,
2012), menstrual pain and blood flow obstruction (Gebremicheal et al., 2018), obstetric
complications (i.e., episiotomy, obstructed labor, postpartum blood loss, and emergency cesarean
delivery; Gebremicheal et al., 2018; Tordrup et al., 2022), and scar tissue and keloids (Shakirat et
al., 2020). Women who have undergone FGM/C also report pain during sexual intercourse (Berg
& Denison, 2012). Somatization, defined as the experience of psychological distress expressed in
physical symptoms such as headaches, fatigue, body pain, and shortness of breath (American
Psychiatric Association, 2024) also is common among women who have undergone FGM/C
(Lever et al., 2019; Abdalla & Galea, 2019).

Women who have experienced FGM/C are also at higher risk for sexually transmitted
infections (STIs), including Herpes Simplex Virus 2 (HSV-2) and HIV (Morison et al., 2001).
Women with Type III FGM/C are almost five times more likely to experience STIs compared to
women with Type I FGM/C (Morison et al., 2001; Iavazzo et al., 2013). Studies have
hypothesized the increased rates of HIV can be attributed to the use to non-sterile equipment for
the cutting procedure (Iavazzo et al., 2013). Women with FGM/C can have narrowing of the
vagina which can cause bleeding during sexual intercourse, which can increase risk of HIV
acquisition (lavazzo et al., 2013).

A few studies have assessed the association between undergoing FGM/C and specific
mental health outcomes. Survivors of FGM/C in Senegal experienced high rates of clinical
affective and anxiety disorders (78%) (Behrendt & Moritz, 2005). Among FGM/C survivors
from Somalia, Sudan, Eritrea, Ethiopia and Sierra Leone living in the Netherlands, 31.7% of

women reported symptoms of anxiety and 34.9% of women reported symptoms of depression



(Vloeberghs et al., 2012). Kobach et al. (2018) found similar results among Ethiopian women
living in Somalia who were at increased risk for anxiety and depression. Im et al. (2019) found
Kenyan women in Somalia were two time more likely to experience anxiety and depression
compared to women without FGM/C.

Similar results have been reported by women who have immigrated to a different country
from their country of origin, including the Netherlands and the United States. Knipscheer et al.
(2015) found women with experiences of FGM/C from Somalia, Sierra Leone, Sudan, Eritrea,
and Ethiopia who had immigrated to the Netherlands met the clinical criteria for depression
(33%) and anxiety (30%). Michlig et al. (2023) found nearly five times higher rates odds of
clinically significant distress (specifically anxiety and depression) among Somali women in
Arizona with FGM/C compared to those without FGM/C. FGM/C survivors in New York City
were at five times higher risk for symptoms of depression (Chen et al., 2022).

Overall, more studies have focused on the physical health of FGM/C survivors compared
to their mental health outcomes. While there are some studies on their mental health outcomes,
this focus is relatively new and there are few studies focused on FGM/C survivors living in the
United States. This gap is compounded by research that shows many service providers report
feeling unprepared to effectively meet the mental health needs (Elliott et al. 2016; Jackson, 2017,
Akinsulure-Smith et al., 2021) and physical health needs, specifically obstetric and gynecologic
(Jacoby and Smith, 2013; Lane et al., 2019, Akinsulure-Smith et al., 2021) of women who have
undergone FGM/C. The majority of mental healthcare providers (67%) have not worked with
survivors of FGM/C in a clinical setting (Elliott et al. 2016) and the majority lack confidence in
understanding the four types of FGM/C, identifying signs a women has undergone FGM/C,

understand what communities practice FGM/C, and understand the complications a survivors



might seek care for (Jackson, 2017). The findings highlight the need for more research on the
mental and physical healthcare needs of survivors of FGM/C and provider capacity in effectively
meeting their needs. This dissertation aimed to explore how protective and risk factors, including
social support, resilience, and intimate partner violence shape mental health challenges for this
population. Additionally, this study used interviews and focus groups to explore the barriers,
facilitators, and strategies for improving access to and support for mental healthcare, physical
healthcare services (specifically obstetric and gynecologic care), and advocacy resources among
survivors of FGM/C.
Protective and Risk Factors

Social support may serve as a protective factor against mental health challenges
associated with FGM/C. Social support is the degree to which social relationships including
family, friends, neighbors, and community members provide specific needs (emotional,
instrumental, informational, and appraisal) or the level of social integration one feels (Ozbay,
2007; Hetherington et al., 2015). There are few studies on social support among women who
have experienced FGM/C. A qualitative study in the United Kingdom found women from
Somalia, Kenya, South Africa, and The Gambia with FGM/C were more likely to isolate
themselves socially because of their experience of chronic pain and other health complications
(Glover et al., 2017). Johnson-Agbakwu et al. (2023a) found that social support served as a
protective factor against psychological distress among Somali women who had experienced
FGM/C in Arizona. In the Arizona study, women who reported having higher social support also
reported higher quality of mental and physical health. Since this study was conducted among

Somali-Americans, it would be advantageous to evaluate the role of social support across a more



diverse African population with differing acculturation and relocation after resettlement in the
United States experiences.

Resilience is defined as the positive adjustment to adverse situations later in life
(American Psychological Association, 2022). Resilience has shown to be a protector factor
among children who have experienced traumatic events and have poor mental health in
adulthood. Studies have shown that children with experiences of trauma are at least two times
more likely to experience depression in adulthood (Mandelli et al., 2015; Vibhaker et al., 2019;
Watters et al., 2023). Wingo et al. (2009) conducted a study on the role of resilience in the
relationship between childhood abuse and depression in adulthood. The authors found higher
resilience buffered the relationship between child abuse and depression. Hu et al. (2015) also
documented a negative relationship between resilience, anxiety, and depression. The authors
found resilience buffered the negative effect (i.e., anxiety and depression symptoms) of traumatic
events and adversity.

While several studies have looked at resilience in relation to trauma exposures such as
child abuse, only one study has investigated resilience among African immigrant women who
have experienced FGM/C (Glover et al., 2017). In their qualitative study, the authors found that
the experience of undergoing FGM/C influenced women’s emotional wellbeing, familial and
marital relationships, their physical body, and female identity. Further, the authors noted that
respondents’ fears related to the impact of FGM/C on menstruation, sexual intercourse, and
childbirth, the potential for their daughters to be cut, and their inability to cope long term with
the effects of FGM/C impacted their personal resilience. Several other factors were identified as
interfering with improved resilience (including the passing away of one’s mother, understanding

the contributing factors and rationale behind the practice of FGM/C, and service provision)



(Glover et al., 2017). No additional studies to date have explored resilience among FGM/C
survivors. Therefore, the proposed study was the first to explore resilience among FGM/C
survivors who reside in the United States. More research is needed to assess the influence of
social support and resilience among women with FGM/C. Therefore, social support and
resilience were explored as protective factors against anxiety and depression outcomes among
women who have experienced FGM/C in the current study.

Intimate Partner Violence (IPV) is defined as any form of physical or sexual violence,
stalking and emotional harm someone experiences from their current or former partner (CDC,
2024). One in four women who have been in a relationship will experience violence by an
intimate partner by the age of 25 (WHO, 2024b). Forty-three percent of women living in Sub-
Saharan Africa between 15-49 years of age will experience at least one form of IPV (physical,
emotional, or sexual) from an intimate partner during their lifetime (Mossie et al., 2023)
compared to 47.3% of women in the United States (Leemis et al., 2022). Women living in
countries stricken by conflict and war, displacement, and humanitarian crises are at higher risk
for experiencing IPV (WHO, 2024b; International Rescue Committee, 2024).

Research findings have been mixed regarding the association between FGM/C and IPV,
with the majority of findings showing an increased risk for IPV. For example, studies in the
Ivory Coast (Peltzer & Pengpid, 2014) and Sierra Leone (van Baak & Hayes, 2023) have found a
significant association between FGM/C and increased risk for experience of IPV. Specifically,
women with FGM/C were two times more likely to experience sexual IPV and having an STI
was associated with physical and sexual IPV among women with FGM/C compared to women
without FGM/C (Peltzer and Pengpid, 2014). In their study van Baak and Hayes (2023) found

age at which women experience FGM/C was associated with IPV. Women who were cut at a



younger age (infancy-14 years) had higher odds of experiencing IPV than women cut at an older
age (15+ years). A study in the Ivory Coast found a significant positive association between
FGM/C and experiences of [PV (OR=1.27, 95% CI 1.01-1.59) (Howard & Gibson, 2022).
Conversely, in the same study, there was no significant association between FGM/C and
increased experiences of IPV in Ethiopia, Gambia, Kenya, and Nigeria (Howard & Gibson,
2022). Additionally, there was a negative association found in Burkina Faso between FGM/C
and IPV (Howard & Gibson, 2022). While there are international studies investigating FGM/C
and IPV, no studies have looked at this association among United States residing women.

While studies have investigated IPV and adverse mental health outcomes, all these
studies have been carried out among women in the general population. Experiencing IPV has
been shown to increase rates of depression in women (Beydoun, 2012). A study in the United
Kingdom found women who have experienced IPV (n=1,254) are 3 times more likely to
experience depression and 2 times more likely to experience anxiety (Chandan et al., 2020)
compared to women who have not experienced IPV (n=3,119). Physical IPV (OR = 3.14; 95%
CI22.42 - 4.08) has been associated with the highest risk for depression compared to
psychological (OR =2.54; 95% CI 1.93-3.34) and sexual (OR =2.04; 95% CI 1.49-2.80) IPV
(White et al., 2024). While the research on the association between FGM/C and IPV is limited,
there is strong evidence to support the association between I[PV and adverse mental health
outcomes, specifically anxiety and depression. Given the lack of research on IPV among United
States residing women with FGM/C, the present study explored women’s experiences of I[PV and

its impact on their mental health.
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Gaps in Literature

While there has been some research on the impact of FGM/C on mental health outcomes,
no study has explored the protective and risk factors of poor mental health outcomes among
survivors of FGM/C among women from diverse African countries of origin residing in the
United States. It is important to capture the heterogeneity of survivors’ experiences in order to
meet their diverse mental healthcare needs and improve overall quality of life in preparation of
increased global immigration to the United States and potentially increased cases of FGM/C.
Studying mental health outcomes among women living in the United States from countries of
origin across all regions of Africa including can elucidate the role that social support and
resilience play in the mental health of FGM/C affected immigrant populations, and how risk
factors such as IPV and type of FGM/C can contribute to adverse mental health outcomes.
Additionally, it is important to understand determinants of care for survivors when navigating the
mental and physical healthcare system seeking services due to complications of FGM/C.
Exploring provider perspectives can help to identify barriers, facilitators, and strategies for
improving access to these services.
Specific Aims

The current study aimed to address these gaps by utilizing a mixed methods study design
to explore the relationship between FGM/C status and adverse mental health outcomes,
specifically anxiety and depression, and the protective and risk factors that shape these
experiences of survivors. The study also explored mental and physical healthcare navigation
among survivors of FGM/C. This study is guided by the life course theory as the theoretical

framework to understand the protective and risk factors for adverse mental health outcomes
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among FGM/C survivors in the United States. This theory is discussed in detail in chapter 2.
This study has two aims:
Aim 1: Explore the ways in which protective and risk factors, including social support,
resilience, and intimate partner violence, shape the mental health experiences of FGM/C
SUrvivors.
Aim 2: Identify key barriers, facilitators, and strategies for improving access to and support for
mental healthcare, physical healthcare services, and advocacy groups for survivors of FGM/C.
Research Implications

In addition to filling the existing gaps in literature, this research is essential to advance
international efforts in addressing gender inequalities (Sustainable Development Goal 5),
particularly goal 5.3 to end all harmful practices against women and girls including FGM/C
(United Nations, n.d.). FGM/C is a human rights violation which affects the lives of countless
women and girls globally, with half a million girls at risk in the United States. The findings of
this study will add to the disparate amount of literature on mental health outcomes among
women who have undergone FGM/C and give a voice to survivors from the United States. The
increase of global immigration supports the need for more research on women at risk for and
those who have undergone FGM/C in the United States. This research could help spread
awareness about the mental health outcomes of FGM/C survivors which need to be addressed
with culturally competent services and interventions.

FGM/C remains tucked away in communities that continue to believe this practice is a
rite of passage for young women. Many girls and women worldwide will continue to suffer in
silence as the practice of FGM/C is continued. Findings from this study can help reveal a need to

continue FGM/C research that could scale up current efforts and develop new resources to ensure
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effective strides toward the abandonment of the practice are made and the provision of effective
mental health services for women and girls affected by FGM/C.

Chapter 2: Literature Review
Causes of FGM/C

The World Health Organization (WHO) acknowledges the practice of FGM/C has no
health benefits to women and girls and it is considered a violation of human rights (WHO,
2024a). They specifically cite FGM/C violates a few rights including the right to the highest
attainable standard of health, the right to freedom from torture or cruel inhuman or degrading
treatment, the rights of a child, and the right to equality and nondiscrimination based on sex
(OHCHR et al., 2008). This traditional practice is rooted in historical gender inequality and
discrimination against women with the purpose of controlling female sexuality. FGM/C is
performed for various reasons. In some countries, FGM/C is performed for cultural and
traditional reasons (WHO, 2024a; United Nations Population Fund, 2024). This practice has
been passed down from generation to generation and is ingrained into one’s cultural identity.
FGM/C is also believed to increase a girl’s chances of being married by ensuring pre-marital
virginity, marital fidelity, and reduce libido (WHO, 2016).

In cultures where people believe that believe FGM/C makes girls cleaner and increase
their marriageability, girls who do not undergo FGM/C may face stigmatization. They may
experience social exclusion and potentially loss of status in the community. This stigmatization
can also extend to the family level, as parents of “uncut” daughters may face community
rejection and loss of status for not conforming to the community norm of having their daughter
circumcised (Van Rossem et al., 2015). Therefore, undergoing FGM/C can potentially serve as a

protective factor for acceptance in practicing communities.
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FGM/C is often performed on girls between infancy and 15 years of age. FGM/C is
usually performed by female members in the community or older relatives (United Nations
Population Fund, 2024). They use tools such as knives, razor blades, scissors, scalpels, and
pieces of glass to carry out the procedure (United Nations Population Fund, 2024). The girls and
young women are typically not given anesthetics. This procedure is often done without their
consent and they are restrained during the procedure. Healthcare workers also perform FGM/C.
WHO describes this as the “Medicalization of FGM/C” (WHO, 2016). This procedure may be
performed by a nurse, midwife, or doctor at a clinic or at home. The use of medical staff has also
been attributed to an increase in the stigmatization of FGM/C among girls who have not been
cut.

The Legal Landscape of FGM/C in the United States

In 1996, the Female Genital Mutilation Act was passed making it a felony for FGM/C to
be performed on anyone under 18 years of age within the United States with penalties including
up to 5 years in prison. In recent years it was noted parents would travel to their country of origin
to arrange the procedure for their daughters. This practice became known as “Vacation Cutting.”
In response to this trend the law was amended in 2013 making it illegal to transport a girl out of
the United States to perform FGM/C. 2021: H.R. 6100, the “STOP FGM Act of 2020,” clarifies
the criminalization of FGM and increases penalties. Currently, 41 states have laws prohibiting
the practice of FGM/C (Equality Now, 2023). The states that currently do not have laws against
FGM/C are Alabama, Alaska, Connecticut, Hawaii, Maine, Mississippi, Montana, Nebraska, and

New Mexico, and Washington, DC.
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Impacts on Health: FGM/C and Physical Health

Women with FGM/C are at increased risk for experiencing numerous short- and long-
term health complications. Brown et al. (2010) conducted interviews and focus groups with 34
Somali women who immigrated to Rochester, New York. The women reported being unable to
walk, excessively bleeding, and developing an infection right after being cut. They also reported
lifelong complications including urination difficulty, menstruation problems, pelvic and vaginal
pain, painful sexual intercourse, and needing to be cut open during childbirth. Lever et al. (2019)
found women with FGM/C experience similar physical health complications. The authors
conducted a retrospective qualitative study among West African women with FGM/C being seen
at The Mount Sinai Human Rights Program in New York City. Among the 13 women in the
study, 46% experienced difficulties during childbirth, 38% experienced menstruation pain, 31%
experienced heavy menstruation, and 31% experienced pelvic and vaginal pain. Gebremicheal et
al. (2018) conducted a hospital-based cohort study and found women with FGM/C (n=139) in
Jijiga, the Somali region of Ethiopia, were at higher risk for postpartum blood loss (RR =3.14;
95% CI 1.27-7.78) and emergency cesarean delivery (RR =1.52; 95% CI 1.04-2.22) compared
to women who did not undergo FGM/C (n=142). Overall, women with FGM/C experience
numerous health complications as a result of the cutting process or due to long term
complications from the cutting and healing process.

In addition to complications at the cutting site and overall pain, women with FGM/C are
at increased risk for severe infections. Type III FGM/C has the tendency to expose women to
severe infections, including Human Immunodeficiency Virus (HIV), Neisseria Gonorrhoeae,
Herpes Simplex Virus 2 (HSV-2), Chlamydia Trachomatis, and Staphylococcus Aureus

(Morison et al., 2001; Iavazzo et al., 2013). Morison et al. (2001) conducted a cross-sectional
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community survey of 1,348 women in rural Gambia. Fifty-eight percent of the sample
experienced some form of cutting, with Type II as the most common form reported. Undergoing
FGM/C put women at increased risk for bacterial vaginosis (OR=1.66, 95% CI 1.25-2.18) and
Herpes Simplex Virus 2 (OR=4.71, 95% CI 3.46-6.44) compared to uncut women. The authors
noted the higher prevalence of HSV-2 can put women with FGM/C at higher risk for acquiring
HIV infection (Morison et al., 2001). A systematic review was conducted by lavazzo et al.
(2013) to explore current literature and clinical evidence of the presence of infections among
women with FGM/C. The study included 21 articles with 13,847 patients with complete data
from eight African countries (Nigeria, Kenya, Sudan, Tanzania, Gambia, Somalia, Burkina Faso,
and Mali). Type Il FGM/C was the most common (42.6%), compared to Type III (29.2%), Type
1(22.5%), and unknown type of FGM/C (0.7%). The authors found a five times higher risk for
developing a sexually transmitted infection among women with Type III compared to Type L.
Additionally, the most reported infections were HIV infection, Chlamydia trachomatis, and
Treponema pallidum (the bacteria that causes Syphilis). FGM/C is a procedure often conducted
without anesthesia and clean cutting tools. Subsequently, women can remain susceptible to
severe infections throughout their life.
Impacts on Health: FGM/C and Obstetric and Gynecologic Health

Women with FGM/C seek healthcare services at a lower rate than women without
FGM/C, particularly for maternal and reproductive healthcare (Banke-Thomas, 2019). Survivors
of FGM/C have reported difficulties and frustrations with United States healthcare providers due
to their limited experiences treating FGM/C patients. Among healthcare providers who recognize
cases of FGM/C, they do not always take the altered anatomy into consideration when

performing medical exams, during pregnancy, and during delivery. Among a study of 23 Somali
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women in Boston, 15 women stated their medical provider did not mention their FGM/C, six
women stated their medical provider acknowledged their FGM/C but did not address how this
would impact delivery and the potential need for a cesarean birth, and five women stated their
medical provider did not acknowledge or discuss their FGM/C but wished they did
(Ameresekere et al., 2011).

The type of FGM/C a woman has experienced can also influence her decision to seek
healthcare services. Banke-Thomas et al. (2019) conducted a cross-sectional survey in Ohio
among 427 Somali refugee women. Eighty Two percent of the sample had undergone FGM/C.
Compared to women with Type I FGM/C, women with Type II (OR=0.37, 95% CI 0.17-0.83)
and Type III (OR=0.58, 95% CI 0.32-0.98) FGM/C are less willing to seek healthcare services.
Similarly, women with Type II (OR=3.46, 95% 1.03-14.42) and Type III (OR=5.09, 95% CI
1.90-17.07) FGM/C encounter more barriers to accessing the health system and a primary
provider. Akinsulure-Smith et al. (2018) conducted focus groups among nine West African (from
the Gambia, Guinea, and Mali) immigrants living in New York City. Women reported delaying
seeking healthcare care because of fear of legal implications due to their daughters” FGM/C as
women have been told by United States doctors that if their daughter returns to the United States
after undergoing FGM/C, they will encounter legal consequences. Women have also delayed
seeking medical care if they are undocumented (Akinsulure-Smith, 2018). Inadequate healthcare
services and delayed medical care can result in increased morbidity, increase one’s stress levels
and exacerbating mental health outcomes.

Impacts on Health: FGM/C and Mental Health
FGM/C is associated with adverse mental health outcomes that can have a largely

negative impact on a woman’s quality of life. The harmful effects of FGM/C on one’s mental
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well-being can span from immediate to lifelong (WHO, 2024a; Kimani, 2016). Women with
FGM/C may experience negative emotions towards the cutting experience, which can worsen
during specific situations including obstetric and gynecological examinations and childbirth
(Vloeberghs et al., 2012). Women who have undergone FGM/C are at increased risk for
experiencing symptoms of anxiety and depression (Behrendt & Moritz, 2005; Vloeberghs et al.,
2012; Kobach et al., 2018; Im et al., 2019).

The studies on anxiety and depression symptoms among women who have experienced
FGM/C have primarily been conducted globally and there are only two studies that have focused
on women living in the United States. A study on psychological outcomes among 23 women
who have undergone FGM/C in Senegal showed high rates of clinical affective and anxiety
disorders (78.3%) including memory difficulties (26.2%) (Behrendt & Moritz, 2005). A mixed-
methods study in the Netherlands of 66 FGM/C survivors from Somalia, Sudan, Eritrea, Ethiopia
and Sierra Leone found 31.7% of women reported symptoms of anxiety and 34.9% of women
reported symptoms of depression (Vloeberghs et al., 2012). Kobach et al. (2018) found women
with FGM/C in the Somali region of Ethiopia were at elevated risk for anxiety and depression.
Twelve percent of women with FGM/C (n=147) met clinical criteria for depression while no
women without FGM/C (n=18) met this criterion. Similarly, women with FGM/C had higher
anxiety scores (Type 1 =11.6 + 2.6; Type Il or Il = 14.1 + 6.4) compared to women without
FGM/C (11.7 £ 2.5) (Kobach et al., 2018). Im et al., (2019) found 143 Somali women in Kenya
with FGM/C in a cross-sectional study reported 1.82 times higher scores of depression symptoms
and 1.75 times higher scores of anxiety symptoms compared to women without FGM/C.

A community-based survey conducted in Arizona among 879 Somali women found those

with FGM/C (n=687) were 4.29 times more likely to meet cut-of criteria for clinically significant
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distress (Michlig et al., 2023) compared to women without FGM/C (n=161). It is important to
note the majority of the sample with FGM/C (40.2%) had experienced the most severe form,
Type III. Among women with FGM/C, recollections of adverse experiences during the
circumcision event increased rates of psychological distress (OR=4.98 95% CI 2.69-9.19). A
predictor of psychological consequences is age at which FGM/C occurs. A retrospective chart-
review of electronic medical records among 80 survivors of FGM/C in New York City found
that undergoing FGM/C at 13 or older than the age of 13 significantly increased the risk for
symptoms of depression in adulthood (OR=5.33) (Chen et.al, 2022). While studies have
primarily been conducted globally and a few in the United States, no studies have looked at the
difference in mental health symptomology by type of FGM/C. The current study explored the
relationship between FGM/C status and adverse mental health outcomes and the protective and
risk factors that shape the experiences of survivors.

While studies have found an association between FGM/C occurrence and adverse mental
health outcomes, some studies have also reported that there are no differences in mental health
outcomes between FGM/C survivors and non-FGM/C survivors. Psychological symptoms scores
did not differ significantly between women with and without FGM/C among two studies on West
African immigrant women (Akinsulure-Smith, 2014; Chu & Akinsulure-Smith, 2016).
Akinsulure-Smith (2014) conducted a quantitative pilot study among 23 women (7 of which had
undergone FGM/C) in Sierra Leonean and Liberian immigrant communities in New York City.
Women with FGM/C received a mean score of 35.4 (SD=17.3) on the center for epidemiologic
studies depression scale (CES-D) and women without FGM/C had a mean score of 37.5
(SD=11.3), a difference deemed not to be significant. The authors noted future studies should

include a larger sample size and should recruit women from a wider range of countries with high
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FGM/C prevalence rates. Among a West African (Sierra Leone, Guinea, Mali, Gambia) sample
of 68 women, those who had undergone FGM/C had similar scores on the Hopkins Symptom
Checklist for anxiety (mean score=1.5) and depression (mean score=1.6) compared to women
who had not undergone FGM/C (anxiety mean score=1.4 and depression mean score=1.4) (Chu
& Akinsulure-Smith, 2016). The authors of this study also identified the small sample size as a
limitation. Unlike previous studies that included women from specific regions, this dissertation
included women from all countries and regions in Africa who are currently living in the United
States.
Service Providers’ Readiness to Address FGM/C

With the prevalence of women at risk for experiencing FGM/C, service providers in the
United States have expressed feeling unprepared to address the medical, mental health, and
social consequences of this practice (Jackson, 2017; Lane et al., 2019; Akinsulure-Smith et al.,
2021). Jackson (2017) surveyed 2073 British Association for Counselling and Psychotherapy
members regarding their awareness and understanding of FGM/C. Overall, the sample was not
confident in their ability to work therapeutically with survivors. Respondents reported being least
confident in recognizing indicators or signs that the client may have undergone FGM/C (8.2%
completely confident or very confident), understanding the common issues experienced by
FGM/C survivors (10.5% completely confident or very confident), and understanding the four
main types of FGM/C (10.6% completely confident or very confident). Respondents reported
being most confident in their ability to understand what FGM/C is (25.1% completely confident
or very confident) and why FGM/C is practiced (22.1% completely confident or very confident).
This study revealed that mental health clinicians generally understand what FGM/C is and why it

is practiced, but gaps remain in their knowledge of reasons why survivors may seek therapeutic
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services, as well as the indicators that a woman has undergone FGM/C—information that is
crucial when engaging in sensitive discussions with clients

Lane et al. (2019) surveyed 508 women’s health providers (including OB/GYN, family
physicians, and midwives) and found 56% had didactic exposure to FGM/C during their clinical
training while 26% were exposed to FGM/C through clinical experiences. Despite over half of
the participants having received formal training, less than 28% were able to correctly identify the
four types of FGM/C correctly, which has direct implications on the quality of care they can
provide to survivors.

Akinsulure-Smith et al. (2021) found similar results in a qualitative study of 7 medical
health, 11 mental health, and 13 social service providers in New York City who provide services
to African immigrant communities. Thirty two percent of the providers reported receiving some
form of training on how to work with women who have undergone FGM/C. As a result, those
who had not received training were unable to recall guidelines in their fields around FGM/C.
Medical providers were somewhat knowledgeable of professional guidelines pertaining to
FGM/C. Conversely, mental health and social service providers were less likely to identify
formal guidelines in their fields pertaining to FGM/C as well as the legality of FGM/C in New
York State and their requirement as licensed mandated reporters (Akinsulure-Smith et al., 2021).
Women with FGM/C have very specific mental health needs and overall experience
psychological distress at higher rates than women without FGM/C.

There are few studies that have evaluated the effectiveness of training programs and
workshops among medical and mental health providers. Jacoby and Smith (2013) developed an
FGM/C education program for midwives in the United States comprised of a didactic discussion

and a hands-on skills lab using pelvic models. As seen in the evaluation of the program, there
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was a twofold increase in the midwives’ ability to discuss methods for counseling women who
had undergone Type III FGM/C after the educational component of the program. Additionally,
there was a twofold increase in the midwives’ confidence in deinfibulation and repair after the
skills lab. The most significant finding of the study was an almost threefold increase in
midwives’ awareness of risk factors for performing deinfibulation and repair among women with
FGM/C.

Elliott et al. (2016) provided an interactive training for psychosexual therapists and
medical providers in the UK aimed to increase FGM/C-related knowledge and skills with
working with survivors. The 90-minute workshop consisted of group discussion, case vignette,
and a presentation on the Types of FGM/C, where it is practiced geographically, potential
physical and mental health problems, and the legal standing of FGM/C in the UK. There was a
50% increase in the number of providers who were aware of the four types of FGM/C and a 40%
increase in the number of providers who correctly identified the number of women in the UK
living with FGM/C after completing the workshop. There was also a statistically significant
difference in the number of providers who could identify physical health problems among
FGM/C survivors (t=6.2, p=0.001) and the number of practicing communities (t=6.1, p=0.001).
after completing the workshop.

When service providers are provided comprehensive training and hands-on learning
activities, their ability to provide effective care for survivors of FGM/C is significantly
enhanced. Training has been shown to increase their cultural understanding of the practice and
equip them with the tools and strategies they need to engage with survivors to improve their

overall physical and mental healthcare.
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Protective and Risk Factors of the relationship between FGM/C and mental health
outcomes (anxiety & depression)
FGM/C, Social Support, and Mental Health

While a high number of women who have undergone FGM/C experience adverse mental
health outcomes, social support and resilience can serve as buffers against the development of
deleterious mental health outcomes (Ozbay, 2007; Johnson-Agbakwu et al., 2023a). Few studies
have analyzed the impact of social support on the mental health outcomes of survivors of
FGM/C. McAndrew et al. (2017) conducted a community based participatory research mixed-
methods study in the United Kingdom with 30 women who had undergone FGM/C. Emotional
support was provided to the women at three drop-in clinics. The women showed improvements
in their overall well-being within three identified themes: 1) Speaking the unspoken; 2)
Emancipation of emotion; and 3) Harnessing hope. Twelve peer mentors were trained to provide
the emotional support to the women, highlighting the importance of appropriately training
mental health professionals and the role that emotional support can play in addressing the unique
mental health needs of FGM/C survivors (McAndrew et al., 2017).

Johnson-Agbakwu et al. (2023a) evaluated the presence of perceived social support
among Somali women living in Arizona who had (n=498) and had not (n=121) undergone
FGM/C. Women with FGM/C scored higher on the overall Multidimensional Scale of Perceived
Social Support (MSPSS) (mean=4.09) and the subscales: Significant Other (mean=4.17), family
(mean=4.19), and friends (3.92). Women without FGM/C had a mean score of 3.92 on the
MSPSS, 3.97 for significant other, 4.02 for family, and 3.78 for friends. While women with
FGM/C reported higher levels of social support, they also reported lower levels of psychological

distress. Bivariate analysis showed more women without FGM/C (27.0%) screened positive for
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clinically significant symptoms of distress than women with FGM/C (18.9%). However, this
association was not statistically significant. Multivariate analysis showed perceived social
support served as a protective factor against psychological distress among women with FGM/C
as those with more perceived social support were 43% less likely to screen positive for
psychological distress (OR=0.57, 95% CI 0.41-0.82). Social support varies by community and
culture and is especially important for survivors who have left their home country and must
establish a new sense of community. Building social support networks is imperative to maintain
a sense of identity and social belonging in the new country as well as serve as a protective factor
against negative mental health outcomes such as anxiety and depression.

The proposed study aimed to add to the literature on the importance of social support
among FGM/C survivors. The Social Support Theory was originally used to explain how
instrumental, informational, and emotional support reduced crime rates and criminology (Cullen,
1994). This theory has been applied to multidisciplinary contexts such as psychology, sociology,
nursing, and public health. For this paper, I was specifically interested in the stress-buffering
hypothesis, which states the perceived availability of social support reduces the negative
relationship between one’s perceived stress due to a health condition and quality of life.

There are four types of social support: Emotional, instrumental, informational, and
appraisal. Emotional support includes expressions of affection, empathy, and love (Ozbay, 2007;
Drageset, 2021). FGM/C survivors may greatly benefit from having individuals in their life who
are emotionally present for them during the recovery process after undergoing FGM/C and
during the lifelong process of healing from a procedure that has long-term physical and mental
health implications. Instrumental support includes tangible help such as gifts, assistance, and

services (Ozbay, 2007; Drageset, 2021). FGM/C survivors may need financial assistance for

24



physical and mental healthcare needs and housing assistance among women experiencing [PV
(Okedare & Fawole, 2024). Informational support is feedback, advice, and information
(Drageset, 2021). Women who have undergone FGM/C may need advice and insight for healing
and for coping with trauma and the adverse mental health outcomes they are experiencing.
Additionally, survivors' doctors must be able to sufficiently evaluate survivors and provide plans
for recovery and treatment of health complications. Appraisal support is information that
promotes self-evaluation and self-reflection (Gillman et al., 2023). The present study explored
perceived levels of social support among survivors of FGM/C and if there was a relationship
between social support levels and anxiety and depression symptoms.
FGM/C, Resilience, and Mental Health

Resilience has been deemed an important mental health factor for immigrant populations
as a potential buffer for adverse mental health outcomes (Michlig et al., 2023). Resilience can be
attributed to cognitive, emotional, and behavioral factors that buffer against the negative effects
of traumatic experiences and coping strategies (Gloria & Steinhardt, 2014; Guerra et al., 2018).
Resilience has predominantly been studied in the context of history of childhood trauma among
adults. Childhood trauma is associated with higher rates of mental health outcomes including
depression in adulthood (Mandelli et al., 2015; Watters et al., 2023). Vibhaker et al. (2019)
found children and adolescents who experienced trauma were 2.6 times more likely to
experience depression in adulthood. Similarly, Mandelli et al. (2015) evaluated the types of
childhood abuse on depression symptoms in adults. Depression in adulthood was most strongly
linked to childhood emotional abuse (OR=2.78), followed by neglect (OR=2.75), sexual abuse

(OR=2.42), and physical abuse (OR=1.98).
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People with higher levels of resilience often experience lower adverse mental health
outcomes. Wingo et al. (2009) conducted a quantitative study among 792 African American
adults to evaluate the relationship between childhood trauma (primarily child abuse) and
depression symptoms in adult. The authors found that with every 5-point increase on the
Connor—Davidson Resilience Scale, there was a decrease of 2.5 points on the Beck Depression
Inventory, suggesting the buffering effect of resilience on depression symptoms among adults
who experienced childhood trauma. Hu et al. (2015) found a mean r effect size of -0.361
between resilience and depression and anxiety. The authors hypothesize resilience can lead to
less harmful practices, and protection and promotion of self which in turn would reduce negative
mental health outcomes. Watters et al. (2023) found resilience mediates the relationship between
trauma and depression. The authors stratified data by high and low levels of resilience and found
similar results. The correlation between high levels of resilience and depression was -0.41 and
the correlation between low levels of resilience and depression was -0.36. The literature shows a
clear association between childhood trauma and mental health outcome and the role of resilience.
However, there is a paucity of research focused on resilience among survivors of FGM/C.

While resilience has predominately been studied in the context of childhood trauma, one
study has examined resilience among women who have experienced FGM/C. Glover et al.
(2017) conducted a qualitative study to evaluate women’s psychological and social experiences
of FGM/C in the United Kingdom. Twenty women with FGM/C were included in the study
including women who had immigrated from Somalia (n=10), Kenya (n=2), South Africa (n=6),
and The Gambia (n=2). Women in the study expressed resilience was impacted by service
provision and limitations with regard to seeking holistic, culturally sensitive care, the women’s

stage of life (menstruation, marriage, pregnancy, and childbirth), and the impact FGM/C has had
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on them relationally, physically, and emotionally. Some women expressed fear resulting from
FGM/C, and the fear of returning to their country of origin with their daughter knowing it was
possible their daughters could be cut, affected their ability to enhance their personal resilience. A
limitation of this study is the small sample size of women from only four African practicing
countries. The authors also did not evaluate mental health outcomes among this sample of
African immigrant women with FGM/C. This study is the first in the United States to explore
how resilience influences mental health challenges, particularly anxiety and depression, among
FGM/C survivors from African countries living in the United States.
FGM/C, Intimate Partner Violence, and Mental Health

Among women who have undergone FGM/C, adverse mental health outcomes may be
exacerbated by additional forms of victimization, such as intimate partner violence (IPV).
Survivors of FGM/C are at increased risk for IPV because experiencing one form of violence at a
young age can increase your risk of subsequent forms of violence later in life, including IPV
(Salihu et al., 2012). Abuse and violence at a young age can reduce self-esteem and increase
rates of anxiety and depression, increasing vulnerability to revictimization later in life (Lalor,
2010). Osinowo & Taiwo (2003) conducted a cross-sectional study among 99 women in Lagos,
Nigeria to evaluate the effect of FGM/C on self-esteem and marital satisfaction. The authors
found women who have undergone FGM/C (n=53) reported lower self-esteem (t=2.6) and a
higher level of marital instability (t=5.4) than women who have not experienced FGM/C (n=46).

Peltzer and Pengpid (2014) evaluated Demographic and Health Service (DHS) data and
found the odds of experiencing [PV among 10,060 women who had FGM/C were 1.96 times that
women of women who did not have FGM/C in the Ivory Coast. A study in Mali using DHS data

found among 7,875 women, those who had undergone FGM/C were 2.71 times more likely to
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experience IPV overall, 2.85 times more likely to experience physical IPV, 3.24 times more
likely to experience sexual IPV, and 2.28 times more likely to experience emotional IPV (Salihu
et al., 2012). Similar results were found in the 2019 DHS national survey of 13,872 households
in Sierra Leone where the proportion of ever partnered women experiencing IPV (physical,
sexual, or emotional) is 50% (DHS, 2020). A study by van Baak & Hayes (2023) used this same
DHS dataset and found younger age of circumcision increases risk for experiencing IPV. Women
over 30 years of age who were circumcised younger than nine years of age were at 1.562 times
the odds of experiencing IPV in addition to those cut between 10-14 years of age (OR=1.531)
compared to women circumcised over the age of 15 years. (van Baak and Hayes, 2023). This
association can be explained by younger girls being overlooked in prevention and education
efforts and they may enter marriages younger when they are not emotionally, psychologically,
and socially mature, increasing their vulnerability to victimization (van Baak and Hayes, 2023).
Howard & Gibson (2022) found mixed findings in a DHS study of 31,170 women from six
African countries (Burkina Faso, Ethiopia, The Gambia, Ivory Coast, Kenya, and Nigeria) who
have undergone FGM/C. In the Ivory Coast, there was a significant positive association found
between FGM/C and IPV experiences (OR=1.27, 95% CI 1.01-1.59). In Ethiopia, Gambia,
Kenya and Nigeria there was an association but not at a statistically significant level. In Burkina
Faso, there was a negative association not at a statistically significant level. Additional multi-
country research is needed to substantiate this argument or provide more support for the
increased odds in risk of [PV among FGM/C survivors seen across numerous articles.

Marital satisfaction was higher among women in Lagos, Nigeria who did not undergo
FGM/C (n=46) compared to women who underwent FGM/C (n=53) (t=9.4, df=97, p<.01).

Women who were cut also report significantly higher levels of marital instability and the
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dissolution of marriages (t=5.4, df=97 p<.01) (Osinowo and Taiwo, 2003). One hypothesis for
this association is women who have undergone FGM/C experience report more difficulty with
sexual intercourse. A meta-analysis of 15 articles and 12,671 participants found women who
have been cut report dyspareunia (pain during sexual intercourse) (RR=1.52), less sexual
satisfaction (mean difference= -0.34), and no sexual desire (RR=2.15) compared to women who
have not undergone FGM/C (Berg & Denison, 2012). The more times a woman has
dissatisfactory sexual experiences, the less likely she might be to desire sexual experiences and
initiate sexual experiences FGM/C (Berg & Denison, 2012). A qualitative study of 250 women
in Lagos, Nigeria found a large proportion of women who had undergone FGM/C (n=266)
experienced dyspareunia (62%) and developed a fear of engaging in sexual intercourse when
their partner asked due to the pain and trauma previously experienced (60.5%) (Oyefara, 2014).
Depending on the type of FGM/C, the clitoral nerves and receptors may be severed reducing
sensitivity and there may be painful scars, keloids, and cysts at the site which may obstruct the
vaginal opening, making penetration more difficult (Reisel & Creighton, 2015). These
complications can reduce the quality and quantity of sexual encounters for a survivor of FGM/C.
Women with FGM/C have been shown to be at increased risk for IPV. Marital instability and
dissatisfaction may lead women to ultimately avoid consensual sexual intercourse, which could
put her at increased risk for nonconsensual sexual experiences and sexual violence by an intimate
partner, subsequently putting her at risk for adverse mental health outcomes.

IPV has been shown to be a contributing factor to adverse mental health outcomes among
FGM/C survivors. Lifetime exposure to IPV is a contributing factor to a major depressive
disorder diagnosis among women (Beydoun, 2012). A systematic review of 37 cross-sectional

studies found women who have experienced IPV are at 1.5-2 times higher risk of experiencing
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depression symptoms compared to women who have not experienced IPV (Beydoun, 2012).
Chandan et al (2020) similarly found women with experiences of IPV were at higher risk for
depression (adjusted incidence risk ratio: 3.05) and anxiety (adjusted incidence risk ratio: 1.99).
Experiences of IPV can diminish a woman’s self-esteem and lead to betrayed trust (Sabri et al.,
2013), perpetual fear and threat of violence (Jun et al., 2008), and feelings of living in a hostile
environment. These feelings can lead to feelings of hopelessness and lower self-efficacy (Lilly et
al., 2011), which can result in symptoms of anxiety and depression (Sabri et al., 2013). This
study explored different types of experiences of [PV that women had experienced and how it
impacted their mental health. Figure 1 shows a schematic of the discussed pathways.
Theoretical Frameworks — Life Course Theory & Levesque's Framework

The first guiding framework for this dissertation is the life course theory to explore
anxiety and depression symptoms among survivors of FGM/C. This theory describes how an
individual’s life is affected by other individuals, experiences, and social, economic, and physical
context over time (Elder, 1994). This theory posits that human development is a continuous
process across one’s lifespan and that individuals encounter various environments across their
lifespan that influences their behavior in differing ways (Roy & Settersten, 2022). Many factors
facilitate the association between undergoing FGM/C and adverse mental health outcomes
(anxiety and depression) across key life course concepts including timing, linked lives, and
human agency.

Timing. The timing of when an event occurs during one’s lifetime is a central tenet of the
life course theory. Trauma during sensitive periods of life, especially during childhood and
adolescence, has an impact on quality of life as people grow older (Crockett & Cooper, 2016).

These life periods are more sensitive to trauma exposures than other life periods and can lead to
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long term outcomes (Dye, 2018). Early childhood trauma impacts cognitive, physical, and
emotional development by causing neurological and biological alterations (Dye, 2018). In
recognizing the physical and cognitive impact that early life trauma can have, it is important to
evaluate the role of protective and risk factors in addressing the long-term impact of this
exposure.

Adults who experienced early-life events are more susceptible to chronic health
conditions and adverse mental health outcomes (including anxiety and depression) (Dye, 2018;
Parvin et al., 2024). Research has found a dose response effect as the number of adverse
childhood experiences increases, the likelihood of experiencing depressive symptoms also
increases (Merrick et al., 2017). Early life events are linked to memory difficulties and can lead
to social isolation and impaired social relationships in adulthood (Parvin et al., 2024). The life
course theory can be applied to examining social support because this theory implies a person’s
access to and utilization of social support networks is an evolving process across different times
of the lifespan. Various life stages, events, and social, economic, and physical contexts can
reveal how the presence of social support can have a positive influence one’s wellbeing and
mental health. Major life events like immigration, marriage, childbirth, divorce, and occupational
transitions are pivotal points in life. Among women who have undergone FGM/C, they typically
experience this traumatic event at an early age. Subsequently, they may get married at a young
age, which can impact the amount of education they receive which can influence their
occupational outlook. Additionally, this group of women may also have children at an earlier
age. These periods of life are all key transitional time points. Therefore, the quantity and quality
of social support during these time points is very important to buffer against the negative effects

of the stressors produced during these life events.
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Linked Lives. The concept of linked lives states an individual is directly influenced by
relationships with their surrounding environment (Elder & Giele, 2009). Additionally, situations
and events in one person’s life have influence on the lives of others. Lives are typically linked
through familial relationship. Families typically share beliefs and values that are generationally
passed down and may be based on culture or religion (Roy & Settersten, 2022). Among women
who are migrating to a new country, families may want to preserve their cultural traditions in
their new environment. This would be beneficial when finding other individuals of their same
culture and maintaining their sense of identity and social belonging in a new setting and well as
building social support networks. In countries and communities where FGM/C is still very
prevalent, families continue this practice to maintain their cultural traditions and preserve their
status within the community and this practice is perpetuated through generations. As individuals
are interlinked within their networks, changes in the type and amount of social support one
experiences can also impact their greater community.

The social and physical environments in which linked lives occur are dynamic and can
change across the lifespan (Roy & Settersten, 2022). The dependence between two or more
people on each other is often created among individuals who share a house, neighborhood, or
community. This interdependence is shaped by proximity and frequency of interactions between
the individuals, influencing the substance and quality of the linkages. While the closeness of
these relationships can be positive, they can also produce conflict. For example, women
experiencing IPV may live in the same house with their abuser, putting them at risk for physical,
emotional, and sexual harm. Experiencing IPV has been shown to exacerbate mental health

outcomes and increase depression and anxiety symptoms. Therefore, the life course theory
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suggests a risk factor like IPV should be included in research to determine its long-term
implications on the mental health of survivors.

Human Agency. Human Agency is the ability for an individual to directly impact their
own outcomes. However, external influences such as relationships, social structures, and life
experiences influence such autonomy (Roy & Settersten, 2022). Subsequently, human agency
and linked lives are two key concepts that are integrated. Human agency is influenced by
relationships in that an individual’s behavior is often influenced by their relationships and what
is deemed socially acceptable. Social structures often provide opportunities and present
limitations (Halfon & Forrest, 2018). The control that one does have over their own life can be
influenced by self-regulation, behavioral skills, developmental plasticity, and resilience (Larson
et al., 2018). Developmental plasticity and resilience occur at all stages of the lifespan, according
to the life course theory. Resiliency research is conducted due to the potential it has as a
protective factor to buffer against the long-term negative impact of trauma (Dye, 2018). This
study aimed to research the protective factors (social support and resilience) and risk factor (IPV)
that influence the health and well-being of groups that have experienced early life trauma,
particularly women who have experienced FGM/C (Figure 2).

The second guiding framework is Levesque's Framework (Levesque et al., 2013). This
framework conceptualizes access to healthcare as a multidimensional process that integrates both
the providers’ side (supply side) and the patients’ side (demand side). It emphasizes how
individuals perceive the need for care, seek and reach services, obtain appropriate care, and
ultimately benefit from those services within specific social and structural contexts. By

considering these dual perspectives, the framework provides a comprehensive lens for examining
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the barriers and facilitators that shape survivors’ ability to access trauma-informed and culturally
responsive healthcare.

The first key concept of this framework is the relationship between approachability &
ability to perceive. Survivors’ ability to recognize they need to seek healthcare services is
dependent on their knowledge about existing services, recognizing FGM/C related
complications, and their trust in the healthcare system to meet their needs (Kimani et al., 2020).
At the community level, the dissemination of information about FGM/C and information about
available health services help shape perceptions of need (Evans et al., 2019). Even when
survivors perceive their need to seek care, the approachability of this care is dependent on the
level of outreach providers do among survivors and information about the availability of
treatments and services for survivors. Without communication and outreach, survivors may
remain unaware of available services or feel the services are not relevant to them, creating
barriers to care despite this recognition of need.

The second key concept is the relationship between acceptability & ability to seek.
Cultural and social factors directly impact one’s ability to seek care (Evans et al., 2019; Kimani
et al., 2020). Factors such as the gender of the healthcare provider, cultural and religious beliefs
about medical care, and social norms and stigma all influence whether a survivor feels
comfortable seeking care. Health services may be organized in ways that do not consider the
specialized needs of survivors and can feel inappropriate or unacceptable. For example, if a
survivor’s community or family discourages contact with male healthcare providers, she would
encounter more barriers with accessing services if most providers are men (Kimani et al., 2020).
Additionally, health providers can lack cultural and clinical knowledge about FGM/C, which can

contribute to their lack of sensitive and empathetic care (Gonzalez-Timoneda et al., 2021).
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Evans et al. (2019) found women were more likely to seek care when they were able to trust their
providers because they were aware of culture norms and were sensitive to the impact of FGM/C.

The third concept is the relationship between availability and accommodation & ability to
reach. Availability and accommodation refer to the physical accessibility of providers (i.e.,
number of providers, geographic location of providers, hours of operation, and appointment
availability). The providers’ characteristics also effect accommodation due to their training in
trauma-informed, FGM/C specific care. The cited shortage of providers trained to meet their
unique physical and mental healthcare needs limits survivors’ ability to reach and engage in
effective care (Jackson, 2017; Lane et al., 2019; Akinsulure-Smith et al., 2021). The ability to
reach these services is also directly impacted by survivors’ geographic location, access to
transportation, capacity for telehealth visits, and support systems to reduce barriers with
accessing care (e.g., childcare). Survivors may live in areas where there are no FGM/C-specific
services to meet their needs (RTI, 2025). In these cases, the ability to offer telehealth visits
becomes important, especially for mental healthcare services. Collectively, physical and system
level factors work in conjunction to determine availability and accommodation of care as well as
the ability to reach this care.

The fourth concept is the relationship between affordability and ability to pay. The ability
to pay for services is dependent on socio-economic status and insurance status. Johnson-
Agbakwu et al. (2023b) found survivors of FGM/C are more frequently enrolled in public
insurance versus private insurance. While survivors may be insured, the services covered and
quality of care received varies by plan. Paying for treatment with high-out of pocket costs can be
a large barrier for survivors (RTI, 2025). This is especially true based on the type of service, such

as specialized FGM/C-related mental health counseling and medical specialist visits. These
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financial barriers can prevent survivors from receiving the care they need, further exacerbating
adverse health outcomes.

The last concept is the relationship between appropriateness & ability to engage.
Appropriate care refers to the extent to which services meet survivors’ needs through time
efficient, high-quality, survivor-centered treatment that encourages continuity of care (Lurie et
al., 2022). This includes the provider’s technical competence as well as interpersonal skills, such
as understanding the survivor’s unique physical and psychological needs through cultural
humility and establishing trust with survivors. Survivors can experience retraumatization during
mental health and physical healthcare visits when providers lack training in trauma-informed,
culturally responsive approaches to care (RTI, 2025). Ability to engage is the willingness of
survivors to participate in care, make informed decisions, and adhere to treatment
recommendations. Negative encounters with providers who lack the cultural sensitivity and
awareness of FGM/C-related health needs can lead to mistrust and reduced engagement with
care (Evans et al., 2019). When providers are trained to provide care that is respectful, trauma-
informed, and culturally responsive, survivors feel empowered and supported to engage in their
own care (Figure 3).

Conclusion

The practice of FGM/C has been shown to have a drastic economic impact on healthcare
costs. WHO states the cost of treating the total physical and mental health complications of
FGM/C was equal to $1.4 billion/year in 2018 (Tordrup et al., 2022). A proportion of the
economic implications of FGM/C are attributed to psychological outcomes (Chibber et al.,
2011). Among FGM/C survivors, there is a 4.1% additional annual risk of moderate to severe

cases of anxiety and a 1.3% additional annual risk of moderate to severe cases of depression
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(Tordrup et al., 2022). This increase in excess cases of anxiety and depression places an
additional burden on the healthcare system. It is imperative there are medical and mental health
professionals who are trained in how to effectively treat women with FGM/C to address their
unique and lifelong mental health needs. Providers have expressed a desire and need for training
to allow them to competently address the needs of survivors (Akinsulure-Smith et al., 2021).
Scaled up interventions to meet the mental healthcare needs of FGM/C survivors must include
treatment for the mental health conditions and capacity building among healthcare providers
(Katz et al., 2021).
Chapter 3: Methods

Methodological Approach and Study Design

This study sought to understand mental health outcomes, healthcare navigation, and
determinants of care for FGM/C survivors residing in the United States. The study employed a
convergent mixed methods design (also referred to as a concurrent or parallel design). This
design is characterized by the simultaneous collection and separate initial analysis of quantitative
and qualitative data strands, which are then merged for comparison and integration to provide a
comprehensive understanding of the phenomenon (Castro et al., 2010; Creswell & Clark, 2018;
Fetters et al., 2013; Katz-Buonincontro, 2024).
Rationale for Methodological Adaptation. This study was originally proposed using an
explanatory sequential mixed-methods, with the intention that quantitative results would inform
the subsequent qualitative inquiry. During the early phases of data collection, I experienced
significant challenges in recruiting participants for the quantitative survey. Despite sustained
recruitment efforts over a period of approximately six to seven months—including distributing

flyers in community centers and organizations, outreach to college campuses, emailing local and
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national organizations, attending conferences to network with potential partners, and engaging
with community gatekeepers—quantitative participation remained limited and progressed
slowly. As a result, the planned sequencing of methods became increasingly misaligned with the
pace and feasibility of data collection.

At the same time, through deep engagement in the field and conversations with key
gatekeepers and community partners, it became evident that collecting qualitative data from
survivors and mental health providers and advocacy organizations could provide rich contextual
insights into survivors’ lived experiences, the cultural and social factors influencing care-
seeking, and the nuanced ways FGM/C impacts psychological and physical well-being.
Collecting these data would not going to be contingent on waiting for quantitative results and,
instead, reflected the urgency and complexity of survivors’ narratives as they emerged in real
time.

In response to these methodological and practical considerations, the study design was
adapted to a convergent mixed-methods approach. This design allowed for quantitative and
qualitative data to be collected simultaneously, analyzed separately, and then merged to compare
and interpret findings, thereby strengthening alignment between the research questions, data
collection process, and analytic strategy. The convergent design supported the study’s aim of
gaining a more comprehensive understanding of the mental health experiences and healthcare
navigation of survivors of FGM/C from multiple perspectives, including survivors, mental health
providers, and advocacy organizations.

Compared with the originally proposed explanatory sequential design, the convergent
approach improved insight by enabling direct comparisons of quantitative results with qualitative

narratives, allowing points of convergence and divergence to be identified across data sources.
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The integration more effectively highlighted patterns in protective and risk factors while also
contextualizing barriers and strategies related to accessing care for survivors of FGM/C. This
design enhanced depth and strengthened interpretive validity, particularly for understanding how
mental health outcomes are experienced and are embedded within cultural, relational, and
systemic contexts.

However, this methodological adaptation also involved trade-offs. While the convergent
design allowed for richer integration of lived experience and contextual meaning, it limited the
ability to establish causal ordering of variables. In addition, with the small quantitative sample in
this study (n = 30), quantitative results are descriptive rather than inferential and are not intended
to represent the larger population of FGM/C survivors. There are also potential threats to
validity, including sampling bias and limited representativeness of the experiences of all FGM/C
survivors living in the United States. Participants who were able or willing to engage in the study
may differ systematically from those who were not reached through recruitment efforts or chose
not to participate, which may influence both quantitative results and qualitative narratives.
Understanding these limitations underscores the importance to interpreting results cautiously,
focusing on patterns, variations, and contextual meaning rather than making generalizable claims
about all survivors of FGM/C.

Mixed-Methods Design and Integration Strategy. In this study, quantitative survey
data and individual interviews with survivors were collected within the same phase of research.
The findings from this phase influenced the subsequent qualitative data collection through focus
groups with survivors and interviews with providers. During the integration phase, the
quantitative results (e.g., anxiety, depression, IPV, resilience, social support) were compared,

related, and integrated with the qualitative explanations (survivors’ and providers’ narratives) to
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achieve a comprehensive understanding of mental health and access among FGM/C survivors.
This integration occurred at the interpretation level and is presented in the results chapter. The
use of a convergent design allowed the researcher to give equal priority to both strands, ensuring
that numerical trends and narrative explanations were interpreted together to enrich the overall
understanding of survivors’ lived experiences and systemic barriers to care.

The first study aim explored how protective and risk factors, including social support,
resilience, and intimate partner violence, shape the mental health of survivors. The second aim of
this study explored mental and physical healthcare navigation, specifically key barriers,
facilitators, and strategies for improving access and support, among survivors of FGM/C. The
current study addressed the first aim using a Qualtrics survey and qualitative in-depth, individual
interviews with survivors to understand these associations. The second aim was addressed
through focus groups with survivors and interviews with mental healthcare providers and
advocacy organizations.

Study Sample — Survey and Interviews with Survivors

To be eligible to participate in the study, participants had to be: 1) a current resident of the
United States for five of more years, 2) a cisgender women who has undergone FGM/C (Type 1,
IL, II1, or IV), 3) between 18-55 years of age; 4) an immigrant from or the daughter of at least one
parent from any country in Africa; and 5) able to read, write, and communicate in English. Three
immigrant generation groups were created. Generation 1 is defined in this study as someone who
was born in another country and immigrated to the United States at greater than 13 years of age.
Generation 1.5 is defined as someone who was born in another country and immigrated to the
United States at less than 13 years of age. Generation two is defined as someone who was born in

the United States to at least one parent born from another country (Besera et al., 2024). A series
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of screener questions preceded the main questionnaire to ensure only eligible individuals were
completing the survey. Survey participants received a $25 electronic Visa gift card as
compensation for their time for the survey and an additional $25 if they completed an interview.
A total of 30 women completed the online survey and 10 women completed individual
interviews.
Study Sample — Focus Groups with Survivors

A community partner in Seattle, Washington hosted three focus groups with survivors of
FGM/C in-person at a community center. To be eligible to participate, women must have met all
inclusion criteria for the study. This inclusion criteria was: 1) a current resident of the United
States for five of more years, 2) a cisgender women who has undergone FGM/C (Type I, 11, III,
or IV), 3) between 18-55 years of age; 4) an immigrant from or the daughter of at least one
parent from any country in Africa; and 5) able to read, write, and communicate in English. Focus
group participants received a $25 electronic Visa gift card as compensation for their time and an
additional $25 if they completed the online survey. A total of 16 women were included in the
focus groups.
Study Sample — Professionals

In-depth interviews were conducted with mental health therapists and leaders from
advocacy organizations to understand the barriers, facilitators, and strategies for improving
access to and support for services for FGM/C survivors. To be eligible to participate in the
interview, participants had to be: 1) a licensed mental health therapist that has worked in a
clinical capacity with survivors of FGM/C; or 2) a staff member at an organization that engaged

in FGM/C prevention, education, policy and advocacy work. Interview participants received a
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$25 electronic Visa gift card as compensation for their time. Four mental health therapists and
three leaders from advocacy organizations were interviewed.
Aim 1: Exploring how Protective and Risk factors Shape Mental Health Experiences of
Survivors

Quantitative Component
Data Collection Procedures

Prior to beginning data collection, the University of Maryland Institutional Review Board
(IRB) approved this study and the study documents including the recruitment email and flyers,
consent form, quantitative survey, qualitative interview guide, and research protocol. The
purpose of the online survey was to quantitatively explore how protective and risk factors
influence the mental health of women who have undergone FGM/C. The survey included
measures on social support, resilience, relationships with others of the same culture, and
experiences of intimate partner violence to explore their relationship with mental health outcomes
(anxiety and depression) among survivors. This survey data provided means, standard deviations,
and ranges to highlight patterns and relationships between these factors.

The quantitative survey was administered electronically through Qualtrics to participants
(see Appendix A). Participant recruitment occurred in several ways. Global Women P.E.A.C.E.
Foundation (GWPF), a Virginia based 501¢3 nonprofit organization with the mission to empower
women and girls through education to help end FGM/C, agreed to distribute the survey
information and Qualtrics link in their listserv. It is important to note GWPF is the only
organization in the United States with a support group for survivors of FGM/C. End FGM/C U.S
Network and Equality Now are organizations that have partnered with GWPF in advocacy

against FGM/C. These organizations were also contacted to distribute information about this
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study. Additionally, flyers were distributed in the Washington, DC metro area to aid in
participant recruitment at community centers for the populations included in the study (e.g.,
Ethiopian Community Centers in DC and MD, Somali Community, ADAMS Center, and African
Community Center). The flyers included information about the purpose of the survey, a website
link to access the study, and a QR code that can be scanned to take a participant directly to the
survey website.

Participants started the study by completing a brief survey to assess eligibility. If eligible,
participants completed a consent form and then moved to complete the survey. After completing
the survey, participants received a list of mental health- and [PV-related resources. Participant
identity remained confidential by delinking their survey data from identifying information and
receiving an identification number. The survey data was anonymous and only linked to a
Qualtrics IP address. After completing the survey, participants were asked if they were interested
in being contacted for a qualitative interview to further explore the protective and risk factors of
adverse mental health among survivors of FGM/C. If participants are interested in participating in
the interview, they were asked to provide their first name, their email address, and a phone
number where they can be reached. The identification number assigned during the survey was
linked to corresponding interview data for the same participants.

Variables & Measures
Demographic Variables

This research project considered the following demographic variables: age, country of
origin, religion, annual household income, years residing in the United States, and generation
group.

Age. Participants self-reported their age in years.
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Country of origin. Participants self-reported the country where they were born.

Religion. Participants self-reported their identified religion (if applicable). The answer
options were Christian, Islam, Hindu, Judaism, Buddhist, and other (participants were prompted

to specify if “other” is selected).

Annual Household Income. Participants were asked to select the range their annual
household income corresponds to in dollars ($0-$39,999; $40,000-$69,999; $70,000-$99,999; or

$100,000+).

Years in the United States. Participants were asked how many years they have

lived/resided in the United States. The answer options were between 5-10 years or over 11 years.

Generation Group. Participants were asked how they would define their generation
group. They were to select from the options of as generation 1 (immigrated to the United States at
greater than 13 years of age), generation 1.5 (was born in another country and immigrated to the
United States at less than 13 years of age), and generation 2 (born in the United States to at least

one parent born from another country).

Additional Variables
Type of FGM/C

FGM/C type (I, 1L, III, or IV) was identified through participant self-report using the
RAINBO illustrated FGC guide. Participants were shown the illustrate guide to select which type
of FGM/C they experienced, if they are able to identify the type.
Anxiety

The Generalized Anxiety Disorder 7 (GAD-7) (Spitzer et al., 2006) tool was used to

measure the severity of anxiety within the study sample. This measure has been previously used
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in an African immigrant sample. Nwoke et al. (2023) studied maternal anxiety and depression
among African immigrant women who resided in Canada and found the measure had high
sensitivity (89%) and specificity (82%). In this study, Cronbach’s alpha was found to be 0.936.
Participants in this study were asked over the last 2 weeks how often they have been
bothered by a series of problems. Sample statements include “feeling nervous, anxious, or on
edge” and “being so restless that it is hard to sit still.” They indicated the frequency of each

9 ¢

statement as occurring “not at all,” “several days,” “more than half the days,” or “nearly every
day.” Severity of anxiety symptoms were scored by calculating the scores for each response type
“not at all” (0), “several days” (1), “more than half the days” (2), and “nearly every day” (3) for
all seven questions. The highest score is 21 and the score was recorded as continuous values.
Sample means were calculated to estimate the severity of anxiety symptoms in the study
population. The range of severity of anxiety symptoms is as follows: 0-4: minimal anxiety; 5-9:
mild anxiety; 10-14: moderate anxiety; and 15-21: severe anxiety. A score of 10 or greater is the
standard threshold for recommending a more thorough diagnostic evaluation by a mental health
professional (Spitzer et al., 2006; Rutter & Brown, 2018).
Depression

The Patient Health Questionnaire (PHQ-9) (Kroenke et al., 2001) was used to measure the
severity of depression within the study sample. The PHQ-9 is the depression module of the PHQ,
which in total assesses eight mental health conditions. This measure has also been previously
used in an African immigrant sample. Nmezi et al. (2022) studied depression, acculturation, and

cardiovascular health in a sample of immigrants from Ghana, Nigeria, Liberia, Sierra Leone, and

Cameroon in the United States and found the measure had high sensitivity (88%), specificity
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(88%), and reliability (85% Cronbach alpha). In this study, Cronbach’s alpha was found to be
0.936.

Participants were asked over the last 2 weeks how often they have been bothered by a
series of nine problems. Sample statements include “poor appetite or overeating” and “feeling
down, depressed, or hopeless”. They indicated the frequency of each statement as occurring “not
at all”, “several days”, “more than half the days”, or “nearly every day.” The PHQ-9 was scored
by calculating the scores for each response type “not at all” (0), “several days” (1), “more than
half the days” (2), and “nearly every day” (3) for all nine questions. The highest score is 27 and
the scores were recorded as continuous values. Like the GAD-7, the PHD-9 was not used to
diagnose cases of depression. Sample mean was calculated to estimate the severity of depression
symptoms in the study population. The range of severity of depression symptoms is as follows: 0-
4: minimal depression; 5-9: mild depression; 10-14: moderate depression; 15-19: moderately
severe depression; and 20-27: severe depression. A score of 10 or greater is the standard
threshold for recommending a more thorough diagnostic evaluation by a mental health
professional (Manea et al., 2012; Costantini et al., 2021).

Social Support

The Multidimensional Scale of Perceived Social Support (MSPSS) (Zimet et al., 1988)
was used to measure perception of support from three sources: a significant other, family
members, and friends. Stewart et al. (2014) studied social support, IPV, and antenatal depression
among women in Malawi and found the measure had a full measure Cronbach alpha of 0.90 as
well as high reliability for all three subscales: significant other (0.855), family (0.889), and

friends (0.874). In this study, Cronbach’s alpha was found to be 0.941 for the full scale.
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This 12-item measure asks participants to identify how they feel about a series of
statements on a 7-point scale from “Strongly disagree” to “Strongly agree”. The measure is
divided into three subscales with a set of four questions for each source of support. An example
of a statement to assess perceived family support is “my family really tries to help me.” An
example of a statement to assess perceived friend support is “I can count on my friends when
things go wrong.” An example of a statement to assess perceived significant other support is
“there is a special person who is around when I am in need.” Scores for each of the questions
corresponding to the different subscales were added and then divided by four to get a mean score
for each subscale. The four mean subscale scores were added to get a total scale score. The total
scale scores were divided into three levels of support. Scores between 1-2.9 indicate low
perceived support. Scores between 3-5 indicate medium perceived social support. Scores between
5.1-7 indicate high perceived support. For this study, the total scale and subscales were used.
Close Relationships with Others of the Same Culture

In addition to the MSPSS, participants were asked two questions about their relationships
with others of their same culture in the United States as well as their home country. An example
of a statement asked was “How close do you feel to others of your same culture in the United
States?” They indicated their score on a scale from 1 to 5, with 1 being "not close at all" and 5
being "very close". The scores for each question were added to get a mean score of overall
cultural closeness to those in the United States and in their home country.

Resilience

The Brief Resilience Scale (BRS) (Smith et al., 2008) was used to measure resilience and

capacity to overcome adversity. Akintunde et al. (2023) found the scale's reliability to be high

with a Cronbach alpha of 0.82 when studying adverse childhood experiences and the well-being

47



of migrants. In this study, Cronbach’s alpha was found to be 0.610, which suggests low internal
consistency.

Participants were asked how much they agreed or disagreed with a series of six statements
from “Strongly disagree” to “Strongly Agree.” Examples of statements to assess resilience
include “I tend to bounce back quickly after hard times” and “I have a hard time making it
through stressful events.” The total score for the measure is 30 and all answer choices were added
and divided by six for the number of questions answered. BRS Questions 2, 4, and 6 were reverse
coded. Scores between 1-2.99 indicate low resilience, score between 3-4.30 indicated normal
resilience. Score between 4.31-5 indicated high resilience.

Intimate Partner Violence

The revised Abusive Behavior Inventory Revised (ABI-R) was used to measure IPV. The
25-item measure is divided into three subscales to assess physical abuse, psychological abuse,
and sexual abuse. This revised measure has been deemed to have high reliability overall
(Cronbach alpha = 0.95). The individual subscales have also been shown to have high reliability:
physical abuse (Cronbach alpha = 0.93), psychological abuse (Cronbach alpha = 0.92), and
sexual abuse (Cronbach alpha = 0.85) (Postmus et al., 2016). The full ABI-R scale was found to
be reliable (Cronbach alpha = 0.90) in a study of service use and service needs of female
survivors of IPV attending a community college in Midwestern United States (Voth Schrag &
Edmond, 2018). In this study, Cronbach’s alpha was found to be 0.953 for the full scale.

This measure asks participants to identify how often a partner committed specific acts in
the past year. The ABI-R is rated on a 5-point scale with frequencies from “never” to “very
frequently”. An example of a specific act committed by a partner to assess physical abuse include

“Threated to hit or throw something at you. An example of a specific act committed by a partner
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to assess psychological abuse “Called you a name and or criticized you”. An example of a
specific act committed by a partner to assess sexual abuse is “Pressed you to have sex.” To score
the measure, each question received a score ranging from 1 to 5. The lowest possible score is 25
if “never” is reported for all questions. All scores were added to create a final score out of 125.
Higher scores indicated more experiences of IPV.
Data Analysis

Mean scores, range, and standard deviation for each continuous scale used in the study
(anxiety, depression, social support, cultural closeness to those in the United States and in their
home country, resilience, and intimate partner violence) were generated. Additionally, the mean,
standard deviation, and range for anxiety and depression by FGM/C type were calculated.
Distribution tables were developed to see the prevalence of each type of FGM/C in the sample.
The frequencies for dichotomous depression and anxiety scores (e.g., proportion above or below
clinical cut-offs) were also calculated.
Qualitative Component
Data Collection Procedures

After completing the quantitative survey on Qualtrics, participants were asked if they
wanted to complete a 45-60-minute virtual interview to further understand the role that social
support, resilience, and intimate partner relations has on the mental health outcome of survivors.
The interview questions can be found in Appendix B. Quantitative survey data was linked to
qualitative interview data using identification numbers to ensure the data is de-identified to
preserve confidentiality and anonymity. Interview participants were asked for consent before
recording their interview. Interviews were conducted virtually using Zoom. Digital audio-

recordings were stored on a password protected computer and identifiable information was
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removed from the interview transcripts. Sample questions include “How would you describe
your overall mental health and well-being currently?”” and “How do you cope with stressful and
challenging situations?” Interview participants received a $25 electronic Visa gift card as
compensation for their time.

In-depth interviews were conducted with survivors of FGM/C. To be eligible to
participate in the interview, participants had to: 1) complete the quantitative survey; and 2)
provided consent to be interviewed at the end of the quantitative survey. The interviews lasted
between 45-60 minutes. The purpose of the interview was to gain a comprehensive account from
a survivor about the relationship between undergoing FGM/C and symptoms of anxiety and
depression as well as protective and risk factors of this relationship. The interviews were semi-
structured to provide an initial framework for questions that align with the research questions of
the current study.

Data Analysis

The data analysis was conducted using Reflexive Thematic Analysis (RTA) (Braun &
Clarke, 2022). This approach highlights the researcher’s role in understanding and creating
knowledge (Braun and Clarke, 2022). This approach acknowledges that meaning is co-
constructed through interaction between the researcher and the data, through exploring the
underlying meanings participants assign to their experiences. RTA is an iterative and reflective
process which supports deep engagement with data, while encouraging reflexivity in that the
researcher must remain aware of how their positionality and assumptions influence the analysis
of the data. RTA is an effective method for this study as it helps to highlight the complexity and

contextual richness of the participants' perspectives.
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The following steps were employed: familiarization with the dataset, developing initial
codes, generating initial themes, reviewing themes, defining and naming themes, and writing up
the findings. The interviews were transcribed verbatim and imported into Dedoose, a desktop
application used to conduct analysis on excerpts of texts. During the familiarization phase, |
listened to the audio recording of every interview and cleaned the transcripts for all participants.
I immersed myself in the data through repeatedly reading and listening to the audio files, noting
preliminary observations for each transcript and things that were repeated for emphasis. The
notes also allowed me to document my experience with reading each transcript. Initial coding
was conducted in Dedoose. I coded the data by highlighting segments of transcripts that stood
out and assigned relevant codes that corresponded with the research questions. Codes were also
generated when there were similarities in the data across interviews. Examples of initial codes
include: Fear of disclosure to mental health provider, provider is unaware of FGM/C, and
physical health complications of FGM/C. To generate initial themes, data from the interviews
were reviewed collectively to identify meaningful patterns that began to reveal an overarching
narrative within the dataset. All transcripts were coded by two people, and two transcripts were
coded by three people, including the dissertation chair. The research assistant and I clustered our
codes to generate an initial set of themes that address the research questions. Examples of initial
themes included: risk factors for anxiety and depression, protective factors for anxiety and
depression, barriers to seeking mental healthcare, barriers to seeking ob/gyn services,
strategies/facilitators for seeking mental healthcare, and strategies/facilitators for seeking ob/gyn
services, and recommendations. The themes were reviewed and refined by combining related
categories to develop a richer understanding of the data in a wholistic manner while

acknowledging its nuances (Braun & Clarke, 2022). The last phase of RTA involved
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synthesizing each theme into a cohesive narrative. The findings were presented through seven
main themes, supported by participant quotes to illustrate and enrich the analysis.

Aim 2: Improving Access to and Support for Healthcare Navigation Among Survivors

Focus Group Discussions
Data Collection Procedures
The purpose of the focus groups were to understand the experience of survivors in

accessing services and provide contextual information for women in the community. The focus
groups were designed to create a supportive space where survivors felt empowered to share their
experiences within a community context, fostering richer dialogue than individual interviews.
The focus groups were hosted by a community partner in Seattle, Washington. The researcher
facilitated the focus groups on Zoom for the survivors who were assembled with the community
partner. The women were recruited by the community partner who sent out invitations to
potential participants. Invitations provided details of the study, the purpose of the study, and how
their involvement would contribute to advocacy efforts. The study consent form was sent to all
participants prior to the focus group and was read aloud by the facilitator at the beginning of the
focus group. Participants were asked to sign this form before the session. Focus group
participants were asked for consent to the recording of the session. Zoom was used to conduct the
focus group by the facilitator. A translator was present as a majority of the women in the focus
group did not speak English fluently. Sample questions include “What do you wish healthcare
providers knew about FGM/C to better support you?”” and “Are there specific cultural
expectations or understandings related to FGM/C that you feel should be considered when
receiving care?” The focus group questions can be found in Appendix C. After the focus groups,

a debriefing session was held with the community partner to discuss any emotional or
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psychological impacts the survivors have experienced as a result of participation in the session

and any follow-up actions necessary.

Focus groups were conducted with small groups of survivors of FGM/C (4-6 women per
group). Each focus group lasted around 60-90 minutes. The discussions aimed to uncover
common themes and patterns across diverse backgrounds while also honoring differing
perspectives. Through this process, we sought to gain an in-depth understanding of the barriers,
facilitators, and strategies that influence survivors’ access to healthcare and advocacy resources
related to FGM/C.

Data Analysis

The focus groups included semi-structured questions and responses to the questions were
transcribed verbatim. The transcripts were imported into Dedoose, a desktop application used to
conduct analysis on excerpts of texts. The data analysis was conducted using Reflexive Thematic
Analysis. The analysis process was the same as the one used for Aim 1.

Interviews with Providers
Data Collection Procedures

In-depth interviews provided insight into the experiences of mental health professionals
and advocacy groups in working with FGM/C survivors and identify ways to enhance care and
advocacy efforts. Outreach for the stakeholder groups was conducted via professional networks,
including mental health associations, NGOs, 501(c)(3) organizations, and community
organizations that work with FGM/C survivors. Interview invitations were sent via email,
outlining the purpose of the study, eligibility criteria, and the interview process. Participants

were asked to review and sign the informed consent form electronically before participating in
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the interview. Zoom was used to conduct the interviews. Digital audio-recordings were stored on
a password protected computer and identifiable information was removed from the interview
transcripts.

The interview questions for each stakeholder group can be found in Appendices D and E.
Sample questions include “How do you incorporate cultural sensitivity when working with
clients who have undergone FGM/C?” for a mental health therapist and “What are some of the
most significant barriers your organization faces when advocating against FGM/C in affected
communities?” for an advocacy organization. Each interview lasted between 45-60 minutes.
Data Analysis

The interviews were transcribed verbatim and were imported into Dedoose. The data
analysis was conducted using Reflexive Thematic Analysis. The same analysis process was used
for provider interviews as the survivor interviews and focus groups.

Data Quality

Data quality was ensured using pilot testing, reflexivity, and triangulation strategies to
make sure the research approach and data were trustworthy (Guba, 1981). Interviews were
reviewed after the first few were conducted to assess if the responses were superficial and
shallow (Braun & Clarke, 2022). This piloting of interview questions helped to refine the guide
and deliver data of good quality. Reflexivity was used by keeping a field journal where
observations were made, activities were recorded, and notes were made of anything that might
affect the data collection. Triangulation was used because multiple experiences and perspectives
were captured at different time points with the surveys and interviews. These sources were cross-

referenced against each other to aid in interpretation.
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Reflexivity

Reflexivity is a crucial part of qualitative data collection in which the role of the
researcher is critically reflected upon regarding the research practice and process (Braun &
Clarke, 2022). As the primary researcher, I engaged in ongoing and systematic reflexive practice
throughout this study to critically examine how my positionality, training, and relationship to the
topic shaped each stage of the research process. I ensured this by memoing and writing reflexive
notes of my personal experiences, reactions, assumptions, as well as factors that may bolster or
negatively affect my data collection and analysis process.

I documented my own reactions and reflections after conducting each interview and focus
group as well as after reading and re-reading transcripts. This practice supported iterative self-
examination across study phases rather than a one-time reflection, allowing me to routinely
reflect on my assumptions, expectations, choices, and actions through the research process. This
reflexive engagement enhanced transparency in the analytic process and strengthened the
credibility of the findings (Finlay & Gough, 2003).

I engaged in analytic reflexivity to critically consider how my identity influenced my
coding decisions, theme development, and the interpretation of participants’ narratives. I
continually revisited my analytic choices, questioned how my perspectives might privilege
certain meanings over others, and adjusted my interpretations to remain grounded in participants’
narratives instead of my own assumptions. I developed an awareness of my personal position,
standpoint, and assumptions about the world based on my socio-demographic factors (e.g., age,
race, religion, culture, and socioeconomic status) (Braun & Clarke, 2022). Identifying these
factors allowed me to assess how they contextualized and shaped my research and analysis

process. Throughout the process of data collection and analysis, I noticed my reactions to
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discussions in the interviews and focus groups and how my understanding of this phenomenon
and the lived experiences of survivors of FGM/C shaped the research process. During coding and
theme development, I engaged in analytic reflexivity by documenting how my interpretations
were shaped by my background and perspective, revisiting codes to ensure they remained
grounded in participants’ language rather than filtered through my own assumptions. For
example, while initially coding interviews about survivors’ experiences with healthcare
providers, I developed the code of “lack of engagement”. Through analytic reflexivity, I noticed
this interpretation reflected my positionality and point of privilege instead of participants’
experience. | had to consider the social, cultural, and systemic influences that would impact their
prior healthcare experiences and willingness to engage in future care. I also engaged in reflexive
dialogue with my advisor when encountering emotionally charged narratives or interpretive
ambiguities, which helped strengthen credibility, transparency, and ethical engagement with
participants’ stories.

The process of reflexivity throughout my dissertation allowed for ongoing reflection on
my positionality as a researcher who does not personally share the lived experience of
undergoing FGM/C or immigrating from another country. I acknowledged my social privilege as
a heterosexual, cisgender, middle class, non-disabled, younger individual who has lived her
whole life in the Global North. Simultaneously, I recognized my social marginality of being a
Black female. Recognizing these identities, I intentionally acknowledged the potential biases,
assumptions, and power dynamics that could arise in interactions with my study participants. For
example, as someone without the lived experience of undergoing FGM/C, I was aware that my
outsider status could influence how I interpreted survivors’ narratives or how comfortable they

felt sharing their experiences. During interviews with survivors, I noted when my own cultural
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background or educational training shaped my interpretations, such as feeling shocked and sad in
response to participants’ stories. Through memoing, I was able to remind myself that my reaction
stemmed from my own positionality and should not guide how I analyzed or represented
participants’ voices.

Active reflection allowed me to recognize when I was beginning to interpret survivor
experiences through my own perspective and prompted returning to the data and ensure that my
coding, interpretation, and theme development were grounded in participants’ meanings rather
than my assumptions. Rather than aiming for neutrality, I worked toward reflexive awareness and
accountability, ensuring that findings reflected participants’ perspectives while acknowledging
my interpretive role. This process supported confirmability and analytic integrity. I worked to
build trust and rapport with study participants through thoughtful reflection, active listening, and
culturally sensitive engagement. I also prioritized collaborative partnerships with community
organizations and key leaders who possess similar lived experiences of my study participants
including being survivors of FGM/C and/or immigrants from African countries. These
partnerships not only enhanced the ethical conduct of the research but also ensured that the
perspectives of the African immigrant and FGM/C survivor communities informed my study
design, data collection process, and interpretation. This reflexive, community-engaged approach
fostered a research process grounded in respect, reciprocity, and authenticity.

Chapter 4: Results
Introduction

This study had two specific aims. The first was to understand the ways in which

protective and risk factors, including social support, resilience, and intimate partner violence,

shape the mental health experiences of FGM/C survivors. The second was to identify key
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barriers, facilitators, and strategies for improving access to and support for mental healthcare,
obstetric and gynecologic services, and advocacy groups for survivors of FGM/C. This chapter
presents findings from the integrated analysis of quantitative and qualitative data, emphasizing
the complementarity between summary scores and lived experience. While the quantitative data
identified trends in survivors’ mental health, IPV experiences, social support, and resilience, the
qualitative data further contextualized these results by illuminating the lived experiences behind
these trends. The mixed findings are therefore organized around seven themes that draw from
both datasets, illustrating how narrative accounts illuminate the mechanisms and meanings
behind statistical patterns. This approach honors participants’ voices while situating their
experiences within broader structural and relational conditions that shape mental health and
healing. Pseudonyms are used to protect the identities of participants and ensure their privacy
and confidentiality.
Sample characteristics- survey participants

The analytic sample for the quantitative survey consisted of 30 participants (Table 1).
Over three-quarters of the sample were between 18-45 years of age (n = 23, 77%) and 23% were
between 46-55 years of age (n = 7). Majority of the participants (67%, n = 20) have been living
in the United States for at least 11 years, while 33% (n = 10) of women have lived in the United
States for less than 5 years. Eighty-seven percent of the sample identified as Generation 1 (n =
26), followed by Generation 1.5 (n = 3, 10%), and then Generation 2 (n = 1, 3%). Fifteen (50%)
study participants reported being married/living with a partner, 11 (37%) reported being never
married/living with a partner, and four (13%) reported being previously married (ex: divorced,
widowed, or separated). Forty-three percent (n = 13) of the sample had no children, 33% had

three or four children (n = 10), 17% had one or two children (n = 5), and 7% had five or more
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children (n = 2). Most women reported having some college/associate degree (n = 10, 33%) or a
bachelor's degree or higher (n =12, 40%), while 17% (n = 5) reported having a high school
diploma or GED and 10% (n = 3) reported having less than a high school diploma. Forty-three
percent (n = 13) of women had an annual household income below $39,000, 30% (n =9), 30% (n
= 9) had an annual household income between $40,000-$69,000, 7% (n = 2) had an annual
household income between $70,000-$99,999, and 20% (n = 6) had an annual household income
above $100,000. Sixteen participants identified as Muslim (53%). The remaining identified as
Christian (n = 12, 40%) or having no religion (rn = 2, 7%). Almost forty percent of the sample
were of Somali origin (n = 11, 37%) and 17% of participants were of Kenyan origin (n = 5). The
remaining 47% (n = 14) reported the following countries of origin: Nigeria (n = 4, 13%), Sierra
Leone (n =3, 10%), Egypt (n = 3, 10%), The Gambia (n = 2, 7%), Angola (n =1, 3%), and
Ethiopia (n = 1, 3%). Fifty percent of the sample (rn = 15) reported they had undergone Type I
FGM/C, followed by Type II (n =8, 27%), Type III (n = 3, 10%), and 13% (n = 4) of women
reported they were unsure what Type of FGM/C they had undergone. No participants reported
undergoing Type IV FGM/C. This sample was primarily young when they underwent FGM/C.
Ten percent (n = 3) were 3 years or younger, 33% (n = 10) between 4-7 years of age, 40% (n =
12) between 8-12 years of age, and 17% (n = 5) between 13-17 years of age.
Sample characteristics — individual interview and focus group participants

Ten women participated in individual interviews and 16 women participated in three
focus group discussions. The sample characteristics below include 20 women as six women that
participated in the focus group discussions did not complete the online survey that captured
demographic data (Table 2). Seventy-five percent of the participants were between 18-45 years

of age (n = 15) and 25% were between 46-55 years of age (n = 5). Seventy percent of women (n
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= 14) had been living in the United States over 11 years compared to 30% between 5-10 years (n
= 6). Ninety percent of the sample identified as Generation 1 (n = 18) with only one participant
identifying as Generation 1.5 (n =1, 5%), and one as Generation 2 (n = 1, 5%). Fifty five percent
of women were married/living with a partner (n = 11). Thirty percent of the participants reported
being never married/living with a partner (n = 6), and 15% of women reported being previously
married (ex: divorced, widowed, or separated) (n = 3). Eight women reported that they did not
have children (40%), eight women had 3-4 children (40%), two women had 1-2 children (10%),
and two women had 5+ children (10%). Most women reported having some college/associate
degree (n =9, 45%), followed by a bachelor’s degree or higher (n = 7, 35%). Four women stated
that they had less than high school diploma (20%). Forty percent of the sample (n = 8) had an
annual household income below $39,000, 35% (n = 7) earned between $40,000-$69,999, and
25% (n =5) earned over $70,000. Majority of participants identified as Muslim (rn = 12, 60%),
followed by Christian (n = 7, 35%). The majority of participants were from countries in East
Africa including Kenya, Somalia, and Ethiopia (n = 12, 60%) and West Africa including Sierra
Leone, Nigeria, and The Gambia (n = 6, 30%). Fifty percent of the sample (n = 10) reported they
had undergone Type I FGM/C and 30% had undergone Type II (n = 6). No women reported
Type Il and Type IV. Four women (20%) were unsure what Type of FGM/C they had
undergone. Most participants underwent FGM/C at a young age: 10% (n = 2) were under 3 years
old, 35% (n = 7) were between 4—7 years, 45% (n = 9) were between 8—12 years, and 10% (n =
2) were between 13—17 years of age
Sample characteristics — interviews with providers

Individual interviews were conducted with four mental healthcare providers and three

advocacy organization leaders. Three mental health clinicians had master's—one in school
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psychology and two in social work—while one clinician held a PhD in counseling psychology.
Two clinicians have been working with survivors of FGM/C for over ten years, while the other
two had been doing so for less than five years.

The leaders of two advocacy organizations, whose mission is to eliminate the practice of
FGM/C, were interviewed. One leader had over ten years of experience working with survivors
of FGM/C, another had four years of experience, and the third had two years of experience.
Results
Theme 1. Anxiety and Depression among survivors

This study assessed the prevalence of anxiety and depression symptoms using the
Generalized Anxiety Disorder 7-item scale (GAD-7) and the Patient Health Questionnaire (PHQ-
9), respectively, with mean scores calculated for each. The type of FGM/C (Type I, 1L, 111, or IV)
was identified for each participant, and mean scores were used to analyze distribution across the
sample. The mean, standard deviation, and score range for anxiety and depression are presented
in Table 3 for the total sample as well as by Type of FGM/C. In addition to quantitative
measures, qualitative data were collected through interviews and focus groups to capture
survivors’ lived experiences and contextualize the psychological impact of FGM/C. Quantitative
and qualitative findings together illustrate that anxiety and depression symptoms among women
with FGM/C are multifaceted, and the integration of these findings are discussed below.

Quantitative results showed that women in the sample reported mild levels of anxiety (M
= 6.80, SD = 6.46, range = 0-19). However, the wide range and high variability of scores suggest
that while some participants reported minimal anxiety, others experienced moderate to severe
levels, reflecting the heterogeneity of psychological distress within this population. When

stratified by type of FGM/C, the highest average anxiety symptom score was for Type III (M =
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9.33, SD = 8.14), followed by Type II (M =9.13, SD = 6.73), then Type I (M = 6.66, SD = 6.25),
and those who were unsure what type of FGM/C they underwent (M = 0.75, SD = 0.96). The
cutoff score of 10 on the GAD-7 is commonly used to indicate clinically significant anxiety
(Spitzer et al., 2006; Rutter & Brown, 2018) and was adopted as the cut off in this study. Thirty-
seven percent of participants (n = 11) scored a 10 or higher, meeting the threshold from clinical
anxiety. This proportion was the highest among women with Type I FGM/C (n = 6), followed by
Type I FGM/C (n = 3), and Type III (n = 2). None of the women who were unsure of their
FGM/C type scored a 10 or higher on the GAD-7 (Table 4).

Quantitative results also showed that women in the sample reported mild levels of
depression (M = 6.30, SD = 7.65, range = 0-26). Like the anxiety scores, the wide range and
high variability of scores suggest that while some participants reported no to low depressive
symptoms, others experienced severe, and likely clinically significant depressive symptoms.
When stratified by type of FGM/C, the highest average depression symptom score were for
women with Type II (M =9.78, SD = 8.77), followed by Type 1 (M = 6.50, SD = 7.66), then
Type III (M = 3.00, SD = 3.00), and those who were unsure what type of FGM/C they underwent
(M =0.0, SD =0). A PHQ-9 score of 10 is commonly used to indicate clinically significant
depressive symptoms (Manea et al., 2012; Costantini et al., 2021), and was adopted as the cutoff
score in this study. Twenty-seven percent of women (n = 8) scored 10 or higher, meeting the
threshold for clinical depression. These women had undergone either Type I FGM/C (n = 4) or
Type I FGM/C (n = 4). No participants with Type IIl FGM/C, nor those who were unsure their

FGM/C type, scored 10 or higher on the PHQ-9 (Table 4).
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These descriptive patterns suggest that while not all survivors experience severe
psychological distress, a notable portion continue to struggle with emotional consequences of
FGM/C, often decades after undergoing the procedure.

Qualitative narratives offered rich insight into how anxiety and depressive symptoms
were experienced and interpreted by survivors. Across interviews and focus groups, women
described persistent fear, physiological reactivity, and intrusive memories tied to their
experiences of FGM/C. Many reported intense anxiety during gynecologic and obstetric exams,
which often triggered body-based memories of the cutting. One focus group participant
emphasized the embodied nature of anxiety during medical examinations and stated,

We all have that anxiety of the exams...When you are supposed to open your legs so that

you can give birth, a lot of the women are not able to do that because of trauma that stays

in the body, and they are not going to want to do that.
This statement reflects a recurring theme across narratives: anxiety is a deep emotional reaction
where the women remember the pain, violation, and fear. These responses are often involuntary
and difficult to control. Other participants recalled powerful physiological reactions during
routine healthcare interactions. Dana, a survivor in her late 20s who underwent FGM/C at 8
years old, recalled experiencing intense anxiety during a routine prenatal visit but was unable at
the time to understand the source of her distress.

So, when I got pregnant with my son, I remember I was going for my check up and the

doctor told me to lie down. I don't know what came over me, I was just so anxious to go

lay down on the bed and I was just nervous, like I was scared to lay down. But I did. I

went and lied down and she checked me.
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Another participant, Kerry, a survivor in her late 20s who underwent FGM/C at 8 years old
explained that he avoided medical care altogether because providers lacked knowledge about
FGM/C and she found herself repeatedly retraumatized during exams:

Last time, [ went to an OB/GYN, they didn't know what it [FGM/C] was, and obviously

that was just an uncomfortable experience as you could imagine. So, I try to avoid going

to doctors or discussing it with health providers, since again, it's something that is not
discussed and is so rarely seen.
These examples illustrate how healthcare settings are significant triggers for anxiety, which helps
contextualize the mild but notable levels of anxiety found in the quantitative data. Even when
survivors did not meet clinical thresholds, their narratives revealed ongoing discomfort and
fear—symptoms consistent with chronic anxiety.

Depressive symptoms were less frequently discussed explicitly, despite their presence in
the quantitative findings. Depression was only mentioned explicitly only once in the qualitative
findings. Irene stated, “Some people will even tell you if you’re a Muslim and you have faith,
those things like therapy, stress, and depression will not come to you.” Some participants also
described a pressure to remain silent about their experiences and simply “move on.” A focus
group participant shared,

Most Somali women have been raised as being strong and resilient. I think sometimes

some of the women that I've discussed this with, it keeps them from talking and

experiencing their trauma, and how they look at themselves. It has been repeatedly said to
all of us, “You're strong, you're a Somali woman, and you are resilient, and you can do
anything.” So that I think [that] kind of shuts down the part that says ‘okay, I want to

know how I feel.’
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It is possible that cultural expectations related to one’s religiosity, being strong, and remaining
silent may have contributed to the discrepancy.

While the quantitative findings captured mild levels of anxiety and depression, the
qualitative data revealed that many women continue to experience trauma-related symptoms that
were not directly measured in the survey. Survivors frequently described experiencing
nightmares, flashbacks, and embodied memories of the cutting, indicating that their emotional
distress is rooted in early-life traumatic experiences. Rachel, a 19 year old survivor who
underwent FGM/C at 5 years old, spoke about recurrent nightmares. She stated:

I think it was done to me when [ was 5 years old, so I still remember little bits and I think

that contributes. Still to this day, since I was a kid, I have nightmares of FGM/C being

done to me again. I know it's not going to happen, but I repeatedly have nightmares of it

being done to me again. It happens sometimes a lot and it's like ‘why am I still having

these dreams about something that happened like a decade ago?’
Brooke, a survivor in her early 20s who underwent FGM/C at 12 years old, stated that while her
physical pain as a result of FGM/C has lessened, she is primarily dealing with the psychological
impact of this practice. She described having vivid flashbacks. She shared, “I get flashbacks, and
my flashbacks are not just like images in my head. They're also the feeling. I remember the exact
feeling. I remember the exact cutting.” She discussed the time period when she noticed a shift in
symptoms from physical to psychological. She stated:

So, right now I still get uncomfortable feelings sometimes, but it's not like pain, not like

before. So, I guess maybe after I was done dealing with physical pain, all the mental

trauma that was caused kind of came on me [during] freshman year of college and I

couldn't deal with it...I never fully thought about it because I was mainly trying to deal
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with the physical pain. I never fully thought about what happened to me in a mental way.

I was mainly trying to survive the physical pain.
Many survivors spoke about the complexities of finding mental health clinicians that not only
understand FGM/C but are also capable of providing effective care built on trust and
understanding. Karen recalled a therapist who stated, “I want to help you, but I don't know how
to help you with this. Please find someone who can” underscoring the gap in provider
preparedness to address FGM/C. Survivors consistently stressed the importance of empathy,
cultural competence, and deep listening skills among mental health clinicians. Sandra reflected
on an encounter with a therapist in which the therapist's behavior suggested a lack of empathy
and patience as if they were thinking “let’s just say what you have to say and let me get on to the
next client.” Survivors also emphasized the importance of mental health clinicians having
emotional awareness. Irene, a survivor in her late 40s who underwent FGM/C at 6 years old,
stated:

In terms of capacity building, therapists should know how to go about [probing] in a very

professional way and empathetic manner, but probing so that a person, who is not able to

open up about what happened to them, is able to be reminded and feel free and safe.

Survivors in the focus group spoke positively about survivor-led support groups. Emily,
director of an advocacy organization that holds a survivor-led support group, stated:

We are not therapists, but we're going to listen. You know, survivors always stress to me,

‘we like you because you listen to us, you will just stop everything you're doing, and

listen.” I know therapists do that too, but you don't want the person to feel like you're

rushing her off the phone or rushing her out of your office.
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Many women discussed the cultural stigma around therapy which further compounds challenges
with receiving formal mental healthcare. Survivors described community perceptions of therapy
as a “White man’s thing” or incompatible with their faith. This sentiment can be very
empowering for some women but also can be harmful for others as it serves as a deterrent to
seeking formal therapeutic services and can in turn lead to shame about opening up, and
exacerbate mental health symptoms. Therapists must understand the impact of FGM/C-related
trauma and understand how it shapes a survivor’s emotions, behavior, sense of identity, and
ability to trust others. Linda, a therapist, highlighted, “Lack of knowledge is huge. I don't think a
lot of people know anything about circumcision or its impact psychologically, any type of
circumcision.” Inadequate knowledge impacts the care that survivors receive, which can lead to
delayed and foregone mental healthcare or experiencing re-traumatization through having to
educate their provider about FGM/C or risk being dismissed by their provider. Linda shared that
survivors have gone to therapists who have minimized or invalidated their experiences. She
stated:

I guess what I've seen from a lot of those clients, and I know it's probably different, is

they’ve gone to therapists before, and kind of got dismissed. They’ve been told that they

should be thankful, or this really isn't a problem, or it's a different mental health problem.
These narratives from therapists and advocacy organizations underscore the need for enhanced
provider education and cultural competence to ensure survivors of FGM/C who experience
anxiety and depression symptoms at any stage of life receive effective, validating, and sensitive
care.

The integrated findings suggest that anxiety is the more visible and readily articulated

emotional consequence for survivors, while depression was less openly discussed, possibly due
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to cultural norms surrounding religion and strength. Anxiety is experienced as both
psychological and physical, especially during medical or intimate encounters. Further,
participants disclosed experiencing traumatic stress symptoms that were deeply ingrained as
body memories. Theme 1 demonstrates that FGM/C has lasting emotional and embodied effects,
and that survivors’ mental health symptoms are shaped by cultural expectations, healthcare
interactions, and the long-term impact of childhood trauma. These findings set the stage for later
themes addressing healthcare access, resilience, cultural identity, and the structural factors that
shape survivors’ well-being. The next theme examines how IPV, particularly emotional abuse,
within intimate relationships perpetuates these dynamics of fear and control, revealing the
relational reenactment of earlier trauma.

Theme 2: Invisible Scars- Emotional Abuse and Trauma

Quantitative results indicated that participants experienced moderate levels of [PV (M =
35.70, SD = 14.24, range 25-77), with the highest scores on the psychological abuse subscale.
The SD and range show variability in reports of I[PV, with some women experiencing much
higher scores than others. Among the different forms of IPV assessed, the most frequently
reported behaviors associated with psychological IPV were a partner “ending a discussion and
making the decision themselves” and “checking up on” the respondent. With respect to physical
abuse, the most commonly reported behavior was a partner “pushing, grabbing, or shoving” the
respondent. With regard to sexual abuse, the most frequently reported act was a partner who
“pressed [the respondent] to have sex.” The qualitative narratives showed that emotional abuse
was the form of harm that women most frequently described. Several sub-themes emerged when

participants discussed IPV and its impact on them and their relationship with partners. These
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included: (1) emotional control and psychological harm, (2) emotional safety and cultural
familiarity, and (3) healing spaces and systems.

Emotional control and psychological harm. Survivors described emotional abuse as a
continuation of earlier trauma, often rooted in humiliation, degradation, and control. Many
women linked their vulnerability in relationships to a long-standing sense of incompleteness or
diminished self-worth rooted in their FGM/C experience. For example. Karen, a survivor in her
late 40s who underwent FGM/C at 11 years old, stated:

I don't look anything like a normal woman. So another part of me that's missing, not

being complete...There's a part of me that's always like, ‘I'm not woman enough.’

Something's missing, no matter how small of a flesh that it is, something is certainly

missing.

Similarly, Dana, a survivor in her late 20s who underwent FGM/C at § years old, connected her
relationship choices directly to her FGM/C history, saying, “I feel like maybe had I not been cut,
like some of the relationships that I was in, I don't think I would have gotten in.” The emotional
harm created long-term distress that survivors often internalized as shame or self-blame. It also
shaped their expectations in relationships and their perceived deservingness of care or respect.

Emotional safety and cultural familiarity. Women discussed selecting partners of their
same culture because they did not want to explain FGM/C to them. While cultural familiarity
sometimes provided comfort, it did not lead to safe, healthy, and affirming relationships for all
women. Karen, a survivor in her late 40s who underwent FGM/C at 11 years old, recalled being
in an abusive relationship with a partner of the same culture who often used her insecurity about
her circumcision as a manipulation tactic. She noted, “And one of the things that he used was my

circumcision and my scar. He would say things like, ‘Oh, nobody would want to touch you with
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what you got down there.”” Despite unhealthy dynamics, Karen stayed in a relationship that
lacked emotional safety. She stated:

...One of [my relationships] was with somebody that just had a fetish...I can't give him

the things that he's fantasizing about me. It felt like it was okay in the beginning because

I was like, ‘you know what this person is not condemning me.” But then he wants to turn

it [FGM/C] into something that I'm not comfortable with at the end of the day.

These accounts illustrate how emotional abuse for some survivors occurred through a distortion
of intimacy, where partners positioned themselves as uniquely tolerant of FGM/C, creating an
illusion of safety that enabled later boundary violations.

Healing spaces and systems. Qualitative findings also highlighted the importance of
healing spaces and supportive systems in mitigating the effects of emotional abuse. Mental
health clinicians emphasized that creating safe spaces and culturally responsive, trauma-
informed environments—such as community-based yoga groups—allowed survivors to
reconnect with their bodies, share experiences, and process relational harm in a safe, communal
setting. Mary, a therapist, stated:

It was trauma-informed Yoga, but it was more than that; it was amazing. Women will

come and talk about literally everything. I never thought that we would have a room with

30 to 40 women to talk about sex and relationships. Okay, let's talk about this. So that

safe space teaches them like, it's okay to express yourself. If you feel safe. Instead of

individualism, we work as a collective.
Opportunities such as yoga allow survivors to come together in a safe environment to begin
reclaiming ownership of their bodies and discussing all aspects of life for survivors, including

emotional abuse that can occur in romantic relationships. In these spaces, healing becomes
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possible physically, emotionally, and spiritually. Survivors can find strength in each other, begin
to challenge internalized shame, and slowly reconstruct a sense of identity through personal
empowerment and peer support.

Quantitative and qualitative findings together illustrate that emotional abuse is a
persistent and deeply felt form of interpersonal harm among survivors of FGM/C. Psychological
IPV—more than physical or sexual violence—appears to be the relational context through which
earlier wounds are reactivated. The findings also reveal the need for safe spaces and
opportunities to build security and a sense of agency among survivors of FGM/C and IPV.
Spaces that prioritize healing, such as support groups, community-based yoga, and other peer-led
opportunities allow survivors to reclaim a sense of control over their bodies and relationships.
The next theme explores the role of social support in establishing a sense of community to
counteract isolation and enable healing.

Theme 3. Social Support as a Protective and Transformative Factor

Quantitative and qualitative findings converged to demonstrate the central role of social
support in shaping survivors’ emotional well-being, coping strategies, and pathways to healing.
Quantitatively, participants reported an overall moderate level of social support (M =4.60, SD =
1.32), with perceived support from a significant other/special person being the highest (M = 5.0,
SD = 1.3), followed by friends (M = 4.6, SD = 0.4), and family (M =4.2, SD = 1.7). These
patterns suggested that while women have access to multiple forms of social connection, family
support is more variable, and often complicated, compared to support from friends, partners, and
peer networks. Qualitative findings provided insight into how survivors interpret and use social
support—showing that emotional, instrumental, informational, and appraisal support operate as

protective factors that help restore a sense of safety, belonging, and agency after FGM/C.
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Emotional support. Emotional support emerged as vital form of connection. Support
groups, particularly survivor-led support groups, served as important space for women to share
stories, receive validation, and counter the isolation and shame often surrounding FGM/C.
Emily, director of an advocacy organization who runs an FGM/C support group, described how
women in her support group form strong emotional bonds. She stated,

They are very welcoming. They regard each other as sisters. One of them told me

recently, ‘I love being in the support group, I've gained a mother in you. I've gained

a lot of sisters. I have a built-in family within the support group,’ you know.”
Participants emphasized that hearing others’ experiences made them feel less alone.

Kerry, a survivor in her late 20s who underwent FGM/C at § years old, reflected,
“Honestly, I think the biggest thing is to provide a support group. That was really nice to
just have people that have gone through the same situation as you, it doesn't make you feel
as alone.”

For some, emotional support extended to family—particularly siblings who had
also experienced FGM/C. Rachel, a 19 year old survivor who underwent FGM/C at 5 years
old, stated, “I feel like my family is extremely supportive and especially my sisters
because they can relate to what happened to me. We talk about it a lot. They motivate me
to not let this affect me a lot.”

Yet, family support was inconsistent. Brooke, a survivor in her early 20s who
underwent FGM/C at 12 years old, described a strained relationship with her paternal
relatives, who still supported the practice. She explained, “My dad was the one who
pushed my mom to do it. But my mom's family was against it [FGM/C]. They told her not

to do it, and she did it anyway.” To this day, she does not receive support from her
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paternal family and she feels like she must defend her stance against the practice of
FGMY/C. Brooke stated:

I'm gonna see my dad's family, which they still believe in that procedure, like they

still do it. If I hear anyone talking about it, I'm gonna fight with them. But I know me

fighting with them might not really change much. They're gonna do it, anyway...Over the
years, I just grew so much hate for them that I don’t wanna see them.

This variability helps explain the quantitative finding that family was the lowest
source of perceived support. For many, emotional safety came instead from peers, cultural
networks, and trusted community members. Karen, a survivor in her late 40s who
underwent FGM/C at 11 years old, discussed how she intentionally stays connected to
people who support her emotionally especially of her same culture. She stated that despite
everyone having their own responsibilities, she prioritizes maintaining connections with
members of her community because they understand what she is going through and have
supported her across her lifetime.

Together, these accounts show that emotional support is not only relational but
identity-affirming, allowing survivors to reclaim a sense of belonging that FGM/C often
disrupts.

Instrumental support. Instrumental support such as financial assistance, services, and
other tangible aid helps to address the unique mental and physical health needs of FGM/C
survivors. Advocacy organizations may provide direct financial support for reconstructive
surgery, educational scholarships, and small business development. Emily, director of an
advocacy organization, provided an example and described their scholarship program

which is focused on keeping girls in school and away from the risk of undergoing FGM/C:
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We sponsor students abroad where the annual tuition is only $100 dollars. Girls
were dropping out of school because their parents couldn't afford that 100 US
dollars... If she drops out of school, her parents are going to take her to the FGM
bush where they will perform FGM on her. That's how our scholarship helps to
prevent it from happening to the girls, because we keep them in school and keep
them away from the FGM Bush. We have been successful. At the end of last
school year, we graduated the first 4 students from our scholarship fund.

She also shared a conversation she had with a survivor that highlighted their efforts to fund

vocational training for adult survivors seeking economic independence. She stated:

She would like to go to beauty school...We would like to be able to get funding to

support these women who are interested in improving their talents and their lives.

Getting educated, if we can start an adult education program, that's another thing

that is on our bucket list.

These forms of instrumental support correspond with the stress buffering hypothesis
because the tangible resources can reduce the stress survivors feel due to the physical
health complications of this practice and address socio-economic factors girls at risk of
and survivors of FGM/C may experience.

Informational support. Informational support emerged through advocacy groups,
peer networks, and therapy referrals. Survivors connected with organizations and support
groups reported that they received guidance and advice on healing, trauma recovery, and
navigating adverse mental health outcomes. Study participants also shared that support
groups provided them with advice and insight for healing and ways to cope with trauma

and everyday stressors. Consistent with the stress-buffering hypothesis, women who had
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access to reliable information and therapeutic guidance had strategies and support
resources to cope feelings of uncertainty, doubt, and emotional distress.

Appraisal support. Appraisal support includes information that promotes self-
evaluation and self-reflection to encourage positive self-perception. Trauma-informed
practices, such as yoga, as previously discussed, allowed survivors to experience a safe,
empowering space to heal physically and psychologically with others. The physical and
mental health effects of FGM/C can be profound. Trauma informed yoga uses mindfulness
techniques and empowerment to allow the survivors to reclaim bodily autonomy and
establish a sense of safety. This practice done in community helps to provide reassurance
and validation, which can help survivors cope with daily stressors more effectively and
improve their overall well-being.

The quantitative and qualitative findings show that social support is not simply a
background factor but a transformative resource that shapes survivors’ emotional outcomes,
coping strategies, and help-seeking behaviors. Although quantitative data indicated moderate
perceived support, qualitative findings revealed that survivor-led peer networks often provide the
most meaningful and culturally attuned forms of care. Within this study, emotional, instrumental,
informational, and appraisal support played crucial roles in the healing of survivors of FGM/C.
The findings highlight that meaningful social support—especially when survivor-led—played a
transformative role in reducing anxiety, fostering belonging, and promoting recovery. The next
theme of resilience and advocacy is informed by the ability of survivors to gain strength and
pursue their individual path toward healing while being connected to other survivors, providers,

and advocacy organizations that prioritize deep cultural understanding and emotional sensitivity.
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Theme 4: Resilience and Advocacy as Pathways to Healing

Quantitative findings indicated low overall resilience among women in the sample, with a
mean resilience score of 2.79 (SD = 0.82; range = 1-5). Less than half of the participants
endorsed statements reflecting strong recovery from adversity; 43% agreed/strongly agreed they
usually come through difficult times with little trouble, and 40% agreed/strongly agreed they
tend to bounce back quickly after hard times. Conversely, 33% of women agreed/strongly agreed
that it is hard for them to snap back when something bad happens, and 20% agreed/strongly
agreed they have a hard time making it through stressful events. These findings suggest a
considerable proportion of women in the sample face ongoing difficulties in bouncing back from
adversity and coping with stress, despite a minority of women showing signs of resilience.

Qualitative findings provided a more nuanced and multidimensional understanding of
survivors’ resilience, revealing that survivors’ strength often emerged outside the boundaries of
standardized measurement. Rather than describing resilience as rapid recovery or emotional ease,
women framed resilience as endurance, meaning-making, advocacy, and relational connection.
Several sub-themes related to resilience and advocacy emerged from the data including: (1)
transformation through advocacy, (2) endurance and survival, and (3) the role of supportive
professionals and advocacy organizations in sustaining resilience over time.

Transformation through advocacy. While healing from past trauma looks different for
every survivor, some survivors shared that their healing deepened through advocacy and
activism. Some participants stated that they felt better when they spoke about their experiences
and opened up, which further facilitated emotional healing and empowerment and became a

pivotal aspect of their recovery. Karen, a survivor in her late 40s who underwent FGM/C at 11

76



years old, described her decision to share her story after ending an abusive relationship as a
turning point in reclaiming agency. She stated:

It took me a very long time to finally be able to share. I will say I've always wanted to

walk authentically in all that I am. I’m like maybe if I owned this and spoke about it more

and found a community around it. I would not feel like it's something I have to keep
hiding. That was when [ started to speak about it.
Karen’s narrative illustrates resilience as an active, agentic process rather than an inherent trait.
Her choice to speak publicly about her experience reflects a shift from concealment to
ownership, allowing her to reframe FGM/C as part of her life story rather than a source of
shame. Participants who engaged in advocacy similarly described emotional relief, increased
confidence, and a sense of purpose that contributed to their healing.

Women also emphasized the importance of trusted social connections in developing
strength and increased resilience. Karen, a survivor in her late 40s who underwent FGM/C at 11
years old, Karen described how close friendships—particularly with people who were aware of
her history—played a critical role in helping her in overcoming adverse situations. She stated:

I stay close to them, because I don't have to reintroduce that part of me to them again.

They are also gracious to me in the sense that they know how to pick me up and

encourage me. They know how to support me whenever they can tell that. ‘Hey. You

know what. This girl is feeling low.” They just know how to get me out of the funk.
These accounts suggest that advocacy and resilience are often relationally supported, emerging
within environments where survivors feel seen, believed, and emotionally held.
Endurance and survival. Survivors described resilience as survival through prolonged hardship.

Karen, a survivor in her late 40s who underwent FGM/C at 11 years old, discussed the
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importance of her tattoo which affirmed she was enough despite what she had been through. This
visual reminder has helped her regain agency over her body and emotions by allowing her to
draw upon her inner strength when encountering challenging situations and the mental and
physical impacts of FGM/C. She stated:

I needed something to remind me that ‘I am more than my cut’, ‘I am more than my

circumcision’, and ‘I am more than all the disdain and the lack of true love’...So it's right

there on my arm every time I'm driving. Every time I'm working. If I'm ever feeling some
type of crazy way, I just like at my tattoo like, "Yes, you're good.’
This narrative highlights resilience as an ongoing, self-affirming practice rather than an endpoint.
Survivors described resilience not as the absence of distress, but as the ability to continue
functioning, caring for others, and finding meaning despite unresolved emotional pain.

Role of supportive professionals. Mental health providers and advocacy professionals
played a central role in fostering and sustaining resilience. Professionals accomplished this by
actively listening, caring for, and sharing personal experiences to connect with survivors.
Mariah, a school psychologist, highlighted the importance of clearly defining boundaries and
gaining consent when working with survivors. This approach establishes that trust is
foundational to disclosure and healing but also important for building resilience. Through these
trusting relationships, survivors can reclaim personal agency, restore self-worth, and cultivate the
inner strength needed to navigate their healing and recovery. Mary, a therapist, described her
flexible, survivor-centered approach,

I'm flexible when I'm providing clinical care to this population to talk about every issue

that they bring up. But just remembering there's so much you know, deeper than what

we're just talking about, and give them time and space and build that trust.
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Advocacy organizations similarly emphasized meeting survivors where they are by engaging
directly with communities where survivors reside and working with community-based
organizations that have already established trust within this population. Helen, director of an
advocacy organization, and Carolyn, coordinator at an advocacy organization, discussed the
importance of doing work that is survivor-centered within their organizations. Specifically,
Helen stated, “As advocacy organizations, everything that we need to do has to be survivor-led
and survivor-informed. We should not be doing anything without survivors.” Carolyn added, “If
you're from an advocacy organization, [ would say, include survivors, or the impacted
communities that you're working with, from the very beginning.” Emily, director of an advocacy
organization, highlighted the importance of sitting and talking with survivors directly and letting
them know you care to gain their trust. She stated:
You have to be able to listen...and that's one of the things I have to do when they fill out
a screening form initially [when they join the organization], and then I interview them. I
can be on the phone with one of them for 30, 45 minutes to an hour. I have to be quiet
and listen to their story.

These narratives demonstrate how resilience is often cultivated within relationships that
prioritize dignity, agency, and emotional safety. Survivors’ ability to rebuild self-worth and
engage in advocacy was closely tied to whether professionals and organizations centered their
voices and experiences.

Although standardized scales captured low resilience, acknowledging the Brief

Resilience Scale showed low reliability within this study, qualitative findings reveal that
survivors enact resilience through relational, communal, and advocacy-based pathways that may

not be reflected in scale-based assessments. Survivors demonstrated strength not only through
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endurance but through transformation—finding meaning in advocacy, community, and
connection. Professional support, empathy, and trust emerged as important facilitators of this
process. These findings illustrate that resilience among survivors of FGM/C extends beyond
individual adaptation to include collective empowerment and relational growth. Overall,
advocacy, community-based healing, and therapy are helpful in mitigating adverse mental health
challenges among survivors of FGM/C as well as in fostering agency and resilience. However,
access to these support systems is often limited by financial constraints, lack of culturally
sensitive services, and structural barriers within healthcare systems. The next theme will discuss
these barriers to care which can prevent survivors from being able to fully access needed support
services to facilitate healing.
Theme 5. Barriers to Care

Quantitative data revealed that a substantial proportion of women in the sample
experience socioeconomic conditions associated with limited access to healthcare. Annual
household income and highest level of education achieved were used as proxy indicators for
access to private physical and mental healthcare. Among survey respondents, 43% (n = 13)
reported an annual household income below $39,000, compared to 40% (n = 8) for interview or
focus group respondents. Additionally, approximately 65% of participants across data sources
reported having less than a bachelor's degree (some college/associate degree, high school
diploma or GED, or less than high school diploma). These data suggest that many women in the
sample may face financial and structural barriers to accessing high-quality or specialized care,
particularly trauma-informed and FGM/C-specific services.

Qualitative findings provided context for the quantitative results, illustrating how

financial constraints, structural inequities, provider shortages, and systemic neglect intersect to
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shape survivors’ healthcare experiences. Several sub-themes related to barriers to care emerged.
These include: (1) financial and structural barriers, (2) structural inequities and systemic neglect,
(3) provider shortages and funding gaps, and (4) FGM/C as a domestic health issue.

Financial and structural barriers. Survivors described persistent financial and systemic
barriers that prevented them from obtaining both physical and mental healthcare, often forcing
them to navigate healing in isolation. Many shared that lack of insurance and high out-of-pocket
costs for specialists made it difficult to access consistent care. Karen, a survivor in her late 40s
who underwent FGM/C at 11 years old, discussed her experience which reflected this dual
burden. Initially referred to a male therapist by a coworker who recognized her distress, she
found her first therapist helpful, but she couldn’t open up to him about her circumcision. Later,
she found a female therapist who she could trust but could not afford ongoing sessions due to
lack of insurance. She explained that now, with a new job providing health insurance, she will
now have the opportunity to resume therapy.

Karen also discussed the financial strain of seeking advanced gynecologic care. She said,
“My primary care doctor booked me with a specialist...She booked me a few appointments. It
was way too expensive, so I couldn't keep up with it.” Her experience reflects how affordability
operates as a barrier across multiple points of care, preventing survivors from maintaining
continuity in treatment and limiting access to specialized services.

Structural inequities and systemic neglect. Survivors emphasized structural
inequalities that can worsen health outcomes. One focus group participant contrasted systems of
care in the United States with those in her home country, emphasizing the absence of communal

support during periods of healing:
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When we were back home, we had good support systems. Women banding together.
Postpartum women had 40 days of rest. Coming to America, nobody is able to have 40
days to care for you while you are healing.
This account illustrates the loss of community-based care structures following migration and
highlights how survivors must navigate fragmented health in the United States that are often ill-
equipped to meet their needs. Survivors emphasized that FGM/C continues to affect women
living in the United States, challenging the notion that it is solely an international issue. Many
described ongoing physical and emotional complications, coupled with limited provider
knowledge and cultural responsiveness, which contributed to delayed or foregone care.
Participants noted that the invisibility of FGM/C within U.S. mental health and medical
conversations compounded these challenges. Survivors described experiences in which providers
lacked awareness, sensitivity, or preparedness to respond appropriately to their bodies and
histories. These gaps affected the acceptability and appropriateness of care, as survivors often
felt misunderstood, judged, or retraumatized in clinical settings. Karen’s, a survivor in her late
40s who underwent FGM/C at 11 years old, story vividly illustrates the consequences of provider
unawareness:
The way that the eyes of the nurses will bulge out at me during a pap smear, and I have to
always be like, ‘oh, yeah, sorry. I'm circumcised.” There was a nurse that actually asked if
she could take pictures. She said they only see and read about it in her textbook. She had
never come across somebody in real life, and I'm like “you want to take pictures of my
privates. Isn't that against HIPAA in some way?’
Karen described being tired of the stares and shock from her medical providers and emphasized

the lack of awareness among providers in the United States was stigmatizing and could be a
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deterrent to seeking medical care for many survivors. She continued, “Stop acting like it's sci-fi.
No, I'm a real human being with real feelings.”

A focus group participant echoed this sentiment, noting:

When you go for gynecological care or assessment, the doctors would have a lot of

questions, like ‘what happened to you?’ and all that. They are more aware of it now

compared to how it was before. Not a lot of Somali women will voluntarily go and get a

pap smear or other gynecologic care unless it's something they actually need.
Such experiences reveal the emotional labor survivors bear in educating providers and the
profound discomfort caused by ignorance and stigma.

Provider shortages and funding gaps. Mental health providers and advocacy
organizations identified resource scarcity as a key barrier to care. Mary, a therapist, explained
that lack of insurance and limited coverage restrict survivors’ access to specialized mental health
services:

A lot of survivors don't have [health] insurance. So, they are not able to afford access to

mental health services. A lot of women who wanted to have sex therapy found it very

expensive. And even if they do have insurance, sometimes Medicaid may not be able to
pay for sex therapy sessions.
Some providers attempted to mitigate these barriers by accepting insurance or offering
flexibility. Linda, a therapist, shared:

I do take insurance, and I try to make my services as accessible as possible. So, I do try to

be flexible...if you really are struggling and you have financial need, I'm willing to work

with you so that you can get services.
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Other providers, such as Mariah, a school psychologist, explained that her capacity to support
survivors was limited because FGM/C treatment was not part of her full-time clinical work. She
stated,
...if [advocacy group] had money to pay me, I would. I would want to do that, do it full
time. See 4 or 5 women every day. But that's not the case. So, it is a lack of resources and
a lack of professionals.
Advocates echoed similar challenges in providing comprehensive services to survivors at both
local and national levels. Emily, director of an advocacy organization, shared:
...funding, having enough funds to be able to provide those quality services. And
sometimes I just think to myself, I wish there was a way to give all the services that we
want to give to our survivors without having to need money, you know.
Carolyn, coordinator at an advocacy organization, emphasized systemic underfunding of
women’s health She explained:
Yeah, I'd say, funding like this is huge. Of course, I would say, even prior to January with
the Trump administration. Women's health in general is very underfunded. But FGM/C, 1
want to say the number is globally, like there's a 2.4 billion dollar deficit... that tells you
just how underfunded the work is.
The issue of not having accessible services for survivors is compounded by the fact that there is a
mental health provider shortage, especially among those who specialize in trauma and FGM-
specific care. Mariah, a school psychologist, highlighted this lack of available providers by
stating:
Oh, there are definitely not enough [FGM/C therapy providers]. I've had a couple of my

friends in the past since I've been doing this say that they would like to be a part, but
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when it's time to do it they don't show up to the plate. Because it's a very real

commitment.
FGM/C as a domestic health issue. Advocacy organizations highlighted that mischaracterizing
FGM/C solely as an international issue perpetuates policy neglect and limits support for
survivors living in the United States. Carolyn, coordinator at an advocacy organization, stated,
“FGM/C is a domestic issue. Which is one of our challenges. People still do not think it happens
here. They still see it as just an immigrant issue, or just an issue that happens, you know, far
away.” Helen, director of an advocacy organization, expanded on this topic further, touching on
FGM/C as a domestic issue because survivors immigrate to the United States from across world.
She said:

A new report just came out showing FGM/C has been documented in at least 94 countries

around the world. And so just the understanding that survivors come from like every part

of the worlds... And so, anybody could be a survivor, right?

These perspectives highlight the importance of redefining FGM/C as a complex, transnational
issue with direct implications for public health, policy, and survivor support in the United States.
Quantitative indicators of financial constraint and qualitative accounts of systemic
neglect converge reveal a structural context that perpetuates delayed care, fragmented treatment,

and ongoing mental health disparities for FGM/C survivors. Financial constraints among
survivors, structural inequities in healthcare system, and resource limitations for organizations
significantly impact both survivors of FGM/C in accessing care and the capacity of service
providers to deliver comprehensive support. There is an urgent need for increased funding and
policy attention to ensure that survivors and providers are adequately supported within mental

healthcare and advocacy systems. The next theme will highlight how addressing these existing
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barriers must consider the cultural identity of survivors often expressed through the duality of
maintaining silence (to protect cultural and family honor) and disclosure (to pursue healing).
Theme 6: Cultural Identity, Silence, and the Complexity of Healing

Quantitative and qualitative findings converged to show that cultural identity and
community connection remain highly salient for survivors of FGM/C living in the United States,
shaping both opportunities for healing and constraints on disclosure. Quantitatively, participants
reported a moderate level of closeness to others from their same culture, both in the United
States (M = 3.30, SD = 1.4) and in their home country (M = 3.40, SD = 1.4), with scores ranging
from 1-5 for both questions. Given that most of the sample was first-generation immigrants, the
similarity in mean scores suggests that survivors maintain strong ties to their cultural identities
and communities, regardless of the time spent away from their country of origin. Qualitative
narratives revealed that cultural belonging often functioned as both a protective anchor and a
complex context where survivors navigated silence, loyalty, and competing meanings of FGM/C.
Several sub-themes emerged in the data. These include: (1) cultural belonging and community
support, (2) conflict between cultural loyalty and personal healing, (3) intersections of culture,
religion, and identity, (4) cultural silence and disclosure, and (5) cultural humility and survivor-
centered practice.

Cultural belonging and community support. Survivors described healing as a lifelong
journey that requires patience and supportive and safe environments. Brooke, a survivor in her
early 20s who underwent FGM/C at 12 years old, reflected that moving to a new country and
finding supportive relationships played a pivotal role in helping her to speak about her
experience of undergoing FGM/C. She stated, “When I moved here [the United States], I became

more open about it, and I met a lot of people that helped me accept myself.” Karen’s, a survivor
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in her late 40s who underwent FGM/C at 11 years old, experience further highlighted the
importance of consistent, emotionally present relationships, especially with others of the same
culture. She shared:

Everybody has their lives, families, kids, businesses, and things like that. But I make it a

point to still keep that community for me. They are the ones that know me. They are the

ones that have been with me and walked with me.
These accounts help interpret the quantitative patterns by illustrating that cultural closeness is
sustained not only through geography but through deliberate relational practice. However,
qualitative findings also showed that these same culturally grounded relationships could be
complicated by norms that minimize, normalize, or defend FGM/C, creating emotional tension
for survivors who are trying to heal.

Conflict between cultural loyalty and personal healing. While quantitative data
highlighted cultural closeness, women described the challenges of navigating communities
where FGM/C is normalized, contrasted with healing in a new country where the practice is
condemned or misunderstood. This tension left survivors feeling caught between conflicting
narratives. Kerry, a survivor in her late 20s who underwent FGM/C at 8 years old, described this
double bind, “It’s either you’re being gaslit and like, ‘oh, this never happens’, or it’s just, ‘this is
good, this is part of our culture.’”

For many, FGM/C is a deeply intergenerational practice done as “a rite of passage for all
the females from moving from childhood to adulthood” as described by Lilian, a survivor in her
early 20s who underwent FGM/C when she was 8 years old. Stacy, a survivor in her early 50s
who underwent FGM/C at 10 years old, echoed the pressure to confirm and be accepted. She

stated:
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You cannot hold certain positions because they think you don't belong to the society. So,
you were like an outcast. And it's so bad that some, like I said earlier, it's viewed as a rite
of passage that young ignorant girls, I mean, of our generation used to volunteer to have
it done to them because they want to be part of, they want to be accepted.
These accounts reveal how belonging and exclusion coexist—where cultural continuity can both
sustain and silence survivors.

Intersections of culture, religion, and identity. Survivors also described how cultural
identity intersects with religion and other aspects of self, shaping how they interpret FGM/C and
how they seek support. Kerry, a survivor in her late 20s who underwent FGM/C at 8 years old,
reflected on intergenerational continuation of the practice and framed forgiveness as connected
to perceived ignorance and repetition across generations, “The reason why I forgive my parents
for it is because they were very ignorant. My mom did this, my mother’s mom did this. It goes
on and on.” She also added that the practice had no religious foundation. Other participants also
emphasized this view. Kerry stated:

In our religion [Islam], women are not supposed to be going through it. For men, yes. It is

said that men have to go through circumcision, but not females...I've never read anything

related to it religious wise. If anything, it's prohibited.
Some participants discussed the complex intersection of FGM/C and other marginalized
identities. Brooke, a survivor in her early 20s who underwent FGM/C at 12 years old, who
identifies as queer and is from a conservative immigrant family, reflected on being rejected by
her family and cultural community. “My dad’s family... they still believe in that procedure... I
just grew so much hate for them that I don’t want to see them,” she said. Providers must engage

with the intersectional identities of survivors, including race, faith, gender, and cultural norms, to
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create spaces where healing is possible. One focus group participant discussed how her
intersectional identities inform how she seeks out physical and mental healthcare. She noted:

I do have the identity of being a Muslim, a woman, being a black woman, and being of

Somali culture. So, I tend to find people who meet certain criteria and not necessarily

because of being prejudiced against anybody else. But it's just that I feel like I don't want

to explain what racism is to somebody. I don't want to explain what it means to be a

woman.

These reflections underscore how survivors’ cultural, racial, gender, and religious identities
shape where and how they seek help.

Cultural silence and disclosure. Many survivors explained that cultural norms
discourage open discussion of FGM/C or its psychological impact. They were often told to not
speak about undergoing FGM/C and that they should just “move on” from what has happened to
them. This silence contributed to isolation and limited help-seeking. One focus group participant
noted, “Providers having a cultural awareness about the procedure would be helpful for patients
so that when they go seek care, they would feel more comfortable and supported.” Survivors
emphasized that providers must approach care with patience, compassion, and understanding,
recognizing that disclosure is often a slow, sensitive process requiring trust and safety.

Cultural humility and survivor-centered practice. Mental health providers and
advocacy organizations emphasized that culturally responsive care must begin with humility and
awareness of how language, terminology, and bias shape survivors’ experiences. Sarah, a
counseling psychologist, emphasized the importance of being intentional with language. She

said,
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What are the people themselves who have been through it calling this? What are we
as service providers calling it? Are we assuming they're mutilated? I've had women
say, ‘I'm not mutilated. Why would you say that?’ So sensitivity to that experience
is key.
The passage highlights the critical role of language in discussing FGM/C, emphasizing
that terminology should be guided by the communities affected. It is important to note in
the current study, there was an absence of women who expressed support for the practice
of FGM/C and felt they were not mutilated. Participants’ perspectives were predominantly
shaped by experiences of harm and the need for healing from physical and mental health
complications. Sensitivity to these experiences is key among providers in order to respect
women’s autonomy and understand FGM/C is a cultural norm. Providers must still be
trained to provide care that is informative, trauma-informed, and culturally sensitive
without condemning diverse beliefs about this practice.
Sarah, a counseling psychologist, explained that when providers approach their work
with cultural awareness, it significantly improves the quality of care survivors receive:
They [providers] have had experience, had knowledge, been much more empathetic
and careful in terms of the interviews that have been done, how they've examined
the women or children. So for those who have some information and knowledge,
there's much more sensitivity.
Mariah, a school psychologist, described cultural sensitivity as an iterative, permission-based

process guided by survivors themselves:
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They seem to tell me about where they're from. What the customs are there. They let

me know if [ step on any boundaries. Again, they have to give permission to

anything that I say or do.

Linda, a therapist, emphasized the need for self-reflection and avoidance of judgment, describing
how survivors may challenge perceived Western moral superiority by drawing comparisons to
male circumcision. They shared a story of an experience their research team had when working
with survivors of FGM/C, stating:

They had a lot of views of this, ‘you Americans kind of come over here and tell us

what to do with our girls, but you're doing the same thing over there with your boys,

right?” And so this kind of view is like, ‘how dare you come criticize us for our

cultural practices when you're not even willing to look yourself in the face and kind

of examine your own cultural practices.’

Advocacy organizations also highlighted the importance of cultural sensitivity when
working with survivors. Carolyn, coordinator at an advocacy organization, reflected on how
cultural awareness is embedded into the organization’s values:

I think we, in my experience, have done a great job at being culturally sensitive. I

feel like that's something that was very much instilled in me as a volunteer and now

as an employee. That’s something we’re constantly working on and being cognizant

of. I’ll also say, like, we’re always learning.

She described how even a Mother’s Day post required careful consideration and cultural
sensitivity. She stated:
[The director] wanted to make sure that it was in no way harmful, because survivors of

FGM/C, in some cases, have difficult relationships with their mothers. Right?...I feel like
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the majority of organizations would have just thought like, ‘Oh, Happy Mother's day’ but
like [the director] really took into account what experience you know, the population that
we're working with, and what is that relationship with your mother.
Emily, director of an advocacy organization, emphasized that appropriate language must be
guided by the communities themselves:
We, advocates, always make sure we talk about this among ourselves, especially
when we attend conferences and summits. What is the proper language to use? If
you're in a community, before you start addressing it, ask the people in that
community or that group ‘what terminology are you comfortable with?” “What do
you call it? Do you call it FGC, for female genital cutting. Do you call it
circumcision? Do you call it female genital mutilation, FGM?’...So it's all those
things that we have to be mindful of, we as advocates, and we have to pass it on to
the public.
Cultural sensitivity and humility is a pathway to respectful engagement between survivors,
therapists, and advocacy organizations. Addressing biases, using survivor-informed
language, and culturally humble approaches to care are essential in building trust,
affirming the lived experiences of survivors, and avoiding emotional distress to promote
healing and empower survivors of FGM/C with diverse cultural identities.

The quantitative finding of moderate cultural connectedness was enriched by narratives
showing how cultural belonging can be both protective and constraining. Survivors waived
between community loyalty and personal liberation, underscoring the need for culturally nuanced
approaches to care. For effective and equitable care, it’s critical that healthcare systems move

past a one-size-fits-all model to meet the needs of diverse survivors by fostering cross-cultural
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understanding, increasing implicit bias training, and having more diverse representation in the
healthcare workforce. The next theme discusses how understanding cultural identity and
ensuring cultural humility in healthcare provision and advocacy efforts is shaped by trauma-
informed approaches.

Theme 7: The Case for Culturally Responsive, Trauma-Informed Systems of Care

Across quantitative and qualitative data, findings converged on the need for culturally
responsive, trauma-informed systems of care for survivors of FGM/C residing in the United
States. While no specific quantitative measures directly captured trauma-informed or culturally
responsive care, the qualitative findings provide important context for survivors’ narratives,
which emphasized the urgent need for trauma-informed, culturally responsive, and survivor-
centered systems of care. Two sub-themes pertaining to culturally responsive, trauma-informed
systems of care emerged. These include: (1) provider training and knowledge gaps and (2)
advocacy, education, and system-level strategies.

Provider training and knowledge gaps. Participants repeatedly described the absence
of provider preparedness—both in medical and mental health systems—as a barrier to survivors
receiving care that feels safe, respectful, and effective. Survivors stressed the importance of
trauma-informed care that prioritizes safety, empathy, and culturally sensitive understanding, and
they linked provider knowledge to whether survivors experience care as supportive or alienating.
Survivors also described FGM/C as a form of trauma that should be treated as such across
clinical disciplines. Irene, a survivor in her late 40s who underwent FGM/C at 6 years old, stated:

It [FGM/C] is cutting human tissue and throwing it away. Functional, healthy human

tissue. I think that is very traumatic, and it should be everywhere. Should they and
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anyone who has to deal with anyone in therapy, they should be given that in their

curriculum.

Echoing the need to place FGM/C within broader trauma and gender-based violence training,
Emily, director of an advocacy organization, echoed the need for equity in trauma education and
treatment by stating, “The effect of FGM/C is similar to the effects of sexual assault, or child
molestation. Any of those gender-based violence acts, even domestic violence.”

Many providers mentioned that creating safe spaces and building trust with survivors is
essential to facilitating open dialogue about their experiences and trauma related to FGM/C.
Sarah, a counseling psychologist, discussed the importance of establishing community
partnerships to establish trust among FGM/C survivors:

Do people know that you're knowledgeable and that you're trustworthy to tell their

stories? What are the places that this population is seeking services from? Are they

seeking services? You know, so kind of figuring that out and then offering training to
those service providers in those settings...And that requires a partnership with some of the
community-based organizations that do this work.

These narratives align with the broader pattern across the study that survivors’ willingness to
seek care, disclose sensitive experiences, and follow through with treatment is shaped by
whether they believe providers are knowledgeable, culturally sensitive, and emotionally safe.
Training was described not only as knowledge acquisition but as a mechanism for addressing
bias and “othering.” Sarah, a counseling psychologist, emphasized the need for specialized
training to address biases, assumptions, and misconceptions that providers may hold. She said:

I do trainings on this. What are the terms we, as service providers, are using? What one's

own assumptions about what this procedure is, and what it looks like? There is a
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tendency for, and I'm just saying this across the board for people from the West whether
American or European, to go ‘oh, those people! They do this.’
She furthers explained how she worked to challenge these misconceptions:, “In fact, actually one
of the things I do in the training is pull up an article from the 1800s Lancet where in Germany
cutting was used. And I mean, throughout time, cutting actually has been used.”
In addition to the problem of inadequate training, participants described a shortage of providers
with the specialized skills needed to support survivors. Mary, a therapist, highlighted:
But I wish I could see more people who have the skills and the experience that I have,
and are able to support people where they are. So I think those are the things I could add.
But, there are not that many mental health services available to the population, especially
in understanding their background and situation.
Mental health professionals play a crucial role in enhancing the emotional safety of survivors
through trauma-informed approaches to care that enable survivors to practice agency through
setting boundaries, self-expression, and engagement in healing activities, which can be key
periods that direct survivors toward recovery and empowerment.
Advocacy, education, and system-level strategies. While participants described serious gaps in
provider readiness and service availability, they also described concrete strategies being
implemented by advocacy organizations to expand knowledge, reduce survivor burden, and
strengthen systems of care. Advocacy groups described providing training to both mental health
and healthcare providers and pursuing structural approaches—including policy advocacy—to
embed training into professional systems. Helen, director of an advocacy organization,

emphasized that the lack of formal training begins early in professional preparation and extends
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into clinical practice. She underscored this as a training gap within social work education and
described advocacy efforts to address training through law and institutional requirements:
There's a severe lack in training of social workers like myself. When I was a clinical
social worker, I never had training on FGM/C. It was never taught in my MSW programs.
And so in our policy advocacy, we are advocating for healthcare provider training that's
written into the laws. We're advocating, training social workers on how to provide
culturally responsive care to survivors. We do healthcare provider trainings.
Advocacy organizations also described practical tools designed to reduce the emotional burden
on survivors who feel responsible for educating clinicians. Emily, director of an advocacy
organization, described an informational strategy—an advocacy-created trifold—that supports
survivors in communicating about FGM/C in clinical settings without having to personally carry
the full weight of explanation:
We produced a trifold that explained on one side what FGM/C is. It was a thing where
the survivor could check off what type of FGM/C she had gone through and we explained
what that meant. On the other hand, it gave some information about local physicians...
They didn't want to go because some of the survivors told us that they found themselves
having to educate their doctors when they went. So now you don't have to educate your
doctor.
The trainings and trifold are excellent examples of how advocacy organizations are thinking of
ways to develop FGM/C specific trauma-informed strategies to best serve women who have
undergone FGM/C. These strategies are crucial for therapists and advocacy organizations in
order to understand the unique physical and mental healthcare needs of survivors through

approaches that prioritize survivor safety, agency, and healing.
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Integrating both quantitative and qualitative findings underscores the urgent need for
trauma-informed and culturally responsive care. Quantitative indicators of psychological distress
find explanation in qualitative accounts of stigma and systemic neglect, together pointing to the
necessity of survivor-centered and equity-driven health systems. To address these needs, FGM/C
training must be included in mental health and medical curricula, cultural sensitivity must be
integrated in healthcare systems, and survivor-led education must be centered to guide best
practices and support healing for survivors (Table 5).

Conclusion

Chapter 4 presented the quantitative and qualitative study findings. Overall, quantitative data
showed study participants had mild levels of anxiety and depression symptoms, moderate levels
of social support, low resilience levels, and experiences of IPV. Additionally, participants overall
felt moderately close to others from their same culture in the United States and in their home
country. Qualitative findings clarified how cultural silence around FGM/C can preserve cultural
identity while also limiting disclosure and access to support among survivors. Women find
healing through advocacy, education, and community engagement. Across themes, participants
expressed a need for cultural sensitivity and trauma-informed approaches that strengthen
survivor agency and improve the acceptability and appropriateness of both mental and physical
healthcare services. Seven themes were developed through integration of the quantitative and
qualitative results to demonstrate how narrative responses provide insights into the
interpretations of the quantitative findings. Chapter 5 will discuss the findings, their implications

for practice, policy, and research, and provide recommendations for future directions.
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Chapter 5: Discussion
Introduction

This mixed methods study sought to advance knowledge of mental health challenges
experienced by survivors of FGM/C, focusing on how risk and protective factors shape
survivors’ experiences of anxiety and depression. It further examined key barriers and facilitators
that influence access to and engagement with mental healthcare and advocacy groups. By
integrating quantitative survey data with qualitative individual interview and focus group data,
this chapter discusses how individual, relational, and systemic factors converge to influence
well-being and recovery among women affected by FGM/C.

This chapter is organized around the seven integrative themes that emerged from the
analysis: 1) anxiety and depression among survivors; 2) invisible scars - emotional abuse and
trauma; 3) social support as a protective and transformative factor; 4) resilience and advocacy as
pathways to healing; 5) barriers to care; 6) cultural identity, silence, and the complexity of
healing; and 7) the case for culturally responsive, trauma-informed systems of care.

To date, most research has focused on the physical health of FGM/C survivors. There are
few studies on mental health of survivors of FGM/C living in the United States. This study
addresses this critical gap through both qualitative and quantitative evidence on anxiety and
depression among women of African descent who have undergone FGM/C and are currently
living in the United States. Also, this study is the first to examine resilience among FGM/C
survivors living in the United States. This study is guided by the Life Course Theory (Elder,
1994) which emphasizes the importance of timing, linked lives, and agency in shaping individual
experiences. Applying this framework allowed for a nuanced understanding of how early trauma

such as FGM/C interacts with relational and structural factors to influence survivors’ mental
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health and pathways to healing. The study was also guided by Levesque’s framework (Levesque,
2013) that explored how people access healthcare services and the barriers and facilitators that
affect access. Implications for practice, policy, and advocacy are discussed along with limitations
of the study and future directions for research.

Discussion of Findings

Theme 1: Anxiety and Depression Among Survivors

Although most FGM/C research has focused on physical health complications, it is
increasingly clear that the practice of FGM/C also has serious mental health impacts that require
further investigation. withdrawing on the timing principle of the Life Course Theory, early-life
trauma from FGM/C has appears to have long-term mental health consequences, reflected in
persistent adverse psychological symptoms across the lifespan of the study participants. Anxiety
and depression symptoms illustrate how traumatic experiences in childhood or adolescence, such
as FGM/C, can interfere with typical cognitive, physical, and emotional development (Dye,
2018), particularly when trauma occurs during critical developmental periods and in the absence
of timely medical or mental health intervention.

Notably, there was a higher number of younger women in the interviews who underwent
FGM/C at a younger age compared to older women. The younger women were also more
forthcoming with discussing their mental health concerns. From a Life Course Theory
perspective, this pattern may reflect cohort and generational differences in awareness of mental
health, shifting cultural norms around disclosure, and greater exposure to mental health discourse
in the United Sates, which may increase willingness and comfort in articulating psychological

distress and seeking support.
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Existing studies on the mental health of FGM/C survivors have mostly included women
who have migrated outside their country of origin, excluding the United States (Behrendt &
Moritz, 2005; Vloeberghs et al., 2012; Knipscheer et al., 2015; Kobach et al., 2018; Im et al.,
2019). These studies consistently found higher rates of clinical anxiety disorders and higher
levels of depression symptoms among women who have undergone FGM/C compared to women
who have not. Only a few studies have examined mental health of FGM/C survivors living in the
United States (Chen et al., 2022; Michlig et al., 2023). In New York City, survivors were found
to be five times more likely to experience symptoms of depression (Chen et al., 2022) and
Somali survivors in Arizona were five times more at risk for clinical anxiety and depression
compared to women without FGM/C (Michlig et al., 2023).

The findings of the present study both corroborate some of these results and extend
existing research, offering additional nuance to the current understanding of FGM/C-related
mental health outcomes. Quantitative findings indicated overall mild levels of anxiety and
depression, though the wide distribution of scores suggests substantial heterogeneity within the
sample. Approximately one-third of participants scored at or above clinical thresholds for
anxiety or depression, signaling meaningful levels of distress for a subset of survivors.
Importantly, this variability aligns with Life Course Theory’s emphasis on non-uniform
trajectories following early adversity, wherein individual outcomes are shaped by timing of
trauma, access to resources, and subsequent life experiences.

Participants described persistent fear, hypervigilance, and anticipatory anxiety
surrounding medical procedures and childbirth—contexts that reactivated embodied memories of
cutting. Additionally, women reported discomfort and distress with providers who were unaware

of FGM/C or responded with shock or insensitivity. According to Levesque’s framework, such
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experiences directly align with key aspects of healthcare accessibility, particularly
approachability, acceptability, and appropriateness. When providers lack knowledge of FGM/C
and/ or fail to create safe, respectful clinical encounters, survivors may perceive services as
unwelcoming or harmful, limiting their willingness to seek care. In this way, healthcare
interactions themselves can function as stressors that exacerbate anxiety rather than alleviate it.
Together, these experiences underscore how inadequate provider knowledge and culturally
insensitive practices may contribute to unapproachable and unacceptable care for survivors,
reinforcing structural and emotional barriers that limit their access to supportive, trauma-
informed services. These experiences often lead to delayed medical care or foregone care
altogether to avoid this type of distress. This finding was consistent with previous research
documenting healthcare avoidance among FGM/C survivors (Vloeberghs et al., 2012).

It is also important to note that even as anxiety surfaced vividly, expressions of sadness
or hopelessness were less common. This may reflect cultural norms discouraging overt displays
of despair or the existence of protective coping mechanisms rooted in faith and community
belonging. Further, given than the participants highlighted experiences of fear, vigilance, and
nightmares, it would be important to assess for PTSD symptomology in addition to anxiety and
depression symptoms. The study findings also provide insight for the need of mental health
services that are accessible, trauma-informed, and culturally appropriate for survivors of FGM/C.
Theme 2. Invisible Scars - Emotional Abuse and Trauma

Among women in the present study, the mean score on the IPV scale was 35.70,
indicating moderate exposure to IPV. During interviews, while no study participant directly
discussed experiencing physical and sexual violence from a partner, women discussed their

experience of emotional abuse—including criticism, rejection, and coercive control—that were
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common and deeply wounding. Several described low self-esteem, relational instability, and
partners who exploited their FGM/C status through emotional manipulation. These findings
illustrate that emotional abuse rather than physical and sexual violence shaped survivors’
relational experiences and psychological distress.

From a Life Course Theory perspective, intimate relationships represent a key domain of
linked lives, where partners’ behaviors and power dynamics directly shape individual wellbeing
across time (Roy & Settersten, 2022). A few women in the study discussed the harms they
experienced in romantic relationships. The interdependence created through marriage or
cohabitation made these relationships particularly difficult to exit. This dynamic was especially
salient for women who feared they would not find a partner that would love them
unconditionally because of their FGM/C, reinforcing their vulnerability to remaining in
unhealthy relationships. Women reported that experiencing IPV influenced their mental health.
While some women were able to seek therapy, many faced barriers related to stigma, limited
access to culturally competent and affordable care, and fear of retraumatization when seeking
care.

Some women reported marrying young, consistent with prior research linking early
marriage to increased IPV risk (van Baak & Hayes, 2023). Participants described staying in
unhealthy relationships out of fear of rejection, cultural expectations, or social stigma. Sexual
pain and anxiety during sexual intercourse were linked to marital conflict and overall
relationship/marriage dissatisfaction, echoing findings that women with FGM/C often experience
reduced sexual satisfaction and marital instability (Berg & Denison, 2012). Many shared that the
sexual pain worsened after childbirth because, particularly when scar tissue had to be reopened

and sutured again, compounding both physical pain and emotional distress.
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Existing literature links IPV experiences with higher levels of anxiety and depression
symptomology (Beydoun, 2012; Chandan et al., 2020). Experiencing IPV can lower women’s
self-esteem and create a sense of betrayed (Sabri et al., 2013), which can lead to hopelessness
and lowered self-efficacy (Lilly et al., 2011), and subsequently to symptoms of anxiety and
depression (Sabri et al., 2013). Consistent with this evidence, participants in this study described
how emotional violence and relational mistrust intensified their mental-health symptoms.
Emotional abuse emerged as a central, yet often overlooked mechanism linking FGM/C,
gendered power dynamics, and long-term mental health consequences.

Theme 3. Social Support as a Protective and Transformative Factor

Study participants reported moderate levels of overall social support, with a special
person/significant other or friends serving as the highest reported sources of support. Qualitative
data deepened this picture by illustrating how survivors actively cultivated supportive
relationships, including friendships and culturally familiar networks, to protect their mental
health.

Peer-based support groups were particularly valued for providing safety, shared
understanding, and belonging. Women in the focus groups expressed a strong preference for
support groups conducted in their native language and with others from their same cultural
background, noting that speaking in their native language felt more natural and emotionally safe
than communicating in English. Across participants, cultural connectedness persisted regardless
of time spent in the United States, suggesting that cultural identity remains important across the
life course. These findings also indicate that language- and culture-specific support groups may
foster belonging, reinforce cultural identity, and support human agency by allowing survivors to

choose environments where they feel understood, safe, and supported.
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Studies show that mental health professionals can play a vital role by providing trauma-
informed emotional support (McAndrews et al., 2020). Interviews revealed that having a
therapist present during support groups was pivotal to survivors’ well-being, as it created a sense
of emotional safety and ensured that discussions were guided by trauma-informed strategies.
These findings align with existing research, which suggests that emotional support for women
who have undergone FGM/C can serve as a protective factor against psychological distress and
poor mental health outcomes (Ozbay, 2007; Johnson-Agbakwu et al., 2023b).

The Life Course Theory principle of timing also helps explain the role of social
relationships across the lifespan (Parvin et al., 2024). The absence of therapeutic intervention at
the time of cutting appeared to magnify the long-term psychological effects, leaving trauma
unprocessed. Further, the developmental timing when FGM/C took place disrupted emotional
and relational development, particularly in the domains of safety and trust. Participants’
reflections of strained relationships with their mothers and families demonstrate how early
trauma can alter attachment and familial bonds. Research shows that social support can have a
positive influence on one’s mental health while navigating various life stages and events (e.g.,
immigration, marriage, childbirth, divorce, occupational changes) (McAndrew et al., 2020). For
many women in this study, positive sources of support during these periods buffered against
psychological distress.

Notably, family was reported as the lowest source of perceived support compared to
peers, friends, and significant others. Qualitative findings revealed that family support was
inconsistent and varied across participants. Survivors in this study reported having to rebuild
support networks after migration and navigate strained or complex relationships with family

members, particularly with mothers and maternal figures involved in arranging FGM/C. This
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finding has been reported in prior studies with FGM/C survivors expressing resentment and
anger towards their mothers and/or family members who played a role in facilitating FGM/C
without providing information prior to and after cutting, even when complications occurred
(Martinez-Linares et al., 2023; Newton & Glover, 2021). As FGM/C represents an early and
profound loss of bodily autonomy (agency), these familial dynamics complicated survivors’
ability to rely on family members for emotional support. Consequently, survivors often turned to
peers, cultural networks, and community-based support systems to meet their emotional needs.
These alternative sources of social support compensated for inconsistent family support and
facilitated recovery and empowerment. Overall, findings suggest that survivors rely on different
forms of social support across the life course, and that recovery depends not only on having
social ties but on the quality of those connections—particularly culturally and linguistically
aligned communities that affirm survivors’ identities and agency.

Theme 4. Resilience and Advocacy as Pathways to Healing

This study is the first to empirically assess resilience among FGM/C survivors living in the
United States. The quantitative results indicated low levels of resilience among the women in the
sample. Less than 50% of women agreed or strongly agreed they come through difficult times
with little trouble and that they bounce back quickly after hardship. Although these scores
suggest limited ability to emotionally recover from adversity, the interpretation of these results
must be contextualized within the cultural and psychometric limitations of the Brief Resilience
Scale. The internal reliability of the scale in this study was low, suggesting that the instrument
may not adequately capture culturally specific or collective dimensions of resilience among
women affected by FGM/C. The scale emphasizes individual “bouncing back,” which may not

aligned with how resilience is experienced and enacted within collectivist and relational contexts
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described by participants. The scale’s emphasis on individual coping may therefore
underrepresent forms of resilience grounded in connection, endurance, and meaning-making that
unfold over time.

Qualitative findings revealed a more nuanced and culturally grounded understanding of
resilience and its role in shaping outcomes. Consistent with Life Course Theory’s emphasis on
human agency and turning points, survivors described resilience as something that evolved over
time rather than being a fixed trait. While early experiences shape development, resilience can
buffer against the negative long-term impacts of trauma while individuals continue to develop
coping strategies into adulthood (Dye, 2018; Larson et al., 2018). Women described resilience
not as an inherent personality trait, but as a process rooted in endurance, meaning-making, and
relational connection.

Resilience was reflected in survivors’ capacity to continue functioning and seeking
meaning despite ongoing suffering. For many, resilience was tested by trauma, isolation, and
limited access to care—but it was also rebuilt through advocacy, community engagement, and
supportive professional relationships. These experiences illustrate how linked lives—
relationships with peers, providers, and advocates—can serve as protective pathways that
redirect life trajectories following early trauma. For some, resilience was linked to
transformation—reclaiming agency and self-worth after trauma. Survivors used personal
symbols (e.g., tattoos) as reminders of strength and identity, illustrating that resilience involved
ongoing self-definition. These findings align with broader trauma literature that conceptualizes
resilience as multidimensional—encompassing psychological, social, cultural, and spiritual
components that interact dynamically across contexts (Bonanno, 2004; Ungar, 2011; Windle,

2011).
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For women in this study, FGM/C represented an early and profound loss of agency.
Many were cut as young children without consent, stripping them of bodily autonomy during a
critical developmental stage. Within Life Course Theory, this loss represents a critical early
turning point that constrained later perceptions of control and self-efficacy. This early loss
reverberated into adulthood through diminished self-efficacy, low resilience, and difficulty
establishing trust in relationships. Despite these constraints, women demonstrated remarkable
acts of agency in adulthood by seeking therapy, sharing their stories, and engaging in advocacy
and education to break the silence and stigma around FGM/C.

Many participants described seeking alternative support when healthcare systems failed
to meet their needs, including survivor-led groups and advocacy organizations. Also, speaking
out about their experiences and contributing to survivor-led initiatives were described as
emotionally restorative acts that converted pain into purpose. These actions reflect adaptive
agency, wherein individuals actively construct new pathways to healing even when formal
systems are limited or inaccessible. Within this framework, survivors’ advocacy work and
engagement with community-based organizations represent key protective processes that unfold
over time. These findings extend the literature by identifying advocacy not only as a coping
strategy but as a distinct pathway to posttraumatic growth for FGM/C survivors.

Professional allies also played a critical role. Mental health providers and advocates
emphasized the importance of trust, empathy, and survivor-led engagement in fostering
resilience. These relationships functioned as later-life protective turning points that supported
healing and strengthened survivors’ sense of agency. From a Life Course Theory perspective,
such interventions represent pivotal moments where survivors were able to alter their life

trajectories through empowerment, connectedness, and prioritizing well-being. These strategies
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actively support survivors’ human agency by centering survivors at every stage of care, ensuring
their voices are heard, and empowering them to actively participate in their own healing journey.
The providers’ and advocates’ accounts underscored that healing and empowerment often
emerge when survivors are met with unconditional respect, cultural humility, and sustained
support.

Theme 5. Barriers to Care

Findings from this study reveal multiple, intersecting barriers that limit survivors’ access
to both physical and mental healthcare. These include financial constraints, community
narratives that dismiss the importance of mental healthcare, low health literacy, lack of provider
awareness of FGM/C, and a shortage of therapists that can provide culturally appropriate,
trauma-informed care. Within Levesque’s Framework, these barriers operate across both system-
level dimensions and survivor-level abilities. Taken together, these barriers create a cycle of
delayed or foregone care that exacerbates survivors’ distress and undermines trust in healthcare
systems.

Educational attainment levels and socioeconomic status, as found in this study, are
important determinants of health literacy (Stormacq et al., 2019; Altares et al., 2025). Low health
literacy among participants likely contributed to limited awareness of FGM/C-related
complications and uncertainty about available care options. Survivors also expressed mistrust
toward the healthcare system due to previous retraumatizing encounters. On the provider and
system side, the lack of outreach and specialization in FGM/C meant that few professionals
proactively identified or screened survivors for mental or physical sequelae. Together, these

factors reduced the perceived and actual approachability of care.
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Financial and structural barriers emerged as one of the most persistent obstacles to
accessing both physical and mental health services. Many participants described lacking health
insurance and being unable to afford out-of-pocket costs, even when they recognized the need
for specialized care including mental health treatment. Within Levesque’s Framework, these
barriers impair survivors’ ability to pay and access care. Even insured survivors encountered
limited coverage for trauma-focused therapy or specialized gynecologic care. Providers who
accepted insurance or offered sliding-scale services played a crucial role in improving
affordability, yet systemic gaps remained.

In addition to cost-related barriers, provider unawareness and inadequate training were
major concerns. Participants repeatedly described healthcare encounters in which providers
appeared uninformed about FGM/C, reacted with visible discomfort, or even requested to “see”
or “take pictures” of their anatomy. Such encounters were deeply retraumatizing and reinforced
survivors’ reluctance to seek further medical or mental health services. Survivors were often
forced into the role of educators, bearing the emotional labor of explaining their trauma to
providers. These experiences also compromised the acceptability and appropriateness of care.
Acceptable care ensures providers are culturally competent and sensitive to survivors’
experiences, recognizing the role of cultural values and norms in the lives of survivors and
creating a supportive environment where women feel safe disclosing sensitive information.
Appropriate care includes training providers to deliver care that meets the unique physical and
mental health needs of FGM/C survivors by integrating advocacy, peer support, and community-
based resources in a way that is relevant to survivors’ lived experiences. Survivors emphasized

that increased provider awareness, better provider training, and culturally responsive services are
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essential to addressing the long-term impacts of FGM/C, which will continue to affect the lives
of women who live in the United States.

Study findings show that cultural expectations and attitudes of family members
discouraged help-seeking for psychological distress. As a result, women internalized messages
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that they should “be strong,” “move on,” or handle their distress privately. This collective
silence, while intended to convey strength and resilience, ultimately perpetuated suffering in
isolation and constrained engagement with supportive services. This dynamic is reflected in
Levesque’s domains of ability to seek and ability to engage.

The shortage of trauma-trained, culturally competent therapists further compounded these
barriers. Providers and advocates in this study confirmed that few clinicians in the United States
receive formal training specific to FGM/C-related trauma, limiting service availability. Among
survivors, the ability to reach care competent care is hindered by the physical location of
providers and the availability of social support to provide emotional and tangible support when
seeking services. Increasing the number of trained providers and fostering partnerships with
community organizations are critical steps toward addressing these limitations. Findings from the
present study are consistent with the literature that shows providers feel unprepared to address
the complex health needs of survivors of FGM/C (Jackson, 2017; Lane et al., 2019; Akinsulure-
Smith et al., 2021). There are no formal FGM/C-related training and professionals are unaware
of guidelines and laws (Akinsulure-Smith et al., 2021). Therapists and medical professionals
may understand the general concept of FGM/C but often lack confidence in identifying its types

or assessing trauma symptoms linked to it (Lane et al., 2019). The absence of standardized

protocols and formal training perpetuates this gap, resulting in missed opportunities for early
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intervention and re-traumatizing encounters that deter women from further engagement with
care.

Participants also discussed the structural inequities and systemic neglect that shape their
experiences within healthcare systems in the United States. Many contrasted the community-
based postpartum and healing traditions in their countries of origin with the fragmented and
time-limited care available in the United States. This loss of community-based care structures
has significant emotional consequences, particularly for survivors of trauma who benefit from
collective healing and sustained support. The lack of integrated care—where medical, mental
health, and social services coordinate to meet survivors’ needs—further isolates women and
increases reliance on advocacy organizations to fill service gaps.

Finally, advocates and providers emphasized that FGM/C must be recognized as a
domestic public health issue rather than framed solely as an international or immigrant concern.
Survivors living in the United States continue to face physical complications, reproductive health
issues, and mental health challenges long after migration. Mischaracterizing FGM/C as an
“overseas problem” minimizes the urgency of survivor support, undermines policy attention, and
perpetuates funding deficits. Reframing FGM/C as a transnational and domestic issue is
therefore essential to mobilize resources, inform policy, and ensure equitable access to care for
affected women residing in the United States.

In sum, the barriers identified in this study reflect the intersection of economic
marginalization, systemic inequities, and cultural stigma. Viewed through Levesque’s
framework, survivors encounter obstacles at nearly every stage of accessing care—from
recognizing need to sustaining engagement. These findings highlight the urgent need for

comprehensive, culturally responsive, trauma-informed approaches that integrate provider
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education, insurance coverage, and survivor-led advocacy. Addressing these structural and
interpersonal barriers is critical to fostering trust, promoting healing, and advancing equity in
care for survivors of FGM/C.
Theme 6. Cultural Identity, Silence, And the Complexity of Healing

Findings from this study highlight the importance of cultural connectedness, community,
and cultural practices in shaping the healing experiences of survivors of FGM/C. Quantitatively,
participants reported a moderate level of closeness to others from their same culture in the
United States and in their home country, suggesting that cultural identity remains an enduring
source of connection, even across migration and resettlement. From a Life Course Theory
perspective, this continuity reflects the principle of linked lives, wherein early socialization and
cultural belonging continue to shape survivors’ identities, relationships, and coping strategies
across adulthood. However, cultural norms that discourage disclosure or discussing FGM/C
complications were shown to restrict women from accessing mental healthcare and openly
sharing their experiences. Over time, many participants described shifts in perspective: exposure
to activism, life in a new sociocultural environment where FGM/C is illegal, and dialogue with
other survivors facilitated critical reflection and resistance to harmful traditions. These shifts
illustrate how life transitions—such as migration and increased exposure to alternative cultural
narratives—can function as turning points that alter survivors’ trajectories and expand
opportunities for agency. The increased discourse, advocacy, and shared healing with other
survivors has had a positive effect on many women in the study, further illustrating the protective
effect of linked lives among supportive sources. For many survivors, these cultural ties
functioned both as a foundation of belonging and a potential source of turmoil, revealing the dual

nature of culture as both protective and constraining in the aftermath of trauma.
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The qualitative findings provide insight into how survivors navigate these tensions
between cultural loyalty, silence, disclosure, while healing from the impacts of FGM/C. Many
survivors expressed feeling torn between trying to honor their family and communities by
staying silent and reclaiming their agency thorough speaking out. Silence emerged as a socially
reinforced coping strategy that preserved belonging but perpetuated psychological isolation and
delayed access to care. This finding echoes previous work highlighting the internal conflict many
survivors face between honoring cultural norms and acknowledging personal suffering (Agboli
et al., 2022).

Survivors described how disclosure and connection with other women—yparticularly
those of similar cultural backgrounds—served as powerful sources of healing. Sharing
experiences in culturally grounded, affirming spaces helped reduce stigma, build solidarity, and
promote emotional recovery. Study participants also proposed that survivor-led healing spaces,
facilitated by those who share similar linguistic and cultural backgrounds, could help rebuild
trust and foster belonging while reducing the fear of being misunderstood by outsiders.

These survivor-led spaces functioned as culturally congruent contexts in which women
could renegotiate identity, meaning, and agency without fear of judgment or misunderstanding,
aligning with previous studies demonstrated the benefits of group-based, culturally congruent
support among trauma-affected immigrants (Allweiss & Connelly, 2021).

Women reported the inner turmoil they felt when they were silent about undergoing
FGM/C and having to experience physical and mental health effects without professional help.
FGM/C is practiced for numerous reasons and is seen as the rite of passage that transitions girls
into adulthood as a full member of society (WHO, 2024a). Women emphasized that girls who

did not undergo FGM/C risked social exclusion, reinforcing the intergenerational perpetuation of
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the practice. They shared that undergoing FGM/C is required to hold certain positions in some
cultures, ensure marriageability, and gain social acceptance. Within Life Course Theory, this
reflects how social norms embedded in early developmental contexts can constrain choice and
agency at critical life stages, even when survivors later come to oppose the practice. The women
in this study were vocal about their opposition to this practice and stressed the importance of
sharing their story as a means of disrupting silence and supporting other survivors.

Several women emphasized that while there is misinformation about FGM/C, it is a
cultural practice that has no religious basis. These narratives reveal how intergenerational
traditions—sustained through family and community transmission—can perpetuate practices that
are simultaneously normalized and deeply harmful. This finding underscores the enduring
influence of linked lives and cultural scripts across generations, consistent with prior literature
documenting misconceptions about the religious basis of FGM/C among families (Roy &
Settersten, 2022), and practitioners and community leaders (Awolola & Ilupeju, 2019;
Akinsulure-Smith et al., 2021).

Several participants also discussed how intersecting identities—including race, religion,
gender, and sexual orientation—shaped their experiences of healing and belonging. From an
intersectional lens, these overlapping identities compounded vulnerability while simultaneously
informing survivors’ preferences for culturally and racially concordant providers, Survivors
emphasized that they should not have to carry the emotional burden of educating their providers
about racism, Islamophobia, or gender norms while simultaneously processing trauma. This
finding aligns with intersectional frameworks in trauma studies that emphasize the compounding
effects of discrimination, migration stress, and cultural dislocation on survivors’ mental health

(Crenshaw, 1991).
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Both mental health providers and advocates stressed the importance of integrating
cultural humility into services provided to survivors, using survivor-centered language, and
understanding intergenerational cultural nuances about the practice. From a Life Course Theory
perspective, experiencing FGM/C at an early age can have long-lasting effects on survivors’ life
trajectories, including their sense of agency, emotional well-being, and relationships. Survivors’
interactions with providers are shaped by both past experiences and the social and cultural
contexts they navigate in adulthood. Within Levesque’s Framework, provider sensitivity directly
influences acceptability and appropriateness of care, shaping survivors’ willingness to disclose
and engage. The use of intentional language highlights how acceptability is influenced by
provider sensitivity and humility. Advocates also noted that cultural awareness must extend
beyond language to everyday interactions, such as how organizations frame public messages
(e.g., around holidays like Mother’s Day), to ensure they remain inclusive and non-harmful.
These stakeholders play a key role in helping to address misinformation about the practice and in
creating safe spaces for survivors to heal in community.

In summary, the duality of maintaining cultural loyalty through silence and disclosure of
one’s story creates a complex path for healing among survivors. Addressing this tension through
cultural humility, understanding misconceptions about the practice, and creating safe, affirming
spaces for survivors to heal in community empower survivors to reclaim agency and outline their
own path for recovery.

Theme 7. The Case for Culturally Responsive, Trauma-informed Systems of Care

The last theme identified in this study pertains to a pressing need for culturally

responsive, trauma informed, and survivor-centered approaches to care for FGM/C survivors.

Survivors called for comprehensive care grounded in cultural respect and empathy. Survivors,
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providers, and advocates collectively described the importance of formal integration of FGM/C
content into professional curricula for clinicians, nurses, social workers, and therapists.
Culturally responsive approaches to care include careful use of language, understanding
intergenerational traditions, and addressing biases about FGM/C. Providers and advocacy
organizations discussed the use of innovative strategies to improve systems of care including
survivor-informed educational materials to lessen the burden on women with educating their
provider about FGM/C and educational webinars that allow survivors to share their story,
educate others about this practice, and serve as advocates within their community. However,
these strategies remain unevenly implemented and depend heavily on the resources and
leadership of a few community-based organizations rather than on systemic commitment within
the health sector.

Guided by the Levesque’s Framework, this theme highlights how deficits in provider
knowledge and cultural competence constrain access across multiple dimensions, particularly
approachability, acceptability, and appropriateness. Survivors described how lack of training left
providers unprepared to recognize the physical and psychological consequences of FGM/C or to
respond with sensitivity. Calls for integrating FGM/C education into clinical, mental health,
nursing, and social work curricula reflected survivors’ desire for equitable recognition of FGM/C
alongside other forms of gender-based violence. Advocacy organizations described innovative
system-level strategies aimed at reducing survivor burden, including provider trainings,
educational webinars, and survivor-informed materials that allow women to share information
with providers without repeatedly recounting traumatic experiences. These strategies function as
structural supports that enhance survivors’ ability to engage with care while mitigating power

imbalances inherent in clinical settings. However, participants emphasized that such initiatives
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remain unevenly implemented and heavily dependent on a small number of under-resourced
community organizations rather than being embedded within healthcare systems.

Providers and advocacy organizations also discussed the importance of community-
based, trauma-informed approaches, such as group therapy, peer mentoring, and yoga, to
empower survivors as they navigate healing within social networks. In alignment with the Life
Course Theory, human agency is exercised when survivors can make choices that inform their
life trajectory despite their past trauma and cultural norms. Spaces that prioritize healing, such as
support groups, community-based yoga, and other peer-led opportunities allow survivors to
reclaim a sense of control over their bodies and relationships. The use of these strategies is in
line with previous research that discusses the buffering effect social support has in preventing
mental health challenges (Johnson-Agbakwu et al., 2023a). Establishing social support networks
among survivors of FGM/C is especially important among those who have left their home county
and are trying to establish a sense of community and belonging in the United States. Support
groups, community events, and peer mentoring for FGM/C survivors provide safe, spaces to
share emotions, experiences, and seek advice as survivors may need insight for healing and

coping with trauma and adverse mental health outcomes they are experiencing (Drageset, 2021).

When taken together, these findings highlight the importance of integrated trauma-
informed systems of care that ensure providers are trained to provide effective care for survivors
of FGM/C grounded in empathy and humility. Survivors emphasized the need for their autonomy
and lived experiences to be honored by providers. Advocacy organizations reinforced this idea
through the provision of community-based strategies to create spaces for belonging and

strengthening resilience. Culturally responsive, trauma-informed systems of care combine
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professional support models and community-based models to promote recovery among
SUrvivors.
Summary

Together, the Life Course Theory and Levesque framework provide a comprehensive
multilevel lens for understanding of survivors’ experiences of FGM/C and their interactions with
systems of care. The Life Course perspective captures the enduring psychological, relational, and
identity-based effects of FGM/C as an early-life trauma, shaped by developmental timing,
interdependence within families and communities, and the gradual reclamation of agency across
adulthood. Survivors’ narratives illustrate how early violations of bodily autonomy reverberate
across life stages, influencing mental health, relationships, and help-seeking behaviors. In
contrast, Levesque’s Framework situates these lived trajectories within the broader structural
context, identifying how survivors’ ability to access, engage with, and benefit from care is
constrained by systemic inequities, financial barriers, and limited cultural responsiveness and
availability of trauma-informed services. Integrating these frameworks illuminates the reciprocal
relationship between personal and structural factors—how early violations of agency and trust
shape later help-seeking behaviors, and how inaccessible, culturally unresponsive systems can
reinforce feelings of powerlessness and isolation. This combined lens underscores that improving
survivors’ health and well-being requires attention both to the timing and trajectory of trauma
recovery across the life span and to the design and delivery of care systems that foster safety,
equity, and empowerment. Framing the findings through these complementary theories provides
a strong foundation for practice, policy, and research recommendations aimed at creating trauma-

informed, culturally grounded, and developmentally attuned care for survivors of FGM/C.
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Implications for Practice

The findings of this study underscore an urgent need for enhanced training of healthcare
and mental health providers in both the clinical management and cultural understanding of
FGM/C. Currently, FGM/C and its aftercare are not a standardized component of medical,
nursing, and behavioral medicine curricula. Providers often encounter information on FGM/C
through isolated clinical experiences. Among providers with some exposure, important gaps
remain in their ability to provide effective and trauma-informed care to survivors (Jackson, 2011;
Lane et al., 2019; Akinsulure-Smith et al., 2021).

Survivors in this study emphasized the importance of culturally sensitive, hands-on
training that helps providers understand why many survivors avoid healthcare, the cultural
significance of the procedure, and how stigma and cultural expectations influence disclosure.
This study demonstrates that creating effective care systems for FGM/C survivors requires
coordinated action at multiple levels: (1) embedding FGM/C-specific education in health and
mental-health curricula; (2) developing continuing education and supervision focused on trauma-
informed and culturally humble practice; (3) expanding partnerships between providers and
survivor-led community organizations; and (4) advancing policy frameworks that mandate
culturally competent care. Addressing these needs will strengthen trust, improve quality of care,
and promote healing among women affected by FGM/C—transforming fragmented responses
into cohesive, survivor-centered systems that embody equity and respect.

Comprehensive training has been shown to improve provider confidence and readiness
to care for survivors of FGM/C (Jacoby & Smith, 2013; Elliott et al., 2016). Interviews with
survivors, advocacy groups, and therapists also revealed that this training should also address the

physical and mental health implications of FGM/C. For mental health professionals, training
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must emphasize trauma-informed and culturally responsive approaches. Providers should be

equipped to:

Identify FGM/C as a potential trauma linked to anxiety, depression, somatic symptoms,
and relationship distress.
e Use survivor-informed and inclusive language, asking women what terminology (e.g.,
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“cutting,” “circumcision,” or “mutilation”) they prefer.

o Establish trust, pace the therapeutic process based on survivors’ comfort, and frame
questions with sensitivity to potential triggers.

o Integrate FGM/C-specific clinical knowledge—including the four WHO types and
associated complications such as chronic pain, sexual dysfunction, and obstetric
difficulties—into mental health assessment and treatment planning.

Previous research on knowledge gaps among providers combined with the findings of
this study suggest the development of a standardized provider training curriculum consisting of
workshops with didactic and hands-on learning (case simulation) components (Jacoby and
Smith, 2013; Jackson, 2017). Specific components of the training might include information that
would enable participants to:

e Understand the four main types of FGM/C

e Understand the various sociocultural reasons underlying this FGM/C

e Recognize indicators or signs that a woman has undergone FGM/C (anatomically and
behaviorally)

o Identify strategies to address the mental and physical health complications of FGM/C

e Apply trauma-informed communication

o Identify support services for referral (e.g., advocacy groups, social services)
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Beyond provider training, focus group participants emphasized the importance of support
systems during healthcare visits to reduce distress. Survivors recommended interpreters be
available for women who are not comfortable conversing with their providers in English and that
interpreters themselves receive training in cultural competence and trauma sensitivity. Likewise,
Doulas can play an important role during pregnancy and childbirth by providing culturally
responsive support that can further enhance the quality of care survivors receive. Training for
both interpreters and doulas should include modules on survivor-centered communication,
confidentiality, and the emotional dimensions of care. Finally, provider offices should offer
informational and educational materials for survivors that define FGM/C, describe the types of
FGM/C, and outline any mental and/or physical health services available for survivors. These
resources will help to alleviate the stigma associated with this practice and provide a sense of
inclusivity when seeing a new provider.

Implications for Policy and Advocacy

This study also highlights the need to strengthen existing policies and advocacy efforts to
support girls and women affected by FGM/C. As of 2023, 41 states in the United States have
laws prohibiting FGM/C (Equality Now, 2023). However, these laws vary widely in scope,
enforcement, and punishments. Inconsistent legislation leaves gaps in protection and limits
survivors’ access to justice and care. Some states have taken steps to strengthen their legislation
and to improve their advocacy programs. For example, Massachusetts enacted comprehensive
legislation in 2020 and launched the Holistic Organized Partnerships to End FGM/C (HOPE
MA) initiative. HOPE MA is a multidisciplinary partnership to address FGM/C through
healthcare, law enforcement, social services, and community groups and helps survivors to

access survivor-led, culturally sensitive care at the community level. This initiative demonstrates
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the potential of state-level investment and intersectoral partnerships to translate legal frameworks
into accessible, culturally sensitive care.

Despite these advances, lack of funding for women’s health initiatives at both the state
and national levels remain a critical barrier to progress. Funding deficits hinder the establishment
of new laws in states where they don’t exist and constrain the implementation of existing
legislations. As one advocacy organization noted, women’s health—and particularly
reproductive and mental healthcare for marginalized populations—remains underprioritized in
federal budgets. Recent cuts to federal initiatives for addressing gender-based violence, women’s
health, and immigrant health have further weakened the safety net for survivors. It is crucial to
advocate for increased funding for culturally competent healthcare services, expanded support
for advocacy groups, and policies that prioritize the needs of underserved populations,
specifically survivors of FGM/C.

This deficit in funding at the national level can impact state and local organizations,
especially advocacy organizations. Survivor-led organizations play a pivotal role in providing
emotional, material, and therapeutic support for survivors. They offer important services such as
providing seed grants to survivors to start their own business, hiring a licensed therapist to attend
monthly support groups, organizing survivor retreats to facilitate healing, and sponsoring
survivors’ vaginal reconstructive surgery. Without funding, advocacy organizations are at risk of
facing immense barriers to providing survivors with emotional and tangible resources and
empowering survivors to take control of their own lives. It is important to prioritize funding to

advocacy organizations so survivors feel seen, heard, and supported in their healing journeys.
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Strengths and Limitations

This study has several notable strengths and contributes important insights into an
underexplored area of research. It is among the first mixed methods studies to examine the
intersection of mental health, resilience, and healthcare navigation among FGM/C survivors
residing in the United States. By focusing on anxiety and depression—domains often overlooked
in FGM/C research—this study addresses a significant gap in literature. The inclusion of
participants from diverse African countries of origin enhances the cultural breadth of the
findings, allowing a more comprehensive and nuanced understanding of the mental health
challenges experienced by survivors of FGM/C and their experiences in healthcare systems.
The use of a convergent mixed methods design allowed for the integration of quantitative and
qualitative findings, offering a richer and more holistic perspective on survivors’ lived
experiences. Quantitative results provided an overview of mental health patterns and protective
factors, while qualitative narratives illuminated the relational, cultural, and structural forces
shaping survivors’ resilience and access to care. Including perspectives from both therapists and
advocacy organizations further strengthened the study, providing critical insights into provider
knowledge gaps, systemic barriers, and policy implications that contextualize the quantitative
findings. Together, these elements contribute to a more comprehensive and practice-relevant
understanding of survivor well-being.

This study had several limitations that need be acknowledged. The quantitative sample
size was small, limited generalizability and the ability to conduct subgroup analyses across
variables such as age, country of origin, and type of FGM/C as well as testing the strength of
association between each protective and risk factor and anxiety and depression. The absence of a

comparison group of women without FGM/C restricts the ability to determine the relative impact
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of FGM/C on outcomes of interest. The study also relied on non-probability sampling through
snowball recruitment and partnerships with advocacy organizations, which may have introduced
selection bias. Participants connected to advocacy groups or support networks may differ
meaningfully from those who remain isolated or disengaged from such services. Consequently,
the findings may not fully represent the full diversity of experiences among FGM/C survivors in
the United States. Finally, some quantitative measures—such as the Brief Resilience Scale—
showed lower internal consistency in this sample, suggesting that certain constructs may require
cultural adaptation to more accurately capture survivors’ lived realities.
Future Directions for Research

As the population of women living in the United States who have experienced FGM/C
continues to grow, findings from this study have important implications for future research. First,
future studies should include a larger and more diverse sample across several demographic
factors (e.g., country of origin, type of FGM/C, and generation group). Second, future studies
should compare the utilization of mental health services by generation group (generation 1 vs 1.5
vs 2) to understand how length of stay in the United States affects perceptions of mental health
and willingness to seek support. It would also be important to study the various generation
groups’ willingness to seek obstetric and gynecologic services, as women in the present study
often only sought these services as needed. It would also be beneficial to compare the utilization
of screening services and preventative exams among this population of women compared to the
general population. These findings are essential to inform mental and physical health provider
training to provide culturally responsive and effective care for various generation groups. Third,
future research should test the effectiveness of revised and standardized education models for

medical and mental health providers in increasing provider knowledge of FGM/C, the mental
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and physical health implications of FGM/C, and their readiness to provide effective, trauma-
informed care to survivors of FGM/C. Evaluating these interventions could inform the
development of standardized, survivor-centered curricula for both medical and mental health
professionals. Finally, future research should explore community-based and survivor-led models
of care, including peer support and advocacy initiatives, to better understand how culturally
grounded healing frameworks can enhance resilience and recovery.

Conclusion

The purpose of this study was to explore anxiety and depression symptoms and
healthcare navigation among African survivors of FGM/C residing in the United States. The
study examined how protective and risk factors, including social support, resilience, and IPV,
shape survivors’ mental health and identified key barriers, facilitators, and strategies for
improving access to and support for physical and mental healthcare. Through the integration of
quantitative and qualitative data, the study provides a multidimensional understanding of the
psychological, social, and structural challenges faced by FGM/C survivors.

The quantitative results showed mild levels of anxiety and depression symptoms,
moderate levels of social support, low resilience levels, and experiences of IPV among
participants. Women also reported moderate levels of closeness with others of their same culture,
both in the United States and in their home country, reflecting the complex interplay of cultural
belonging, migration, and healing. The qualitative findings deepened and contextualized these
results by highlighting how survivors make sense of their experiences and navigate recovery
within cultural, relational, and systemic constraints. Women described the silence surrounding
FGM/C as both a protective and constraining force—preserving cultural identity yet impeding

disclosure and access to help. They also identified advocacy and community engagement as key
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pathways to healing, transforming their pain into purpose and resilience through education,
outreach, and peer support. Survivors and providers emphasized the importance of trusting
therapeutic relationships, culturally sensitive and survivor-informed language, and safe, trauma-
informed spaces where women could share their stories without fear of stigma or
retraumatization. Together, the quantitative and qualitative findings underscore that survivors’
mental health and resilience cannot be understood apart from the social and structural contexts in
which they live. Healing is both individual and collective, rooted in personal agency, supportive
relationships, and responsive systems of care. Overall, this study underscores the profound
psychological, relational, and physical health implications of FGM/C and highlights the
important roles that mental healthcare providers and advocacy organizations play in survivors’
recovery and empowerment. This study calls for culturally responsive, trauma-informed systems
of care, increased provider education, and sustained policy and funding support. Most
importantly, these findings affirm that survivors of FGM/C should not be defined by what was
taken from them, but recognized and supported for their resilience, strength, and capacity for

transformation.
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Table 1

Demographic Characteristics of Survey Participants (N = 30)

Characteristic N %
Age

18-30 years 11 36.7
31-45 years 12 40.0
46-55 years 7 233
Years living in the US

5-10 years 10 333
11+ years 20 66.7
Generation Group

Generation 1 26 86.7
Generation 1.5 3 10.0
Generation 2 1 33
Marital Status

Married/living with a partner 15 50.0
Never Married/lived with a partner 11 36.7
Previously Married (divorced, widowed, separated) 4 133
Number of Children

0 13 433
1-2 5 16.7
3-4 10 333
5+ 2 6.7
Highest level of Education

Less than High School Diploma 3 10.0
High School Diploma or GED 5 16.7
Some College/associate degree 10 333
Bachelor's Degree or Higher 12 40.0
Annual Household Income

<$39,000 13 433
$40,000-$69,999 9 30.0
$70,000-$99,999 2 6.7
$100,000+ 6 20.0
Religion

Christianity 12 40.0
Islam 16 533
None 2 6.7
Country of Origin

Kenya 5 16.7
Nigeria 4 133
Sierra Leone 3 10.0
Egypt 3 10.0
The Gambia 2 6.7
Angola 1 33
Ethiopia 1 33
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Somalia

Type of FGM/C Reported
Type I

Type II

Type 111

Unsure
Age when FGM was performed
0-3 years

4-7 years

8-12 years

13-17 years

11

15

10
12

36.7

50.0
26.7
10.0
133

10.0
333
40.0
16.7
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Table 2

Demographic Characteristics of Interview and Focus Group Participants (N = 20)

Characteristic N %
Age

18-30 years 7 35.0
31-45 years 8 40.0
45-55 years 5 25.0
Years living in the US

5-10 years 6 30.0
11+ years 14 70.0
Generation Group

Generation 1 18 90.0
Generation 1.5 1 5.00
Generation 2 1 5.00
Marital Status

Married/living with a partner 11 55.0
Never Married/lived with a partner 6 30.0
Previously Married (divorced, widowed, separated) 3 15.0
Number of Children

0 8 40.0
1-2 2 10.0
3-4 8 30.0
5+ 2 10.0
Highest level of Education

Some College/associate degree 9 45.0
Bachelor's Degree or Higher 7 35.0
Less than High School Diploma 4 20.0
Annual Household Income

<$39,000 8 40.0
$40,000-$69,999 7 35.0
$70,000-$99,999 2 10.0
$100,000+ 3 15.0
Religion

Christianity 7 35.0
Islam 12 60.0
None 1 5.00
Country of Origin

Kenya 2 10.0
Nigeria 3 15.0
Sierra Leone 2 10.0
Egypt 1 5.00
The Gambia 1 5.00
Ethiopia 1 5.00
United States 1 5.00
Somalia 9 45.0
Type of FGM/C

Type 1 10 50.0
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Type II

Not Sure

Age when FGM/C was performed
0-3 years

4-7 years

8-12 years

13-17 years

~

\SEENIEN I 9]

30.0
20.0

10.0
35.0
45.0
10.0
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Table 3

Descriptive Statistics for Survey Participants (N = 30)

Scale Mean SD Range
Anxiety 6.80 6.46 0-19
Type I 6.66 6.25 0-19
Type II 9.13 6.73 0-19
Type 111 9.33 8.14 0-15
Unsure Type 0.75 0.96 0-2
Depression 6.30 7.65 0-26
Type [ 6.50 7.66 0-26
Type 11 9.78 8.77 0-23
Type 111 3.00 3.00 0-6
Unsure Type 0.00 0.00 0-0
Social Support (Total Scale) 4.60 1.32 1-6
Significant other/special person subscale 5.00 1.30 1-7
Family subscale 4.20 1.70 1-6.5
Friends subscale 4.60 0.40 1-6.5
Resilience 2.79 0.82 1-5
PV 35.70 14.24 24-77
Closeness to others of same culture in the United States 3.30 1.40 1-5
Closeness to others of same culture in home country 3.40 1.40 1-5
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Table 4

Dichotomized Depression and Anxiety Scores by Type of FGM/C (N = 30)

Type of FGM/C N N(%) with N(%) with N(%) with Anxiety N(%) with
Depression (Yes) Depression (No) (Yes) Anxiety (No)
Type I 15 4 (27%) 11 (73%) 6 (40%) 9 (60%)
Type 11 8 4 (50%) 4 (50%) 3 (38%) 5 (63%)
Type III 3 0 3 (100%) 2 (67%) 1 (33%)
Unsure Type 4 0 4 (100%) 0 4 (100%)
TOTAL 30 8 (27%) 22 (73%) 11 (37%) 19 (63%)
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Table 5

Integration of Quantitative and Qualitative Findings by Theme

Domain Quantitative Qualitative Themes Interpretation and
Findings Integration Summary

Anxiety and Mild to moderate Fear, intrusive Quantitative and

Depression anxiety (M=6.8) and | memories, shame, and | qualitative data both

depression (M=6.3);

wide variability in
scores across
FGM/C types.

avoidance of medical
care reflect enduring
emotional distress.

confirm persistent mental
health challenges, often
linked to embodied trauma
and stigma.

Intimate Partner
Violence (IPV)

Moderate IPV

exposure (M=35.7),

especially

psychological abuse.

Coercion,
manipulation, and
control linked to
feelings of
unworthiness and
relational fear.

Both strands underscore
IPV as a chronic risk factor
exacerbating trauma and
limiting recovery.

Social Support

Moderate social
support (M=4.6);
strongest from
significant others.

Survivor-led peer
groups, family
networks, and
community
connectedness as
protective forces.

Qualitative data identify
relational and community
mechanisms fostering
empowerment and
emotional healing beyond
numerical support levels.

Resilience

Low mean resilience

(M=2.79) on Brief
Resilience Scale.

Advocacy, education,
and survivor-led
storytelling as sources
of strength.

Quantitative scale
measures 'bouncing back'
but misses culturally
embedded resilience
expressed through
advocacy and faith.

Barriers to Care

Not measured

Financial, cultural, and

Qualitative findings reveal

quantitatively. systemic barriers structural inequities and
prevent survivors from | provider-level gaps
seeking or continuing | explaining underutilization
mental healthcare. of mental health services.
Cultural Identity, Not directly Silence, cultural Adds insight into the
Silence, and the measured. norms, and cultural ecology
Complexity of intergenerational surrounding FGM/C,
Healing expectations reinforce | highlighting the need for
secrecy and hinder culturally responsive
healing. interventions.
Culturally Not directly Need for FGM/C- Quantitative data
Responsive, measured. specific training for highlights survivors’
Trauma- providers, addressing | limited access to health and
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Informed
Systems of Care

misconceptions and
bias, building trust and
safe spaces, advocacy

mental health services,
which is complimented by
qualitative findings
emphasizing survivor-
centered provider training
and trauma-informed
services to address gaps in
FGM/C care.
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Figure 1
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Figure 2

Life Course Theory Adapted to Understand Mental Health Experience of Women with FMG/C
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Figure 3

Levesque’s Framework for Accessing Healthcare (2013)
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APPENDIX A. Quantitative Survey (Qualtrics)

Survey Instructions Thank you for your interest in a study on the mental health of Female Genital
Mutilation/Cutting Survivors in the United States! Your feedback is greatly appreciated. A University
of Maryland PhD student is conducting this research and would be grateful if you took the time to
complete this survey to help us understand the role that social support, resilience, and intimate partner
relations have on anxiety and depression outcomes.

This survey will take about 30 minutes to complete. Your answers will be confidential. Your
participation is entirely voluntary and you may discontinue participation at any time. Upon completion of
this survey, you will receive a $25 electronic Visa gift card if you wish to provide your email address.

After completion of the survey, you will be asked if you wish to complete a 45-60 minute virtual

interview to further understand the associations from the study. Participation in the interview will receive
an additional $25 electronic Visa gift card.

End of Block: Survey Instructions

Start of Block: Screening Questions

Q1 You will first be asked a series of questions to ensure you qualify for participation in this study. If you
do not meet the criteria, you will be taken to the end of the survey. We appreciate you taking the time
to participate in the screening process. Your information will be deleted immediately and not used for

research purposes.

If you meet the criteria, you will move forward to the survey questionnaire. Thank you!

What is your age?
18-30 (1)
3145 (2)
45-55 (3)

Above 55 (4)

Q170 What country were you born in?

138



Q3 Are you from or do you have at least one parent from an African country?
Yes (1)

No (2)

Please specify which African country

Q4 How many years have you lived/resided in the United States?
5-10 years (5)

11+ years (6)

Q5 How would you define your immigrant generation group?

Generation 1 - You were born in another country and immigrated to the United States after 13
years of age. (1)

Generation 1.5 - You were born in another country and immigrated to the United States younger
than 13 years of age. (2)

Generation 2 - You were born in the United States to at least one parent born from another

country. (3)

Not applicable (4)
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Q154 Can you speak, write, and understand english?
Yes (1)
No (2)

Q5 Have you experienced female genital cutting/mutilation?

This procedure involves partial or the entire removal of the external female genitalia or any other injury to
the female genitalia for cultural or non-medical reasons.

This procedure is also known as Sunna, Gudniin, Halalays, Tahur, Megrez, Mekhnishab, Ibi/Ugwu,
Khitan, Khifad, Kutairi, L'excision.

Yes (1)

No (2)

Page Break
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End of Block: Screening Questions

Start of Block: Consent Form

Q109 You meet the eligibility requirements for the study. Please read the attached consent form to
participate.

Q107 If you agree to participate in this study, please sign below.

Q114 Please write your name and the date here.

End of Block: Consent Form

Start of Block: Demographic Variables

Q168 To begin the study, you will now be asked some demographic questions.

Q156 What is your martial status?
Married/living with a partner (1)
Previously Married (widowed, divorced, separated) (2)
Never Married/lived with a partner (3)

Currently partnered/not living together (4)
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Q157 What is the highest level of education you have completed?
Less than High School Diploma (1)
High School Diploma/GED (2)
Some College/Associate Degree (3)

Bachelor's Degree or Higher (4)

Q158 How many children do you have?
0 4)
1-2 (6)
3-4 (7

5+ (8)

Q116 What is your total annual household income?
$0-$39,999 (1)
$40,000-$69,999 (2)
$70,000-$99,999 (3)

$100,000+ (4)
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Q117 What is your religion?
No religion (1)
Christian (including Catholic, Protestant, and Orthodox) (2)
Islam (3)
Hindu (4)
Judaism (5)

Buddhist (6)

Other (7)

Q118 If you selected "other", please specify your religion

Page Break
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Q7 Do you know what kind of FGM/C was performed on you?
Type I (Clitoridectomy) (1)
Type 1I (Excision) (2)
Type III (Infibulation) (3)
Type IV (4)

Not Sure (6)

Q153 FGM/C by Type

TYPE |

Excision of the prepuce with
or without excision of part or
all of the clitoris

Note: It s not easy to capture this
type in a photograph. Type 1 is
commonly missed during an
examination by an inexperienced
dlinician

TYPE | area cut TYPE | healed

TYPE Il

Excision of the prepuce and
clitoris together with partial or
total excision of the labia minora

TYPE Il area cut

TYPE Il healed

TYPE N

Excision of part or all of the external
genitalia and stitching/narrowing of
the vaginal opening (infibulation)

Stghen e or Rt

TYPE ll area stitched TYPE Il healed

TYPE Il area cut

TYPE IV Unclassified
* Pricking, piercing or incision of the clitoris and /or labia
* Stretching of the clitoris and /or labia
+ Cauterization by burning of the clitoris and surrounding tissues

* Scraping (angurya cuts) of the vaginal orifice or cutting
(gishiri cuts) of the vagina.
+ Introduction of corrosive substances into the vagina
to cause bleeding or herbs into the vagina with the
aim of tightening or narrowing the vagina
+ Any other procedure that falls under the definition
of female genital mutilation.
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Q159 How old were you when you went through FGM/C?
0-3 years (1)
4-7 years (2)
8-12 years (3)
13-17 years (4)
18+ (5)

Not sure (6)

Q160 Where was FGM/C performed on you?
United States (1)

Other, Please Specify the Country: (2)

Page Break
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Q118 Before you move to the survey, please complete the CAPTCHA below:

End of Block: Demographic Variables

Start of Block: Anxiety and Depression Questions

The next set of questions asks about psychological and somatic symptoms you may have experienced.
Over the last 2 weeks, how often have you been bothered by any of the following problems? Select the
choice associated with the correct degree.

Q1 Feeling nervous, anxious, or on edge
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)

Q2 Not being able to stop or control worrying
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)
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Q3 Worrying too much about different things
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)

Q4 Trouble Relaxing
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)

Q5 Being so restless that it is hard to sit still
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)
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Q6 Becoming easily annoyed or irritable
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)

Q7 Feeling afraid, as if something awful might happen
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)

Q8 Little interest or pleasure in doing things
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)
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QO Feeling down, depressed, or hopeless
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)

Q10 Trouble falling or staying asleep, or sleeping too much
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)

Q11 Feeling tired or having little energy
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)
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Q12 Poor appetite or overeating
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)

Q13 Feeling bad about yourself — or that you are a failure or have let yourself or your family down
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)

Q14 Trouble concentrating on things, such as reading the newspaper or watching television
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)
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Q15 Moving or speaking so slowly that other people could have noticed. Or the opposite — being so
fidgety or restless that you have been moving around a lot more than usual

Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)

Nearly Everyday - 3 (4)

Q16 Thoughts that you would be better off dead, or of hurting yourself
Notatall -0 (1)
Several Days - 1 (2)
More than Half the Days - 2 (3)
Nearly Everyday - 3 (4)
End of Block: Anxiety and Depression Questions

Start of Block: Resilience Questions
This next section of the survey is on the topic of resilience, how you may cope with stressful or

emotionally distressing situations, and your perception of your ability to overcome adversity. Please
indicate how much you currently feel each statement is true:
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Q17 I tend to bounce back quickly after hard times
Strongly Disagree - 1 (1)
Disagree - 2 (2)
Neutral -3 (3)
Agree -4 (4)

Strongly Disagree - 5 (5)

Q18 I have a hard time making it through stressful events.
Strongly Disagree - 1 (1)
Disagree - 2 (2)
Neutral - 3 (3)
Agree -4 (4)

Strongly Disagree - 5 (5)

Q19 It does not take me long to recover from a stressful event.
Strongly Disagree - 1 (1)
Disagree - 2 (2)
Neutral -3 (3)
Agree -4 (4)

Strongly Disagree - 5 (5)
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Q20 It is hard for me to snap back when something bad happens.
Strongly Disagree - 1 (1)
Disagree - 2 (2)
Neutral -3 (3)
Agree -4 (4)

Strongly Disagree - 5 (5)

Q21 I usually come through difficult times with little trouble.
Strongly Disagree - 1 (1)
Disagree - 2 (2)
Neutral - 3 (3)
Agree -4 (4)

Strongly Disagree - 5 (5)

Q22 I tend to take a long time to get over set-backs in my life.
Strongly Disagree - 1 (1)
Disagree - 2 (2)
Neutral - 3 (3)
Agree -4 (4)
Strongly Disagree - 5 (5)

End of Block: Resilience Questions
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Start of Block: Social Support Questions

Q170 The following questions will ask about your close relationships with others of the same culture.
Please indicate how close you currently feel to others on a scale of 1 to 5, with 1 being "not close at all"
and 5 "very close"

Q169 How close do you feel to others of your same culture in the United States?
1- Not Close at all (1)
2 - A Little Close (2)
3 - Somewhat Close (3)
4 - Close (4)

5 - Very Close (5)

Q171 How close do you feel to others of your same culture in your home country?
1- Not Close at all (1)
2 - A Little Close (2)
3 - Somewhat Close (3)
4 - Close (4)
5 - Very Close (5)

N/A (6)

The following questions ask about social support and the relationships you may have with family
members, friends, and a “special person.” This person is one who provides you with emotional and
physical support when you are in need. Please indicate how strongly you currently disagree or agree with
the following statements.
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Q23 There is a special person who is around when I am in need.
Very Strongly Disagree - 1 (1)
Strongly Disagree - 2 (2)
Mildly Disagree - 3 (3)
Neutral - 4 (4)
Mildly Agree - 5 (5)
Strongly Agree - 6 (6)

Strongly Disagree - 7 (7)

Q24 There is a special person with whom I can share my joys and sorrows.
Very Strongly Disagree - 1 (1)
Strongly Disagree - 2 (2)
Mildly Disagree - 3 (3)
Neutral - 4 (4)
Mildly Agree -5 (5)
Strongly Agree - 6 (6)

Strongly Disagree - 7 (7)
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Q25 My family really tries to help me.
Very Strongly Disagree - 1 (1)
Strongly Disagree - 2 (2)
Mildly Disagree - 3 (3)
Neutral - 4 (4)

Mildly Agree -5 (5)
Strongly Agree - 6 (6)

Strongly Disagree - 7 (7)

Q26 I get the emotional support I need from my family.
Very Strongly Disagree - 1 (1)
Strongly Disagree - 2 (2)
Mildly Disagree - 3 (3)
Neutral - 4 (4)
Mildly Agree - 5 (5)
Strongly Agree - 6 (6)

Strongly Disagree - 7 (7)
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Q27 I have a special person who is a real source of comfort to me.
Very Strongly Disagree - 1 (1)
Strongly Disagree - 2 (2)
Mildly Disagree - 3 (3)
Neutral - 4 (4)
Mildly Agree - 5 (5)
Strongly Agree - 6 (6)

Strongly Disagree - 7 (7)

Q28 My friends really try to help me.
Very Strongly Disagree - 1 (1)
Strongly Disagree - 2 (2)
Mildly Disagree - 3 (3)
Neutral - 4 (4)

Mildly Agree -5 (5)
Strongly Agree - 6 (6)

Strongly Disagree - 7 (7)
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Q29 I can count on my friends when things go wrong.
Very Strongly Disagree - 1 (1)
Strongly Disagree - 2 (2)
Mildly Disagree - 3 (3)
Neutral - 4 (4)
Mildly Agree - 5 (5)
Strongly Agree - 6 (6)

Strongly Disagree - 7 (7)

Q30 I can talk about my problems with my family.
Very Strongly Disagree - 1 (1)
Strongly Disagree - 2 (2)
Mildly Disagree - 3 (3)
Neutral - 4 (4)
Mildly Agree - 5 (5)
Strongly Agree - 6 (6)

Strongly Disagree - 7 (7)

158



Q31 I have friends with whom I can share my joys and sorrows.
Very Strongly Disagree - 1 (1)
Strongly Disagree - 2 (2)
Mildly Disagree - 3 (3)
Neutral - 4 (4)
Mildly Agree -5 (5)
Strongly Agree - 6 (6)

Strongly Disagree - 7 (7)

Q32 There is a special person in my life who cares about my feelings.
Very Strongly Disagree - 1 (1)
Strongly Disagree - 2 (2)
Mildly Disagree - 3 (3)
Neutral - 4 (4)
Mildly Agree -5 (5)
Strongly Agree - 6 (6)

Strongly Disagree - 7 (7)
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Q33 My family is willing to help me make decisions.
Very Strongly Disagree - 1 (1)
Strongly Disagree - 2 (2)
Mildly Disagree - 3 (3)
Neutral - 4 (4)
Mildly Agree - 5 (5)
Strongly Agree - 6 (6)

Strongly Disagree - 7 (7)

Q34 I can talk about my problems with my friends.
Very Strongly Disagree - 1 (1)
Strongly Disagree - 2 (2)
Mildly Disagree - 3 (3)
Neutral - 4 (4)
Mildly Agree -5 (5)
Strongly Agree - 6 (6)
Strongly Disagree - 7 (7)
End of Block: Social Support Questions

Start of Block: IPV Questions

Q75 The final section consists of questions about your relationship with your current or previous partner.
No matter how well a couple gets along, there are times when they disagree, get annoyed with the other
person, want different things from each other, or just have spats or fights because they are in a bad mood,
are tired, or for some other reason. Couples also have many different ways of trying to settle their
differences. This is a list of things that might happen when you have differences. This first section will
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ask you about mental and emotional acts.

Please indicate how often a partner has committed specific acts over the last 12 months.

Q35 Called you a name and or criticized you
Never -1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Q36 Gave you angry stares or looks
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)
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Q37 Put down your family and friends
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Q38 Tried to keep you from doing something you wanted to do
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Q39 Ended a discussion with you and made the decision himself
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)
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Q40 Accused you of paying too much attention
Never -1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Q41 Checked up on you
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Q42 Told you that you were a bad person
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)
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Q43 Said things to scare you
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Q44 Prevented you from having money for your own use
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Q45 Refused to do housework or child care
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)
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Q46 Became very upset with you because of dinner

Never -1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Q47 Made you do something humiliating or degrading

Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Page Break
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Q48 This subsection will ask you about physical acts.

Please indicate how often a partner has committed specific acts over the last 12 months.

Q49 Threatened to hit or throw something at you
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Q50 Threw, hit, kicked, or smashed something
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)
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Q171 Threatened you with a knife, gun, or other weapon
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (5)

Q51 Pushed, grabbed, or shoved you
Never -1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Q52 Slapped, hit, or punched you
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)
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Q53 Threw you around
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Q54 Choked or strangled you
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Q55 Kicked you
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)
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Q56 Used a knife, gun, or other weapon against you
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Page Break
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Q57 This last subsection will ask you about sexual acts

Please indicate how often a partner has committed specific acts over the last 12 months.

Q58 Pressed you to have sex
Never -1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)

Q59 Physically forced you to have sex
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)

Very frequently - 5 (9)
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Q60 Physically attacked the sexual parts of your body
Never-1 (1)
Rarely -2 (2)
Occasionally - 3 (3)
Frequently - 4 (4)
Very frequently - 5 (9)
End of Block: IPV Questions

Start of Block: Other Risk Factors

Q61 What do you think have been other factors that have influenced your mental health?

End of Block: Other Risk Factors

Start of Block: Final Questions

Q162 How did you hear about this study?
Global Women P.E.A.C.E Foundation (1)
Friend or Family Member (2)
Recruitment flyer in the community (4)

Other: (3)

Page Break
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Q172 Thank you for your participation in this study! To receive your giftcard, please proceed to the link
here.

Page Break

End of Block: Final Questions

End of Survey

This concludes the survey. Thank you for your participation in this study to examine the role that social support,

resilience, and intimate partner relations has on the mental health outcome of survivors.

You can find resources below if you experienced any negative feelings or adverse mental health outcomes.

List of resources for survey participants
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APPENDIX B - Interview Guide for Survivors

1. Before I begin, I would like you to tell me how FGM/C is described in your culture?
a) Is there a particular term of phrase you use? [write this down and get pronunciation]

2. How would you describe your overall mental health and well-being currently?

3. How are [the identified symptoms] impacting your life and ability to navigate daily life (ex:
sleep, diet, interaction with your friends, family, and partner)?

4. How do you think the [symptom(s) the participant discussed] you are experiencing is/are
because of [insert preferred FGM/C term]?

5. In your opinion, what are additional things that have made your mental health challenges
more severe? [can probe for [PV]

6. In your opinion, what helps you deal with the mental health challenges you are dealing
with? [can probe for social support and resilience]

7. How do you cope with stressful and challenging situations?
a) PROMPT: It might be helpful for you to think about an example of when you had to
overcome an adversity.

8. Who do you reach out to for help when you are feeling [include the symptoms they
discussed]?

a) IF THEY HAVE SOUGHT FORMAL SUPPORT: What symptoms were you having
that led you to seek help from a mental health professional (ex: therapist,
psychologist, or psychiatrist)?

1. Can you tell me what psychological issues you have seen them for?
2. What was helpful and unhelpful about the help you received?

b) IF THEY HAVE NOT SOUGHT FORMAL SUPPORT: Have you ever considered
seeing a mental health professional?

1. What has influenced your decision not to seek help?

9. What recommendations do you have for helping women who have experienced [insert
FGM/C term they prefer] to help them with symptoms of anxiety and depression.

10. Is there anything else you would like to share with me that I have not already asked?

Thank you for taking the time to speak with me about the relationship between risk and
protective factors and anxiety and depression symptoms among women with FGM/C.
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APPENDIX C - Focus Group Guide

Date:

Introduction: Thank you for taking the time to talk to me today. My name is Janay Johnson and
I am conducting dissertation research in maternal and child health. I am here to gain a deeper
understanding of the barriers, facilitators, and strategies for improving access to and support for
mental healthcare, obstetric and gynecologic services, and advocacy groups among survivors of
FGM/C. This focus group is expected to last around 90 minutes.

Your participation in this focus group is voluntary, and you can stop the discussion or refrain
from answering any questions. By agreeing, you are acknowledging that you understand your
rights as a participant and consent to participate in this focus group.

I aim to capture the key themes in our discussion but since I am facilitating the discussion on
Zoom, recording is required. The recording is for my use only, to ensure the notes are accurate,
and will be deleted at the end of the project. Neither your name nor any other identifying
information will be shared and used in the final report.

We will now begin the focus group questions.

Understanding Cultural Context

1. How is FGM/C practiced in your community or culture?
2. What are common attitudes or beliefs surrounding FGM/C?

Impacts of FGM/C

3. What are some impacts of FGM/C on women?
a. Prompt if needed: How does it affect different aspects of life, such as
relationships, mental health, or healthcare experiences?

Mental Health

4. What do you wish mental healthcare providers understood about FGM/C to better support
survivors?

5. What are some reasons why women who have experienced FGM/C might hesitate to seek
mental healthcare? Let’s list and discuss them.

6. What would help women feel more comfortable and supported in seeking mental
healthcare?

Obstetric & Gynecologic (OB/GYN) Care
7. What are some reasons why women might avoid seeking obstetric and gynecologic care?

8. What do you wish OB/GYN providers understood about FGM/C to better support
survivors?
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9. What aspects of care would help women feel safe and respected when seeking OB/GYN
services?

Culturally Competent Care

10. What do you wish healthcare providers knew about your culture to provide better care for
FGM/C survivors?
11. How can healthcare services be more welcoming and supportive?

Final Thoughts

12. Is there anything we haven’t discussed that would be important for supporting survivors
of FGM/C?
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APPENDIX D - Interview Guide for Mental Health Therapist

Identification #:

Introduction: Thank you for taking the time to talk to me today. My name is Janay Johnson and
I am conducting dissertation research in maternal and child health. I am here to gain a deeper
understanding of key barriers, facilitators, and strategies for improving access to and support for
mental healthcare for survivors of FGM/C. This interview is expected to last 30-45 minutes.

Your participation in this interview is voluntary, and you can stop the discussion or refrain from
answering any questions. By agreeing, you are acknowledging that you understand your rights as
a participant and consent to participate in this interview.

I aim to capture the key themes in our discussion. However, with your permission, I would also
like to record the conversation. The recording is for my use only, to ensure the notes are
accurate, and will be deleted at the end of the project. Neither your name nor any other
identifying information will be shared.

Do you give permission to record the discussion?  YES NO

We will now begin the interview questions.

Background and Experience

1. How did you begin working with survivors of FGM/C?
2. What drew you to this work, and what has your experience been like?

Understanding the Impact of FGM/C

3. How do you think FGM/C affects an individual’s emotional well-being, both in the short
term and over the long term?
a. Prompt if needed: Are there specific mental health concerns you commonly
observe among survivors?

Accessibility and Engagement

4. Given your work with women who have experienced FGM/C, what do you think makes
your services accessible to survivors?
5. What strategies or approaches have been most effective in building trust with survivors?

Challenges and Barriers

6. What are some challenges you face when addressing the mental health needs of
survivors?

7. There are relatively few mental health providers specializing in FGM/C. What do you
think needs to change to improve access and utilization of services for survivors?
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8. What gaps or limitations do you see in the mental health system when it comes to
supporting women affected by FGM/C?

Cultural Sensitivity and Best Practices

9. How do you incorporate cultural sensitivity when working with clients who have
undergone FGM/C?

10. Are there any community-based resources, cultural practices, or therapy models you find
particularly helpful in your work with survivors?

Final Thoughts

11. Is there anything we haven’t discussed that you believe would help improve mental
health support for survivors of FGM/C?
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Appendix E. Interview Guide for Advocacy Organizations

Identification #:

Introduction: Thank you for taking the time to talk to me today. My name is Janay Johnson and
I am conducting dissertation research in maternal and child health. I am here to gain a deeper
understanding of key barriers, facilitators, and strategies for improving access to and support for
advocacy organizations for survivors of FGM/C. This interview is expected to last 30-45
minutes.

Your participation in this interview is voluntary, and you can stop the discussion or refrain from
answering any questions. By agreeing, you are acknowledging that you understand your rights as
a participant and consent to participate in this interview.

I aim to capture the key themes in our discussion. However, with your permission, I would also
like to record the conversation. The recording is for my use only, to ensure the notes are
accurate, and will be deleted at the end of the project. Neither your name nor any other
identifying information will be shared.

Do you give permission to record the discussion?  YES NO

We will now begin the interview questions.

Focus and Priorities of the Organization

1. What are the key issues related to FGM/C that your organization is currently addressing?
2. How does your organization approach both prevention and support for survivors?

Psychological and Emotional Impact

3. What are the primary mental health consequences of FGM/C that your organization seeks
to address through advocacy efforts?
4. How do your initiatives integrate mental health support for survivors?
a. [If they have initiatives for mental health] What community-based or survivor-led
initiatives have been effective in your work?

Advocacy Challenges and Strategies

5. What are some of the most significant barriers your organization faces when advocating
against FGM/C in affected communities? [can focus more on mental health]

6. How do you navigate cultural sensitivities or resistance when discussing FGM/C in your
advocacy work?

Policy and Systemic Change
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7. What policies has your organization advocated for that specifically address the mental
health needs of survivors?
8. What are some policy gaps you’ve identified regarding mental health support for FGM/C
survivors
a. How is your organization working to address them?

Supporting Survivors

9. How can advocacy organizations better support the emotional and psychological needs of
survivors to ensure they feel safe and empowered to seek help?

Lessons Learned and Future Directions

10. What are the most important lessons you have learned through working with survivors
that could help improve future advocacy and policy efforts? for mental health?

11. What additional resources, partnerships, or policy changes would strengthen support for
FGM/C survivors in the U.S.? in the area of mental health?

Final Thoughts

1. Is there anything we haven’t discussed that you believe would help improve care for
survivors of FGM/C?
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