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Abstract
Background: Female genital mutilation (FGM) is one of the important aspects of reproductive health. The economic, social and health 

consequences of FGM threaten the achievement of sustainable development goals. The purpose of this study was to assess the economic, 
social and reproductive health consequences of FGM from the perspective of individual, family, community and health system. 

Methods: In this study, we reviewed 1536 articles from 1979 to 2015. Fifty-one studies were directly related to our goal. Research papers, 
review articles, case studies and books on the research topic were used. 

Results: The results of this review showed that most studies on FGM, have investigated health complications of FGM, and few studies 

society and health system. Social consequences of FGM are more irritating than health consequences, so to tackle this practice; its 

Reproductive health is one of the essential prerequisites of sustainable development. Sustainable development will be achieved if women 
are healthy. This practice can threaten achieving sustainable development. In Iran, FGM is performed in some areas, but there are no 

Conclusion: FGM is a form of social injustice which women suffer. Ending FGM requires a deep and long-term commitment. Knowing its 

Any money spent on eliminating this harmful practice, compared with the costs of complications, would not be wasteful. It seems that further 
studies are needed to assess socioeconomic effects of FGM and the relationship between type of FGM and induced complications. Such 
studies will help policymakers to tackle this practice. 

 Keywords: Economic consequence, female genital mutilation, reproductive health, social consequence

Cite this article as: Refaei M, Aghababaei S, Pourreza A, Masoumi SZ. Socioeconomic and reproductive health outcomes of female genital mutilation. Arch Iran 
Med. 2016; 19(11): 805 – 811.

Introduction

A ll procedures that involve partial or total removal of the 

female genital organs for non-medical purposes; About 140 
million girls and women worldwide suffer the consequences 
of FGM and it is estimated that annually more than 3 million girls 
are at risk for FGM.1 The prevalence of FGM in women aged 15 
– 49 years  has been estimated to range from 0.6% in Uganda  to 
97.9% in Somalia.2 FGM is most prevalence in Africa, some 
countries in Asia and the Middle East.3 FGM is practiced in Asian 
countries including India, Indonesia, Malaysia, as well as in Iraq,  
Jordan,  Saudi Arabia and Yemen.4

In Iran, this practice is done in some provinces including Bushehr, 
Hormozgan, Kurdistan, Khuzestan and Lorestan.5 A study in 1993 
in the town of Minab estimated the prevalence of FGM to be 70% 

that 87.4% of FGM cases were type 1 and 12.6% were type 2.6 
Another study in one of the cities of Kurdistan reported that the 
prevalence of FGM was 55.7%, all cases were type 1.7 In Iran, this 
practice is done in secret in families and there is not any formal 
statistics about it.8 Some authors argue that FGM has decreased in 
Iran, but there is not enough research about it.9 The cause of FGM 
is a combination of social, religious and cultural factors.10 In most 
communities, FGM is done by nonprofessional people, without 
anesthesia, where sanitary conditions are not suitable, without 
giving antibiotics and with crude instruments such as razor blades, 
knives and broken glass.1,6 3 this 
practice result in negative impacts on physical, psychological and 
sexual health of many women and girls and it is one of the aspects 
of violence against women and girls that violate their human 
rights.4
not only on women but also on the community.11 Most studies 
on FGM have focused on its historical, health, anthropological, 
legal and cultural aspects but few studies have addressed its 
socio–economic and reproductive health consequences. The aim 
of this narrative review article was to assess socio-economic and 
reproductive health outcomes of FGM. 

Methods

We started our search with this question: What are the social, 
economic and reproductive health consequences of female 
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as any money that is spent in doing FGM or treatment of its 

on the status of the individual in society and her social relations 

FGM on physical and mental health related to the reproductive 
system. We searched PubMed, Scopus, CINAHL, Cochrane, ISI 

information database (SID), Magiran, IranMedex and Iran-

in relation to female genital mutilation and its socio-economic 
and reproductive health outcomes; both Persian and English 
records have been studied. In search of Persian article we used 
the same word in Persian. Our search formula was as follows: 
(“female circumcision" OR "Female Genital Mutilation" OR 

OR "outcome" OR "impact" OR "complication" OR "cost" 
OR "reproductive health")). We search in English and Persian 
languages. For search in Iranian databases, we used the Persian 
translation of terms (Figure 1). We also reviewed the conference 
databases for unpublished data:

 International Conference on Female Genital Mutilation/
Cutting, Rome, Italia October 21 – 25, 2013; Available from: 
URL: http://www.unfpa.org

 Sub-Regional Conference on Female Genital Mutilation, 
“Towards a political and religious consensus against FGM”. 
Djibouti, Africa, February 2 – 3, 2005; Available from: URL: 
http://www.npwj.org/

 International Conference on Female Genital Mutilation, 
Nairobi, Africa September 16 – 18, 2004; Available from: URL: 
www.npwj.org

We also reviewed the references of related studies. Eligible 

studies for inclusion were systematic reviews, descriptive reviews, 
cohort studies, case control studies, cross-sectional studies, case 
series, case reports, relevant books and quantitative studies which 
were consistent with the aim of our study. All articles that were 
related to socio economic and reproductive health consequences 
of female genital mutilation were included in this study and 
articles related to other aspects of FGM, such as: historical and 
legal aspects, attitude, care, management and strategies were 
excluded. The target population was girls and women who have 
been subjected to any type of FGM and the comparison was no 
or an alternative type of FGM in any age group and community.

We found a total of 1536 records from 1979 to May 2015. After 
the above search strategy, 51 relevant records were included in 
the study.

Studies were screened separately for inclusion criteria by 
two authors. If there was disagreement, they were resolved by 
discussion between the two authors. The quality of the articles 
was assessed using checklists such as the CARE checklist for case 
reports,12 the STROBE checklist for cross sectional and cohort 
studies,13 as well as  a checklist for qualitative studies.14According 
to the results of each checklist, the articles  as low 
quality, moderate quality and high quality. If 33% or less of the 
criteria were addressed, the article was scored as low quality; if 
34% to 66% of the criteria were addressed, the article was scored 
as moderate; if 67% to 100% of the criteria were addressed, the 
article was scored as high quality. According to the evaluation, 
%35 of articles was low quality, 44% had moderate quality and 
20% had high quality.

Results

Economic Outcomes of Female Genital Mutilation

 FGM imposes high  costs on individuals, health system 

Figure 1. Search strategy
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and government generally due to its side effects.3,15 A study from 
Nigeria has estimated  the cost of treating FGM complications in 
a  pediatric clinic  to be about $120 for each girl.16 It is estimated, 
a 15-year-old girl with FGM type 3 imposes a cost of $5.82 on 
health system throughout her life and also she will lose around 
one-quarter of a year of life. Type 1 and 2 of FGM also imposed 
economic costs on individuals and government and also reduced 
survival, but to a lesser extent than type 3.17 A study in Somalia 
showed that during one year, 118 women were hospitalized due to 
complications of FGM, such as dermoid cyst, abscess and vaginal 
stenosis; they occupied the hospital beds for 1967 days and 
created a  limitation in providing health services of the 
hospital.18 A study in Gambia found that due to FGM, one out of 
every three circumcised women requires a medical gynecological 
examination.19 Women with FGM are more likely to experience  
short-term complications during childbirth and they should 
give birth at a hospital or an intensive unit.20 The annual cost of 
obstetric complications related to FGM is $3.7 million and ranges 
from 0.1% to 1% of government health spending on women 
who are 15 – 49 years old. Considering the current population 
of 15-year-old women in the six African countries is 2.8 million, 
130000 years of life lost (YLL)  is expected due to FGM related 
obstetric hemorrhage, which is equivalent to losing half a month 
during the whole life.17 

In general, there is a two-way relationship between health 
status and economic activity that indicates healthier people are 
more productive.21 FGM can lead to various types of infection. 
Treatment of these infections and other complications can be a 
great economic burden on families, especially in low-income 
countries.22 Some complications of FGM such as dysmenorrhea 
can lead to disability; a person with disability may remain 
dependent to her father or husband. Even if she is educated and 
employed, she is less likely to go to work regularly because of 
FGM-related complications.11 Female genital mutilation can lead 
to a decrease in household income and limit girls’ potential for 
education. It can reduce  household savings and investment, and 
can increase the cost of medical cares, as a result it can lead to   
accumulation of debts which deepen household poverty.4 Costs 
imposed by the FGM on families is not well known.16 Apart from 
the costs of doing FGM and postoperative costs, some money 
are spent for celebrating, giving gifts to the girl, her mother 
and guests, feeding people of village, as well as the person who 
performs FGM is paid or given gifts.23

Social outcomes of FGM
There are  not enough studies on the social consequences of 

FGM.24 But what is certain is that both doing FGM and refusing 
to do it (where the practice is a social norm), could have social 
impacts on individuals and also for their families.25

In some societies, this practice is considered necessary for girls 
to increase their competence, become an adult and a responsible 
member of the society. FGM is an important part of the cultural 
identity of girls and gives them a sense of pride, coming of age 
and feeling of community membership.3 FGM is a message to 
other circumcised women that a girl has been trained to respect 
the authority of older circumcised women and is worthy to 
include in their social network. So, FGM is a way to increase 
social capital for young women and brings power and prestige for 

older women.26 Sometimes, girls tend to be circumcised because 
this action gives them a certain social prestige and status.27,28 FGM 
is a premarital investment for the marriage market. This practice 
preserves the virginity of women and  causes  man to make sure 
that  children were born by his wife  belong to him.29, 30, 31

FGM is an important marker of identity to distinguish the insider 
from the outsider.32 Children are taught from an early age that they 
must do this practice to look good.33 In fact, it is one of the norms 
of society and people think that this is what society expects them 
to do.  Do not conforming to this can lead to social consequences, 
such as harassment, ridicule, social stigma, harassing the identity 
of circumcised adults, exclusion from adults community, 
communal events and social support, discrimination by peers, 
social rejection, losing social status, increasing isolation due to 
the lack of marriage ability and family embarrassment as well as 
these families are excluded from social acceptance and welfare 
system (the identity related costs of FGM).1,11,24,33 So, because the 
social effects, families consider the social risks  more important 
than the health risks of FGM and do the practice.24 

FGM imposes the  burden of social disability not only 
on women but also on the community. Many people think that 
FGM facilitates childbirth, while conversely pelvic infections 
resulting from FGM can lead to infertility threatening women’s 
marital life; also menstrual problems and urinary incontinence are 
two additional burdens of FGM that impose social costs on girls. 
Continuous leakage of urine or retained menstrual blood, making 
unpleasant odor can lead to imprisonment of person in the house 
and it has a negative impact on social participation of women.11

FGM and reproductive health
Female genital mutilation has immediate, long term and 

sometimes deadly health consequences;3 Complications of 
FGM depend on its degree, higher degrees of FGM present 
more severe complications.34 Studies have reported multiple 
physical complications for the circumcised women. Possible 
complications include bleeding, urine retention, urinary infection, 
genital swelling, bacterial vaginosis, dyspareunia, prolonged 
labor, cesarean section, dystocia,35 severe pain, shock, sepsis, 
death,24 unwanted welding of the labia,24,36 surgical interventions 
for reopening the vagina,3,37,38 chronic anemia due to repeated 
surgeries for the opening of the vagina,39 formation of keloid 
tissue that can lead to severe pain, dermoid cyst and abscess, 
painful menstruation due to the retention of menstrual blood,24,38,39 
dysuria, urinary incontinence, weak urine stream, hematocolpos,40 
genital ulcers, chronic pelvic  and low back pain due to chronic 
infections,3,24,41 urinary and genital tract infection, abscess 
formation, septicemia,11 hepatitis C42 and HIV infection.18,43 Factors 
such as bleeding during repair surgery, trauma during intercourse, 
anal intercourse because of  inability for vaginal intercourse19 and 
opening the birth canal by non-sterile equipment can put women 
at risk of HIV infection. Uterine and ovarian infections may cause 
infertility. Fractures of the clavicle, femur or humerus can occur 
when the girl tries to defend herself. Pain, swelling, infection, 
injury, damage to the urethra and dysuria cause urinary problems 
in many girls and urinary retention leads to chronic urinary tract 
infection.39 A study in Sudan on 225 circumcised girls aged 4 – 
9 years revealed that the girls with the narrowed vulvar opening 
were more likely to have urinary tract infection, especially those 
who were under the age of 7 years, but only 7% of girls who had 
infection reported urinary symptoms, 73% of circumcised girls 
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stated that they had been hospitalized after circumcision for 1 week.44 

Apart from the urinary tract, uterine and ovarian infection, 
infections such as tetanus, gangrene and sepsis can lead to death.39 
Epidermal cyst is one of the complications of female genital 
mutilation45–49 that can lead to infection, surgery to drain and in 
rare cases malignancy.50

Obstetric complications
World Health Organization’s  (WHO) study on 28000 

circumcised women in six African countries showed that obstetric 
complications, post-partum hemorrhage and cesarean rates were 
higher in women undergone genital mutilation, also death rates 
among babies during and immediately after birth were higher 
for those born to mothers who had undergone genital mutilation 
compared to those who had not: 15% higher for those whose 
mothers had type I, 32% higher for those with type II  and 55% 
higher for those with type III genital mutilation. Certainly, this 
complications will be higher in women giving birth outside 
health centers.51 Also, birth canal lacerations,52,53 episiotomy, 
fetal distress,54  due to prolonged labor, lower Apgar score,3 
Caput succedaneum55 and neonatal resuscitation are more likely 
to be seen in circumcised women.19 

The maternal mortality rate is high in Somalia and Djibouti 
where female genital mutilation is more prevalent.56 In these 
women, vaginal examination and using vaginal drugs during 
pregnancy and labor are  and they are at risk for wound 
infection, urinary infection and sepsis.57,58 Complications during 
labor in type 3 of FGM are higher than type 1 and 2.49

FGM and sexual disorders
Removal of sensitive tissues such as clitoris, pain, scar tissue 

formation and the traumatic memories associated with genital 
mutilation and can lead to sexual dysfunction.3 women who had 
undergone genital mutilation compared to other women will 
experience sexual disorders including: less sexual satisfaction, 1.5 
times more dyspareunia , 2 times more lack of sexual desire,25,54 
1.5 times more sleep disorders,1.5 times more problem in daily 
life, and 1.7 times more sexual disorders,53 vaginal dryness during 
intercourse, less initiative in sex, less pleasure from sex,59 and also 
marital problems such as  in penetrating the vagina,39 
less marital satisfaction, sexual satisfaction and mental health.60 

Some sexual disorders such as decreased libido  caused due to 
dyspareunia and reduced ability to orgasm.61

Many men and women believe that clitoris is important for libido 
rather than sexual pleasure, FGM is practiced to reduce women’s 
sexual appetite and increase women’s chastity but is not believed 
to decrease sexual pleasure. However, sexual problems such as 
lack of sexual pleasure and sexual dissatisfaction are common.62 
Complications such as wounds or infections of the penis,  
in penetration and psychological problems were reported by a 
majority of the husbands of circumcised women.63

FGM and intimate partner violence
Domestic violence in circumcised women is 2.7 times more than 

other women (physical violence 2.8 times, sexual violence 3.2 
times, emotional violence 2.2 times). The more severe the type 
of FGM , the more violence  experienced.64 In his study, Ivory 
Coast showed that sexual violence in circumcised women is 2 
times more than uncircumcised women.65 Women who have been 
circumcised are more likely to agree that the continuation of this 

practice and support of doing this practice on their daughters, and 
also  accept the right of husbands to beat his wife.66

Psychological disorders
Although, the psychological aspects of FGM have not been 

systematically reviewed, but in the girls who are familiar with 
this practice, the feeling of anxiety and panic is common before 
FGM.67 Eating, sleep, mood and cognitive disorders, have been 
reported shortly after circumcision. Many girls and women 
experience fear, inhibition, suppressed feelings of anger, bitterness 
and .68

Circumcised women compared to other women are more 
likely to suffer from post–traumatic stress disorder and other 
psychological disorders69,70 such as fear of intercourse, anxiety, 
depression,24 remembering the memories of circumcision,42 
phobia, somatization,54 fear and anxiety, long term complications 
and severe pain during labor.70 Although, circumcised women 
consider this practice to be rational and legitimate it, they 
had problems in mother-daughter relationship and lack of 

,71 feeling of incompleteness, fear, inferiority and 
oppression, affected over the course of her lifetime, irritability, 
chronic nightmares, increased risk of psychiatric disorders such 
as depression, psychosis, neurosis, and psychosomatic diseases.72 
A study in Africa showed that  one out of six  circumcised women 
suffer from post-traumatic stress disorder.69 Another study in 
Senegal showed that 90% of circumcised women described the 
practice as a traumatic experience, and 80% of them  experienced 
intense fear or emotional disorders after FGM.73

Discussion

In this study, a comprehensive overview was done on studies 
examined socio-economic and reproductive health outcomes of 
FGM. The results of this review showed that most studies on 
FGM, have investigated health complications of FGM, and few 
studies have addressed its socioeconomic aspects. FGM imposes 
very  costs to individuals, health system and government 
that is generally due to its complications.3,15 Assessing the costs 
of FGM is important for supportive actions and policy making. 
Calculating the direct costs associated with the individual 
payments and treatment of complications are relatively simple, 
but the costs of pain and suffering, as well as social costs 
associated with FGM are  to determine.4 In the terms of 
social outcomes, health complications of FGM can negatively 

 women’s social participation.11 Despite the economic 
and social consequences of FGM on individuals or society, this 
practice is performed in some communities. Many studies have 
pointed to the importance of the role of culture, religion and 
tradition in the performance of the practice. However, there is no 
credible evidence that represents religious support of this action. 
The role of religious in FGM is not clear because it is interwoven 
with socio-cultural dimensions of FGM.74–77 Many women have 
a positive attitude to it because the practice connects them to the 
community and makes them to consider theirself more beautiful 
and gives them the opportunity to marry.78 In societies that FGM 
is known as a norm, if people do not conform to that, they will 
be stigmatized, marginalized and lost their status.1,24 So that 
the non-compliance of this practice can create embarrassment 
for the whole family.78 Even in societies with legal restrictions 
against FGM, these restrictions may be less important than social 



Archives of Iranian Medicine, Volume 19, Number 11, November 2016 809

M. Refaei, S. Aqhababaei, A. Pourreza, et al.

constrains resulting from non-compliance of this tradition.79 As 
studies show people consider social consequences of FGM more 
irritating than its health consequences, so it seems to struggle this 
practice, we should be more  focus on  its social aspects .24    

 short and long term consequences of FGM, such 
as  physical, psychological, sexual, obstetric consequences and 
partner violence, threaten women’s reproductive health. Gender 
inequality and lack of empowerment lead to reduce access to 
reproductive health information and services, and to adverse 
reproductive health outcomes.80 Reproductive health is one of 
the essential prerequisites of sustainable development.81 Healthy 
woman is central to a healthy family and community. Sustainable 
development will be achieved if women are healthy.82 Indeed, 
all development goals  health and health  
on development goals.83 Female genital mutilation is a human 
rights violation. It is one of the indicators of gender inequality in 
societies, and is considered as one of the forms of discrimination 
against women.84 Women’s rights, women empowerment and 
gender equality play important roles in achieving sustainable 
development.85 Investments in health can have a  
impact on economic development.86 So,  female genital 
mutilation is a step towards the global goal of sustainable 
development. Many countries have outlawed FGM practice.5 
However, in Somalia, a country where 98 percent of women have 
been circumcised, or in the Ivory Coast, transforming the law 
into action   is  challenging.2 In Iran, there has yet been no plan 
to deal with FGM.87 According to the Convention on the Rights 
of Persons with Disabilities, which have been accepted by Iran, 
FGM is considered as a disability  and  pursuant to Articles 664, 
706, 707 and 708 of the Islamic Penal Code  the practice of female 
genital mutilation can be stopped.9 In Iran, a few studies have 
been done on FGM , most of which  have assessed knowledge, 
attitude, prevalence, types, legal and judicial aspects. While no 
studies have investigated the socioeconomic and reproductive 
health consequences of FGM and there is not any comprehensive 
studies to  show the exact prevalence of FGM in Iran. So, for 
correct policy making to tackle this practice, we need to do more 
research on the prevalence and consequences of FGM in Iran. It 
seems that further studies are needed to assess socioeconomic 
effects of FGM and the relationship between the type of FGM 
and induced complications. Such studies will help policymakers 
to tackle this practice. 

In conclusion, FGM is a form of social injustice, which suffer 
women. This practice has several dimensions and is related to 
tradition, spirituality, sexuality, myths, misconceptions and socio-
economic factors. Experiences from two-three decades ago have 
shown that there is no quick and easy solution to end this violent 
practice. The results of this article indicate that FGM have  
health, sexual, psychosocial, and socio-economic costs and especially 
adverse effects on women’s reproductive health. So, this practice 
can threaten achieving sustainable development. Knowing these 
consequences and their effects on individuals, families, the health 
system and community will help supporters to continue  this 
practice. Allocated funds for the eliminating this harmful practice, 
compared with the costs of complications, will be affordable.  

Ac knowl edg ment

This project was granted by the Tehran University of Medical 
Sciences, Tehran, Iran.

References

1. United Nations Population Fund.  Global strategy to stop health–care 
providers from performing female genital mutilation:  World Health 
Organization. 2015. Available from:  URL: http: //www.who.int/
reproductivehealth/publications/fgm/. (Accessed Date: 1 June 2015). 

2. Population Reference Bureau.  Female Genital Mutilation/Cutting:  
Data and Trends.2010. Available from:  URL:  http: // www.prb.org/
pdf08/fgm–wallchart.pdf. (Accessed Date: 1 June 2015). 

3.  of the High Commissioner for Human Rights.  Eliminating 
Female genital mutilation  an interagency statement:  World Health 
Organization.2008. Available from: URL:  http: //www.un.org. 
(Accessed Date: 1 June 2015). 

4. United Nations Population Fund.  Global Consultation on Female 
Genital Mutilation/Cutting.2008. Available from:  URL:  http: //www.
unfpa.org/sites/default/ /pub–pdf/fgm_2008.pdf. (Accessed Date: 
1 June 2015). 

5. Bassami M, Pashaei T,Gharehtapeh A. FGM from the viewpoint 
of jurisprudence, law and medicine. Quarterly Journal of Medical 
Fighh. 2010; 2(5): 171 – 193.

6. Ahadi H, khadivzadeh T, Seiedalavi GH, Smaeili H. Femail genital 
mutilation in Minab: Prevalence, knowledge and attitude.  The Journal 
of Qazvin University of Medical Sciences.1993; 7(28): 14 – 20.

7. Pashaie T, Rahimi A, Ardalan A, Majlesi F. Prevalence of female 
genital mutilation and factors associated with it among women 
consulting health centers in Ravansar City, Iran. SJSPH. 2012; 9 (4): 
57 – 68.

8. Are Bandar Gong  girls still circumcised? khordadnews.No 27469. 
2013; Available from: URL: http: //khordadnews.ir/news/27469 
(Accessed Date: 1 September 2015).

9. Talk with victims of female genital mutilation in Iran. zaman news.
No 35461. 2015; Available from: URL: http: //www.zamannews.ir 
(Accessed Date: 1 September 2015).

10. Jones SD, Ehiri J, Anyawu E.  Female genital in developing countries:  
an agenda for public health response. Eur J Obstet Gynecol Reprod 
Biol. 2004; 116(2): 144 – 151.

11. Dumont du voitel W, Levin T. Feminist Europa. Review of Books. 
2009; 10(1):135. 

12. Gagnier JJ, Kienle G, Altman DG, Moher D, Sox H, Riley D. The 
CARE guidelines: Consensus–based clinical case report guideline 
development. Journal of Medical Case Reports. 2013; 7(1): 1.

13. Vandenbroucke JP, von Elm E, Altman DG, Gøtzsche PC, Mulrow 
CD, Pocock SJ, et al. Strengthening the reporting of observational 
studies in epidemiology (STROBE): Explanation and elaboration. 
PLoS Med. 2007; 4(10): e297. 

14. Mays N, Pope C. Qualitative research in health care: Assessing quality 
in qualitative research. British Medical Journal. 2000; 320(7226): 50 
– 52.

15. Peterman A, Johnson K. Incontinence and trauma: Sexual violence, 
female genital cutting and proxy measures of gynecological . 
Social Science & Medicine. 2009; 68(5): 971 – 979. 

16. Ekenze SO, Ezegwui HU, Adiri CO. Genital lesions complicating 
female genital cutting in infancy:  A hospital–based study in south–
east Nigeria. Annals of Tropical Paediatrics. 2007; 27: 285 – 290. 

17. Bishai D, Bonnenfant YT, Darwish M, Adam T, Bathija H, Johansen 
E, et al. Estimating the obstetric costs of female genital mutilation 
in six African countries. Bulletin of the World Health Organization. 
2010; 88(4): 281 – 288.

18. Dirie MA, Lindmark G. A hospital study of the complications 
of female circumcision. Trop Doct. 1991; 21(4): 146 – 148.

19. Kaplan A, Hechavarría S, Martín M, Bonhoure I. Health consequences 
of female genital mutilation/cutting in the Gambia, evidence into 
action. Reproductive Health. 2011; 8(1): 1.

20. De Silva S. Obstetric sequelae of female circumcision. Eur J Obstet 
Gynecol Reprod Biol. 1989; 32(3): 233 – 240.

21. Pourreza A. Health economics: Arenas and perspectives. Payesh. 
1993; 2(4): 297 – 307. Available from:  URL:  http: //www.ncbi.nlm.
nih.gov/pmc/articles/PMC3195700/ (Accessed Date: 1 June 2015).

22. Lavazzo C, Sardi TA, Gkegkes ID. Female genital mutilation and 
infections:  A systematic review of the clinical evidence. Arch Gynecol 
Obstet. 2013; 287(6): 1137 – 1149.

23. Kuring D. Diversity, culture and international law:  Self–determination 
in the case of harmful traditional practices. Berlin: epubli Gmbh. 2014; 
Available from:  URL:  https: //books.google.com/books (Accessed 



Archives of Iranian Medicine, Volume 19, Number 11, November 2016810

Socioeconomic and Reproductive Health Outcomes of FGM 

Date: 4 July 2015). 
24. World Health Organization, Female Genital Mutilation. Understanding 

and addressing violence against Women, World Health Organization, 
Geneva, Switzerland, 2012. 

25. Berg RC, Denison E, Fretheim A. Psychological, social and 
sexual consequences of female genital mutilation/cutting 
(FGM/C):  A systematic review of quantitative studies. Available 
from: URL: http://www.crd.york.ac.uk/crdweb/ShowRecord.
asp?LinkFrom=OAI&ID=32010001802 (Accessed Date: 1 July 
2015).

26. Shell–Duncan B, Wander K, Hernlund Y, Moreau A. Dynamics 
of change in the practice of female genital cutting in Senegambia:  
Testing predictions of social convention theory. Social Science and 
Medicine. 2011; 73(8):  1275 – 1283.

27. La Barbera MC. Revisiting the anti–female genital mutilation feminist 
discourse. Diritto & Questioni Pubbliche. 2009; 9: 485 – 507. 

28. Farajkhoda T,Iranifar A, Jvanbakht M, Abbasi M, Bokaei M. 
Assessment of ethical implications, legal aspects and strategies for 
the eradication of female genital mutilation (Persian).  Medical Ethics. 
2012; 5(18): 55 – 71.

29. Morison LA, Dirir A, Elmi S, Warsame J, Dirir S. How Experiences 
and Attitudes Relating to Female Circumcision Vary According to 
Age on Arrival in Britain:  A Study among Young Somalis in London. 
Ethnicity and Health. 2004; 9(1):  75 – 100.

30. 
American Sociological Review. 1996; 61:  999 – 1017.

31. Chesnokova T, Vaithianathan R.  The economics of female genital 
cutting. The B.E. Journal of Economic Analysis & Policy. 2010; 
10(1).  Available from:  URL:  http: //www.degruyter.com/view/j/
bejeap.2010.10.1/bejeap.2010.10.1.2565/bejeap.2010.10.1.2565.xml 
(Accessed Date: 10 July 2015).

32. Matias AS. Female Circumcision in Africa. Africa Update. 1996; 3(2): 
Available from:  URL:  http: //web.ccsu.edu/afstudy/upd3–2.html 
(Accessed Date: 10 July 2015).

33. Coyne CJ, Coyne RL. The identity economics of female genital 
mutilation. The Journal of Developing Areas. 2014; 48(2):  137 – 152.

34. Jones H, Diop N, Askew I, Kaboré I. Female genital cutting practices 
in Burkina Faso and Mali and their negative health outcomes. Studies 
in Family Planning. 1999; 30(3): 219 – 230.

35. Berg RC, Underland V, Odgaard–Jensen J, Fretheim A, Vist GE. 
Effects of female genital cutting on physical health outcomes:  A 
systematic review and meta–analysis. BMJ Open. 2014; 4(11): 
e006316.

36. Egwuatu VE, Agugua NE. Complications of female circumcision in 
Nigerian Igbos. Br J Obstet Gynaecol. 1981; 88(11): 1090 – 1093.

37. Adekunle AO, Fakokunde FA, Odukogbe AA, Fawole AO. Female 
genital mutilation–postcircumcision vulval complications in 
Nigerians. J Obstet Gynaecol. 1999; 19(6): 632 – 635.

38. Arbesman M, Kahler L, Buck GM. Assessment of the impact of female 
circumcision on the gynecological, genitourinary and obstetrical 
health problems of women from Somalia:  Literature review and case 
series. Women and Health. 1993; 20(3): 27 – 42.

39. Obermeyer CM. Female genital surgeries:  The known, the unknown, 
and the unknowable. Med Anthropol Q. 1999; 13(1): 79 – 106.

40. Dirie MA, Lindmark G. The risk of medical complications after female 
circumcision. East Afr Med J. 1992; 69(9): 479 – 482.

41. El Dareer  A. Complications of female circumcision in the Sudan. 
Trop Doct. 1983; 13(3): 131 – 133.

42. Chibber REl, Saleh E, El Harmi J. Female circumcision:  Obstetrical 
and psychological sequelae continues unabated in the 21st century. J 
Matern Fetal Neonatal Med. 2011; 24(6): 833 – 836. 

43. Maslovskaya O, Brown JJ, Padmadas SS. Disentangling the com plex 
association between female genital cutting and HIV among Kenyan 
women. J Biosoc Sci. 2009; 41(6): 815 – 830.

44. Almroth L, Bedri H, El Musharaf S, Satti A, Idris T, Hashim MS, et 
al.  Urogenital complications among girls with genital mutilation: A 
hospital–based study in Khartoum. Afr J Reprod Health. 2005; 9(2): 
118 – 124.

45. Rouzi AA. Epidermal clitoral inclusion cysts: Not a rare complication 
of female genital mutilation. Hum Reprod. 2010; 25(7): 1672 – 1674. 

46. Osifo OD. Post genital mutilation giant clitoral epidermoid inclusion 
cyst in Benin City, Nigeria. J Pediatr Adolesc Gynecol. 2010; 23(6): 
336 – 340. 

47. Asante A, Omurtag K, Roberts C. Epidermal inclusion cyst of 
the clitoris 30 years after female genital mutilation. Fertil Steril. 
2010; 94(3): 1097.e1 – 1097.e3.

48. Rouzi AA, Sindi O, Radhan B, Ba’aqeel H. Epidermal clitoral 
inclusion cyst after type I female genital mutilation. Am J Obstet 
Gynecol. 2001; 185(3): 569 – 571.

49. Berg RC, Underland V. The obstetric consequences of female genital 
mutilation/cutting: A systematic review and meta–analysis. Obstetrics 
and Gynecology International. 2013; doi: 10.1155/2013/496564.

50. Hamoudi A, Shier M. Late complications of childhood female genital 
mutilation. J Obstet Gynaecol Can. 2010; 32(6): 587 – 589.

51. World health Organization. Female genital mutilation and obstetric 
outcome: WHO collaborative prospective study in six African 
countries. Lancet. 2006; 367(9525): 1835 – 1841. 

52. Berardi JC, Teillet JF, Godard J, Laloux V, Allane P, Franjou MH. 
Obstetrical consequences of female circumcision. Study in 71 
circumcised African women. J Gynecol Obstet Biol Reprod. 1985; 
14(6): 743 – 746.

53. Andro A, Cambois E, Lesclingand M. Long–term consequences of 
female genital mutilation in a European context:  Self perceived health 
of FGM women compared to non–FGM women. Social Science and 
Medicine. 2014; 106: 177 – 184.

54. Elnashar A, Abdelhady R. The impact of female genital cutting on 
health of newly married women. Int J Gynaecol Obstet. 2007; 97(3): 
238 – 244. 

55. Ceesay H. Female genital mutilation/cutting in The Gambia: Long–
term health consequences and complications during delivery and for 
the newborn.  International Journal of Women’s Health. 2013; 5:  323 
– 331. 

56. Martinelli M, Ollé–Goig JE. Female genital mutilation in Djibouti. 
African Health Sciences. 2012; 12 (4): 412 – 415.

57. Larsen U, Okonofua FE. Female cirumcision and obstetric 
complications. Int J Gynecol Obstet. 2002; 77(3): 255 – 265. 

58. Hakim L. Impact of female genital mutilation on maternal and neonatal 
outcomes during parturition. East Afr Med J. 2001; 78(5): 255 – 258.

59. El–Defrawi MH, Lotfy G, Dandash KF, Refaat AH, Eyada M. Female 
genital mutilation and its psychosexual impact. J Sex Marital Ther. 
2001; 27(5): 465 – 473.

60. Khodabakhshi Koolaee A, Pourebrahim T, Mohammadmoradi B, 
Hameedy MA. The comparison of marital satisfaction and mental 
health in genital mutilated females and non–genital mutilated females. 
Int J High Risk Behav Addict. 2012; 1(3): 115 – 120.

61. Baasher T. Psychological aspects of female circumcision in traditional 
practice affecting the health of woman. WHO/EMRO. 1979; 1979: 71 
– 105.

62. Fahmy A, El–Mouelhy MT, Ragab AR. Female genital mutilation/
cutting and issues of sexuality in Egypt. Reproductive Health Matters. 
2010; 18(36): 181 – 190. 

63. Almroth L, Almroth–Berggren V, Hassanein OM, Al–Said SS, 
Hasan SS,  Lithell U B, et al. Male complications of female genital 
mutilation. Social Science and Medicine. 2001; 53(11):  1455 – 1460.

64. Salihu HM, August EM, Salemi JL, Weldeselasse H, Sarro YS, Alio 
AP. The association between female genital mutilation and intimate 
partner violence. BJOG. 2012; 119(13): 1597 – 1605. 

65. Peltzer K, Pengpid S. Female genital mutilation and intimate partner 
violence in the Ivory Coast. BMC Women’s Health. 2014; 14(1): 1.

66. Refaat A, Dandash KF, Defrawi MH, Eyada M. Female genital 
mutilation and domestic violence among Egyptian women. J Sex 
Marital Ther. 2001; 27(5): 593 – 598.

67. Barstoe D. Female genital mutilation the penultimate gender abuse. 
Child Abuse & Neglect. 1999; 23(5): 501 – 510.

68. Rahman A, Toubia N, Center for Reproductive Law & Policy, 
RAINBO (Organization). Female Genital Mutilation. A practical 
guide to worldwide laws and policies.  books; 2000. 

69. Behrendt, A, Moritz S. Posttraumatic stress disorder and memory 
problems after female genital mutilation. Am J Psychiatry. 2005; 
162(5): 1000 – 1002.

70. Vloeberghs E , Knipscheer J, Van Der Kwaak A, Naleie Z, Van Den 
Muijsenbergh M. Veiled pain–psychological, social and relational 
consequences of Female Genital Mutilation among immigrant women 
in the Netherlands. Psychologie en Gezondheid. 2011; 39(3): 145 – 
151.

71. Lundberg PC, Gerezgiher A. Experiences from pregnancy and 
childbirth related to female genital mutilation among Eritrean 
immigrant women in Sweden. Midwifery. 2008; 24(2): 214 – 225. 

72. Al–Krenawi A, Wiesel–Lev R. Attitudes toward and Perceived 
Psychosocial Impact of Female Circumcision as Practiced among the 
Bedouin, Arabs of the Negev. Family Process. 1999; 38(4): 431 – 443.

73. Vloeberghs E, Van Der Kwaak A, Knipscheer J, Van Den 



Archives of Iranian Medicine, Volume 19, Number 11, November 2016 811

M. Refaei, S. Aqhababaei, A. Pourreza, et al.

Muijsenbergh M. Coping and chronic psychosocial consequences of 
female genital mutilation in the Netherlands.  Ethnicity and Health. 
2012; 17(6):  677 – 695.

74. Mitike G, Deressa W. Prevalence and associated factors of female 
genital mutilation among Somali refugees in eastern Ethiopia:  A 
cross–sectional study. BMC Public Health. 2009; 9(1): 1.

75. Almroth L, Almroth-Berggren V, Hassanein OM, El Hadi N, Al-Said 
SE, Hasan SS, et al. A community based study on the change of practice 
of female genital mutilation in a Sudanese village. International 
Journal of Gynecology & Obstetrics. 2001; 74(2): 179 – 185.

76. D Keita, D Blankhart. Community–based survey on female genital 
excision in Faranah District, Guinea. Reprod Health Matters. 
2001; 9(18):  135 – 142. 

77. Jones SD, Ehiri J, Anyanwu E. Female genital mutilation in developing 
countries:  an agenda for public health response. Eur J Obstet Gynecol 
Reprod Biol. 2004; 116(2): 144 – 151.  

78. Lobo M. Consider the potential emotional and psychological 
consequences of female genital mutilation. Available from: URL: 
www.rcpsych.ac.uk/pdf/Lobo.pdf (Accessed Date: 1 June 2015).

79. United Nations Children’s Fund. The dynamics of social change:  
towards the abandonment of female genital mutilation/ cutting in  
African countries. Florence: Innocenti Research Institute. 2010. 

80. Lawani LO, Onyebuchi AK, Iyoke CA, Okeke NE. Female genital 
mutilation and efforts to achieve Millennium Development Goals 3, 
4, and 5 in southeast Nigeria. Int J Gynaecol Obstet. 2014; 125(2): 

125 – 128.
81. Maadanipor A, Ahmadnia SH, Rostami Z, Ahmadabadi Z. 

Reproductive Health:  The importance of income or education, A 
comparative study of the world With emphasis on Central Asia, the 
Middle East and North Africa. Journal of Family Research. 2008; 
4(16): 441 – 459.

82. Froozanfar S, Majlessi F, Rahimi Forroshani A, Pourreza A. Assesment 
of the relationship between empowerment and reproductive behavior. 
Medical Daneshvar. 2012; 19(99): 39 – 46.

83. World Health Organization. Millennium Development Goals. World 
Health Organization. 2015. Available from:  URL:  http: //www.who.
int/topics/millennium_development_goals/about/en/ (Accessed Date: 
1 September 2015).

84. World Health Organization. Female genital mutilation. World Health 
Organization. 2014. Available from:  URL:  http: //www.who.int/
mediacentre/factsheets/fs241/en/ (Accessed Date: 1 September 2015).

85. Center for strategic research. women and development. 1999; 
Available from: URL: http: //www.csr.ir/Pdf/Issues410/Zanan.
whole.5%20_black_.pdf (Accessed Date: 1 September 2015).

86. Pourreza A, Khosravi M, Alipoor V, Jafari S. What should 
macroeconomists know about health care policy? Eds, Heller PS and 
Hsiao W, 2nd ed, Tehran, 2007; pp.17. 

87. Female genital cutting.  In fa.wikipedia. Available from: URL: https: //
fa.wikipedia.org/wiki (Accessed Date: 1 September 2015).


