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Maternity care experiences and health needs of migrant women from female genital mutilation

practising countries in high-income contexts: A systematic review and meta-synthesis

Abstract

Background: Female genital mutilation (FGM) is a cultural practice defined as the partial or total
removal of the external female genitalia for non-therapeutic indications. Due to changing patterns of
migration, clinicians in high-income countries are seeing more women from countries where the practice
is prevalent. This review aimed to understand the socio-cultural and health needs of these women and

identify opportunities to improve the quality of maternity care for women with FGM.

Methods: We undertook a systematic review and meta-synthesis of peer reviewed primary qualitative
research to explore the experience and needs of migrant women with FGM receiving maternity care. A
structured search of nine databases was undertaken, screened papers appraised and a thematic analysis

undertaken on data extracted from the findings and discussion sections of included papers.

Results: Sixteen peer reviewed studies were included in the systematic review. Four major themes were
revealed: Living with fear, stigma and anxiety; Feelings of vulnerability, distrust and discrimination;
Dealing with past and present ways of life after resettlement, and; Seeking support and involvement in

health care.

Conclusions: The findings suggest that future actions for improving maternity care quality should be

focused on woman-centred practice, demonstrating cultural safety and developing mutual trust between


https://protect-au.mimecast.com/s/2s3aC6XQ07tVBKyVcBQt-C?domain=hdl.handle.net

a woman and her care providers. Meaningful consultation with women affected by FGM in high-income
settings requires cultural sensitivity and acknowledgement of their specific circumstances. This can be
achieved by engaging women affected by FGM in service design to provide quality care and ensure

woman focused policy is developed and implemented.
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Background

Female genital mutilation (FGM) is defined as partial or total removal of external female genitalia for
non-therapeutic indications.® This practice is deeply rooted in culture, with social obligation, rites of
passage, marriageability, the maintenance of marital fidelity and aesthetics considered to be the primary

reasons for its continuation. 12

There are more than 200 million women and girls with FGM concentrated in 29 countries in Africa, the
Middle East and Asia.>® Globally, the prevalence of FGM is declining and the proportion of girls being
cut is lower than those from their mothers’ generation.* However, increasing population growth and
migration means that the total number of girls subjected to this practice is likely to grow and extend to
high-income countries where FGM is not traditionally practiced.»>®, In Belgium for example, the

estimated proportion of women affected by FGM is 2.7 %’ and in London 2.1%.8

FGM is associated with higher rates of obstetric interventions and complications during labour and
birth.>1° Migrant women from FGM prevalent countries have been found to be at risk of a higher
incidence of adverse pregnancy outcomes. For example, a meta-analysis of studies from six high-income
countries showed that migrant women from Somalia have higher rates of caesarean section and stillbirth
than local women and experience issues accessing maternity services.!! Similarly, Somali women living
in Norway*? experience higher level of perinatal complications such as fetal distress and prolonged

labour when compared with Norwegian-born women in the same setting.

Studies with migrant women from FGM practising countries in high income countries suggest that the
poor birth outcomes could be related to cultural factors such as delays in seeking care, refusal of medical
interventions and poor communication between women and care providers.*? Migrant women are often
less able to understand treatment protocols or health information due to language issues, unfamiliarity

with the health systems and a lack of shared decision making.?



Studies show that health providers in high-income countries are inadequately prepared to provide quality
care to women who have undergone FGM as they are unfamiliar with the law in relation to FGM, or
with clinical interventions that may be required, such as de-infibulation (a procedure to open up a closed
vagina or type 3 FGM).1**® Surgery (re-infibulation) after birth with the aim of re-suturing the vaginal
opening® is illegal in many high income countries. Despite this, re-infibulation continues to occur due to

lack of knowledge among providers and women,6-18

The needs and concerns of women with FGM receiving maternity care have not been fully investigated
to inform the provision of care. This lack of knowledge makes it challenging for the health system and

health care providers, to appropriately respond to women’s needs.!%%

We undertook a meta-synthesis of the qualitative evidence to explore the maternity care experiences and
needs of migrant women with FGM in high-income countries. We sought to identify the gap between
known aspects of quality maternity care and what migrant women who have undergone FGM perceive

or experience as quality maternity care.

Methods

A meta-synthesis of qualitative studies was undertaken to provide an explanation of concepts and ideas
across different high-income contexts to identify service gaps and provide evidence to support future

maternity health service planning and models of care?? for women with FGM.

Papers were included if they were peer reviewed, in English, published between 2000-2016 (to ensure
relevancy of findings to current health systems), and focused on the maternity care experiences of
women who have undergone FGM and migrated from high prevalence FGM countries® to high-income

countries.?®

An online search was conducted between June and August 2016 using the electronic databases PubMed,

CINAHL, Medline, Scopus, Academic Search Complete, Science Direct, Web of Science, ProQuest



Nursing and Allied Health Source, ProQuest Health and Medical Complete. In addition, hand and snow-
balling searches were undertaken involving an examination of the reference lists of articles reviewed to

find other potentially relevant articles.

Original terms from the review questions and objectives were used to identify the search terms, as well
using the MeSH terms. In addition, we explored a variety of combinations of potential terms identified
within the relevant literature. (Table 1). In the initial search, 1265 papers were identified. After the
removal of duplicates, 612 remaining papers’ titles and abstracts were screened for relevance. Initially,

205 relevant studies were identified, and their full text was assessed for eligibility (Table 2).

In total, 22 papers were appraised using the critical appraisal skills program (CASP) systematic review
checklist?* (Supplementary table 1) Of the 22 articles appraised, six papers®>=° were excluded as they
did not adequately address the quality criteria due to methodological limitations, relevance of results, or
inadequate logical connection between results and conclusions. The three authors discussed and agreed

upon the final selected papers (Figurel and Table 3).

The analysis was undertaken by extracting all quotations from women participants from the ‘Results’
and ‘Discussion’ sections in each paper 3. Data were imported into NVivo software to facilitate the
thematic analysis by classification, coding and categorising of qualitative data as undertaken in previous

meta-syntheses.3233

We followed Thomas and Harden’s®*® recommended three steps for the thematic data synthesis: ‘1) Free
line-by-line coding of the original quotations, 2) Grouping of similar concepts into descriptive themes,

3) Generating analytical themes that emerge from, and step beyond, the descriptive themes’.

The line-by-line coding focused on identifying the content and meaning of women’s maternity care
experiences. For example, sentences were coded as non-verbal disrespect if they included references
such as “dirty look’, *shocked’, ‘scared’, ‘surprised’. Patterns across the codes were then identified and

codes grouped into categories. Finally, major themes and subthemes were discussed until consensus was


http://www.lib.uts.edu.au/sso/goto.php?url=http://search.proquest.com/healthcomplete?accountid=17095

reached among the authors. The synthesised®* data was presented in a visual ‘mind map’ (Figure 2) to
provide deeper insight and a more coherent understanding of the health experiences and needs of women

who have undergone FGM and migrated to a high-income country.

Results

Sixteen peer reviewed studies conducted in nine countries (four in United Kingdom, three in United
States, two in Sweden, two in Australia and one each from Canada, Switzerland, Finland, France and
Norway) were included. Most papers (n=11) focused on the experiences of Somali women and the
remaining studies (n=5) had a mixed African study population including women from Ethiopia, Eritrea,
Sudan, Kenya, Liberia and Somalia (Table 3). All studies were qualitative except for one descriptive

survey® from which the qualitative data from the open questions were selected for this review.
Four themes were identified and are described below (Figure 2).
Living with fear, stigma and anxiety

Women’s fear and anxiety was associated with their experiences of FGM, being in or encountering an
unknown environment or unfamiliar situation, fear of death or fear of complications resulting from
pregnancy and childbirth.16173546 Three analytical subthemes emerged including fear of complications,

fear of caesarean section and feeling of shame and stigma associated with FGM.

The fear of caesarean section was influenced by peers, religion and culture. Their fear was irrespective
of whether they had a previous caesarean section. Being afraid of a caesarean section was also influenced

by information given by health providers.1¢2°3%42 For instance, a woman said:

‘...The doctor frightened me by saying you may not have a healthy or live baby as a result
of your FC (female circumcision). | told him I believe in Allah who determines my baby’s

life ...1 was very scared and afraid’. *°



Sometimes fear of unexpected complications or interventions meant women avoided seeking health
care.®3¢4 Some described approaches to avoid a caesarean section such as limiting their diet to reduce

fetal growth.*” This is illustrated by a Somali woman’s quotation:

‘Here in London, when you have long suffering (prolonged labour)... the baby is taken by
caesarean. Therefore, | am afraid that if | arrive early and take a little time ... I will have to

be operated .... It is better to wait ... Those who have given birth here have told me’.*

In some studies, women were afraid of a caesarean section as they believed it would take a long time for
them to recover and would affect their ability to do daily housework,*'#2 or their ability to become

pregnant again.3:37

However, there were women with FGM who had undergone an elective caesarean section as they
believed they might have a traumatic and complicated vaginal birth because they had previously

experienced complications.*® For instance, one woman said:

‘I thought because of the first experience, it was so horrible, I thought I could have a
caesarean section, you know, | thought there’s a chance of the tearing once again...I mean
I kind of regret it. I wish I had a normal birth because | assumed a caesarean section is

easier but only it’s not easier. It’s horrible!” 43

Feelings of shame, isolation, stigma and the loss of dignity were noted across studies, with stigma and
shame being common emotions expressed by women.”*34 Women reported feeling different,
unprotected and unsafe in the hands of health providers whom they perceived as strangers and
incompetent.1’434 Feelings of shame and stigma sometimes hindered women’s disclosure of FGM or

any related complications they may have experienced, 3*® for example:

‘Kept it [FGM] hidden because | thought it was kind of like embarrassing...so I didn’t tell

her, | didn’t say | was scared’. *3



Feelings of vulnerability, distrust and discrimination

Due to the social and emotional consequences of FGM, women felt vulnerable or helpless as they
encountered the health system and health providers in a new country. They were traumatised by
the negative judgments and racist comments they received, as well as disrespectful reactions by
care providers.®>394046 \Women perceived that they experienced both verbal and non-verbal abuse,

and discrimination!6-337-404445 o instance:

‘They were very unkind and judgmental against my culture. They made me to feel unworthy
to have a baby. They were sorry for my husband. One nurse said, ‘a handsome young man

to love a woman who cannot satisfy (him) sexually is a mystery to me’.%

Women were sometimes exposed to unnecessary and unjustified medical advices or interventions.
Some were advised by the doctors to be sterilised or undergo a caesarean section, or seek health
care from a health professional from their own community who was familiar with

FGM6:35,38.41444648 a5 the following quote illustrates:

‘They did not understand that | could possibly have a vaginal delivery and the nurse told me

that usually our doctors are not comfortable unless it is a caesarean section’.*®

There was a lack of trust in providers’ knowledge and skills relating to FGM. Women felt they
had to guide health providers during childbirth because they believed their providers did not know
how to manage FGM during pregnancy and childbirth and how and when to perform de-

infibulation!”-3%:37:45:48 for instance:

‘I told the midwife that | was circumcised and sutured. The midwife had to cut and open the

stitches during my delivery. | was worried and feared how she was going to manage it’. 1’

Dealing with past and present ways of life after resettlement



Women were frustrated in their attempt to fit their own culture into the Western context. Many women
described how cultural conflicts or differences presented them with difficulties in dealing with the host

cultu I-e17,35,37-40,43,44,46,48,49 for instance:

‘I became a victim in Sudan already when | was 4 years old; | had no choice. Now | have to
become a victim again after delivery, when the midwives refuse to re-suture me.... |
understand that the law forbids them to do any suturing, but I am already injured; why do |

have to suffer twice?’ 3’

Women talked about traumatic memories related to their experiences of undergoing FGM.*” Some also
referred to being re-infibulated during maternity care in the host countries despite this being illegal.*”3’
They compared their feelings of anguish and powerlessness when they underwent FGM to their

experiences of health care in high-income countries *’. For instance, a woman said:

‘I was re-sutured twice. The second time was in Sweden. The midwife sewed without asking
if I wanted or not. | was surprised, because | knew that it was illegal. After my third delivery,
the midwife told me that the law prohibits re-infibulation, but the midwife stitched a little

from each side as the opening was too wide’.

The views of women indicated how deeply ingrained FGM is within their culture and personal
identity.®>% Some believed in the continuation of the practice*® and challenges to this confronted their

own cultural norms. One woman said:

‘We live in dangerous times. | do not think that circumcising the girls should be outlawed. They

allow people to drink beer and alcohol, but they are saying circumcision is not good’. 4
Seeking support and involvement in health care

Women described their feelings of incapability and hopelessness when they were not included in health

care decision making processes and did not have a positive interaction with health care providers.



Women felt a lack of control over their own bodies and their disengagement with health care resulted in
further anxiety and stress. Communication and power relations were two analytical subthemes under

this theme!? 353740434649 for example:

‘They had tied this belt so tight around my belly, it pained me and I tried to pull it away. |
tried to tell the nurse, but she didn’t listen. She was angry and yelled at me that the heartbeat
was indicating danger... So it ended like that, in a caesarean section. | still don’t know

whether it was necessary to cut me’. 1

Women talked about their exclusion from health care decisions that were ultimately made by providers?’
and sometimes by family members.*® At times, women were not asked if they had undergone FGM
which contributed to their fear about how their birth would be managed. Some women seemed resigned
to having decisions made on their behalf, even when the care providers’ reasoning had not been

communicated to them?!®17:353740 for example:

‘I would have my appointments made for me and each time | went they would check or take
what they wanted, and then | would leave without understanding what they had done. . . . |

saw no special kindness. They would just do the job and go’.*

The language used by health care providers was often seen as scary or frightening.®® This resulted in
misunderstandings between women and care providers which led to increased fear as shown in the

following quote:

‘I asked the doctor why | have to have a pelvic exam every time and with too many people
and a long time on the table. He said ‘because you are very risky’. This caused unnecessary

stress. | could not sleep at night...1 did not have anyone to talk to and | thought I had stomach

cancer’. %
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Just knowing the language was not always enough as women also reported making poor decisions about
their treatment due to limited interpersonal communication or a lack of understanding about the
information provided.3>“® Due to the sensitivity of the topic, interpreters did not always translate full

conversations to health care providers.*® One women said

‘I wish | had a way to communicate with the doctor directly. There are things that sometimes |
want to say or ask but | feel embarrassed saying it through a translator, especially on the

phone’.4

Women tended to prefer direct conversations with providers rather than receiving written information.*®
Furthermore, they valued oral information given by midwives despite the fact they did not always
understand it.** Women were sometimes overwhelmed and confused with the amount of FGM-related

information given to them at once.®*?’

‘You say, “Oh yes, yes.” Although you are not answering the questions, you just say yes ...
“Are you alright?” “Yes.” “Did you understand?”” ““Yes.” “Yeah, and some of the women

don’t understand what the doctor said at all’.

Despite the negative experiences of some women, they commonly expressed appreciation for the support
they had received within the health system,17:3538-404448.49 They spoke positively about midwives who

had knowledge of, and familiarity with, FGM as this made communication easiert’=*° for example:

‘I was lucky when | met a midwife in Sweden who knew about circumcised women. This was
a great help to make me feel secure because it was my first time to be pregnant and to live

far from my parents and family’. ¥/

Women were happy when providers treated them like other women and did not focus on FGM as an

abnormality or ask them details about their sexual experience.*08
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‘...She didn’t talk about it, and that didn’t shock me. I didn’t feel bad about it because |
didn’t hear the whisperings, there wasn’t this movement of people passing by to look. She

did her job ...; she behaved as if everything was normal’. 4

Discussion

This qualitative meta-synthesis found that women’s maternity care experiences in high-income countries
were influenced by fear, stigma, vulnerability and unfamiliarity with a new environment and culture
Additional underlying factors affecting women’s experiences included perceived discrimination from
health providers’, limited FGM-related clinical knowledge and cultural competence. This review also

identified women’s desire to be more involved in decisions concerning their care.

The findings of the review identify opportunities to improve the provision of quality maternity care.
Quality care for this group of women should be multidimensional®®®! , and go beyond medical care
alone to address social and cultural issues.®! Quality maternity care should incorporate concepts such as
woman-centredness, and cultural competence®?>? that are based upon an in-depth understanding of
women’s needs.’®** One way that women’s needs can be fully realised is by involving women

themselves in the design, delivery and evaluation of health services. **

In our review, women with FGM who migrated to a high-income country were worried and frustrated
by a mismatch between the information and resources they were given and those they wished to receive.
All women should have access to timely and appropriate education and health information based on their
needs.> It is ideal if women themselves participate in a dynamic interaction where the information
provided is consistently evaluated and modified according to their needs and the context of care.°’
Many resources have been designed in high-income countries to guide health professionals during
consultations with women with FGM. However, these materials are often generic and tend to focus on

information provision as opposed to communication with women.*®° Consistent with the findings of

12



our meta-synthesis, women in other studies preferred concise information presented in plain language
with the aid of visual communication tools such as short videos.®® Involving women in the design of
such resources enables them to be contextually and culturally tailored to the specific needs of women in

their host country.5!

This meta-synthesis identified that all women despite their culture desired accessible, available and
acceptable care. Where women received continuity of care from a culturally and clinically competent
health care provider, they were more likely to trust the providers and share their cultural and health
needs.®? A model of care specifically for women from vulnerable groups such as women affected by
FGM should encompass continuity of care, educational interventions, and access to mental health
support.®® Continuity of care enhances health care providers’ knowledge and confidence and enables
them to be more aware of women’s socio-cultural needs which results in women feeling empowered and
achieving a greater sense of control over their own care.5* Further, providing access to a continuum of
specialised FGM services, along with standardised guidelines for health providers will potentially

contribute to improved perinatal outcomes for women affected by FGM.*°

Misconceptions concerning the provision of culturally sensitive health care affects the delivery of
necessary interventions such as deinfibulation for women affected by FGM. For example, in Norway
health care providers assumed that not cutting infibulated Somali women during pregnancy was
culturally respectful, whereas Somali women feared not being opened before they gave birth.%® Despite
the current policy discourse and global guidelines that promote a focus on respectful maternity care,
cultural safety and clear communication,>®°9%667 some health providers are either not aware of these
guidelines or unable to put them into practice.*% Cultural competence in an enabling environment with
sufficient strategies and policies in place could potentially make a positive impact upon health outcomes

for women with FGM, and provide equitable access to services across ethnic groups.®%
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The findings of our review highlight the importance of shared decision making. In our review, language
barriers and miscommunication were highlighted as challenges to shared decision-making. Evidence
shows that choices concerning a woman’s pregnancy may be made by their primary clinicians without
full consultation with the woman. ** Whilst women usually consider birth a natural and empowering
process, "+72 disregarding women’s autonomy and involvement may disempower them,*737# thereby

preventing women from engaging in shared decision making.5!

The findings of our synthesis provide insights from the perspective of affected women into issues
concerned with the provision of their own care. Such insights are necessary to inform the provision of
women-centred care, particularly for women from vulnerable groups whose voices are often unheard.
However, a limitation of the review is that most included studies mostly focused on Somali women.
Given the cultural diversity of women from different countries where FGM is prevalent, Somali women
may report different experiences to women from other countries. In addition, women sometimes
described their experiences of health services in general, rather than those specifically focused on
maternity care. Finally, we only included articles written in English that met a limited inclusion criteria.

As aresult it is possible that some significant papers on FGM in other languages may have been omitted.
Conclusions

The findings suggest that future actions for improving maternity care quality should be focused on
woman-centred practice, demonstrating cultural safety and developing mutual trust between a woman
and her care providers. Meaningful consultations with women affected by FGM in high-income settings
requires cultural sensitivity and acknowledgement of their specific circumstances. This can be achieved
by engaging women affected by FGM in service design to provide quality care and ensure woman

focused policy is developed and implemented.
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Table 2: Papers retrieved in the database Search

Data Source Initial Search | Relevant
Outcome Papers
Medline 20 11
Pubmed 24 13
Web of Science 43 17
ProQuest Health and Medicine 309 41
ProQuest Nursing and Allied Health 110 25
Scopus 316 35
Science Direct 179 23
Academic Search Complete (EBSCO) 57 21
CINAHL 4 3
Hand searched 203 16
Total 1265 205
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Table 3: Characteristics of the Studies Included in the Meta-synthesis of maternity care experiences and needs of migrant women from female
genital mutilation practising countries in high-income contexts

Author/ Methodology  Participants Aim Major Finding

Context

Ameresekere  Qualitative- 23 Somali To explore perceptions of Women feared postoperative complications that may
(2011)/ semi structured women caesarean delivery and patient— result from caesarean delivery and their effect on daily
USA interviews provider communication life and the reactions of peers. Women felt that labour

was rushed by physicians. Communication with
providers was reported to be poor and providers
infrequently discussed FGM, or explained its effect on
childbirth experiences.

Berggren Qualitative- 22 women To explore women’s Women with FGM reported feeling different and
(2006)/ in-depth from experiences of encounters with  vulnerable. They felt that they were looked down on by
Sweden interviews Somalia, Swedish maternal health care.  health care personnel because they had undergone
Sudan, & FGM.
Eritrea.
Carolan Quialitative 18 pregnant  To explore the experiences and  African women undergo a process of adjustment as
(2010)/ in-depth women concerns of an African-born they travel from a view of pregnancy in their country
Australia interviews (Sudan, sample of pregnant women of origin as not ‘special’ to valuing continuous
Ethiopia, receiving antenatal care. antenatal care and other supportive services offered to
Eritrea, them in Australia.
Somalia,
Kenya)
Chalmers Qualitative 432 Somali To explore recent perinatal Women perceived their maternity care to be
(2002)/ descriptive women experiences of Somali women  disrespectful, harsh and offensive to their cultural
Canada survey in Canada. values. Women considered their care to be
interviews & inappropriate and rarely discussed birth practices and
focus group care management with their providers.
discussions
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Degni
(2013)/
Finland

d'Entremont
(2014)/
France

Essén
(2000)/
Sweden

Essén
(2011)/
England

Bulman
(2002)/
UK

Qualitative 70 Somali
focus group women
discussions

Qualitative 4 women
(hermeneutic (country not
phenomenolog identified)
ical) interviews

Qualitative 15 Somali
in-depth women
interviews

Qualitative 39 Somali
(naturalistic women
inquiry)

in-depth

interviews &

focus group

discussions

Qualitative 12 Somali
descriptive women
semi-

structured

interviews &

To explore immigrant Somali
women’s experiences and
perceptions about reproductive
and maternity health care
services and service providers'
cultural and communication
competencies.

To understand the maternity
needs of women with FGM.

To understand how cultural
factors affect perinatal
outcomes and explore
women’s pregnancy related
attitudes and behaviours.

To explore the attitudes,
perceptions and experiences of
women in relation to caesarean
delivery and address the
relationship between Somali
women and their western
obstetric care providers.

To understand the views and
experiences of Somali women
in their contacts with the
maternity services in the UK.

22

Participants were satisfied with the reproductive and
maternity health care services they received. However,
they perceived health care providers’ communication
to be poor and their attitudes unfriendly.

Despite receiving regular and early antenatal care,
women reported that FGM was not discussed. Women
emphasized the need for midwives to communicate
with them, to break the taboo of silence, and to talk
openly about FGM in a respectful manner.

Fear of death and caesarean section forced many
women to decrease their food intake to diminish the
growth of the foetus, thereby avoiding caesarean section
and mortality.

Women believed there to be a strong association
between caesarean birth and maternal death. Therefore
they make what they perceive to be rational choices to
avoid caesarean birth.

Poor management of FGM during childbirth, and
communication and language difficulties were found
to be the most important issues for women. These had
negative implications for all aspects of their care.



Hill
(2012)/
USA

Lundberg
(2008)/
Sweden

Moxey
(2016)/
UK

Murray
(2010)/
Australia

focus group
discussions

Qualitative
(phenomenolo
ay)

focus group
discussions

Qualitative
(ethnographic
approach)
semi-
structured
interviews

Qualitative
(exploratory)
in-depth
interviews

Qualitative
(phenomenolo
ay)

semi structured
interviews

18 Somali
women

15 Eritrean
women

10 Somali
women

10 African

refugees (2

Sudanese,

2 Ethiopian,
2 Somali,

1 Liberian)

To explore women’s health
care experiences and beliefs
regarding pregnancy and birth.

To explore women’s
experiences of FGM during
pregnancy, childbirth and the
postpartum period.

To explore women’s
experience and perceptions of
antenatal and intrapartum care,
de-infibulation, caesarean
section and vaginal delivery
and factors that affect access to
these services.

To explore the birth
experiences of African refugee
women in Brisbane/Australia.
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Women were faced with new experiences and
information.  They interpreted, and reacted to this
information by integrating it within their own cultural,
religious, and scientific beliefs.

Most women experienced complications during
pregnancy, childbirth and in the postpartum period.
Women stated that knowledgeable and well trained
providers would improve the management of FGM
during childbirth and reduce their risk of
complications.

Women delayed de-infibulation until labour to avoid
undergoing multiple operations if an episiotomy was
anticipated. They reported that midwives were aware
of FGM that led to open communication and stronger
relationships, resulting in more positive experiences.

Participants experienced an overwhelming sense of
fear loneliness and unfamiliarity as often they had no
prior contact with the Australian health system.
Women often were surprised that midwives did not
appear experienced in managing FGM were frustrated
with lack of continuity of care.



Straus
(2009)/
UK

Upvall
(2009)/
USA

Vangen
(2004)/
Norway

Qualitative

(ethnographic

approach)

Quialitative-
focus group
discussions

Qualitative
in-depth
interviews

8 Somali
women

23 Somali
women

23 Somali
women

To explore perceptions and
experiences of childbirth.

To explore health care
experiences.

To explore how perinatal care
practice may influence labour
outcomes among circumcised
women.

24

Existing pressures as a consequence of migration were
compounded by Somali women’s experiences of
childbirth. Inadequate care was reportedly provided
during pregnancy and labour. The importance of
Somalia’s oral culture was not recognised when
addressing communication barriers, Women reported a
lack of continuity of care and felt that midwives held
stereotyped and negative attitudes towards them.

Circumcision is considered a normal part of everyday
life. Communication and language barriers were
considered obstacles to receiving care as they limit
women’s ability to ask health related questions.

Somali women felt disempowered. Women feared
caesarean birth and lack of providers’ knowledge on
FGM.
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