
 

1  

 

 

Sjuksköterskeprogrammet 180 hp 
Vetenskaplig metodik III, Självständigt examensarbete 

 

 

 

 

 

Women who Live with Female Genital Mutilation 
Experience with Healthcare Providers 
  
 
 
Könstympade kvinnors erfarenhet 
av vårdpersonal 

 

 

 

 

 

 

 

Authors: 
 

Caroline Iverman  
Kathryn Mutegeki 

Instructor: 
 

Mai Leander  
Catarina Nahlén Bose   

Exterminator: 
 

Stephanie Paillard-Borg 



 

 

 

 



 

 

ABSTRACT 

Background: An estimated 125 million women live with Female Genital Mutilation (FGM) 

worldwide. Despite it being internationally recognized as a human rights violation. FGM is 

still practiced in approximately 29 countries, most of them in Africa and the Middle East. 

FGM has no health benefits, whereas there are short and long terms negative consequences 

that can cause physical and psychological problems. Aim: To describe the experiences of 

women who live with FGM and their subsequent interactions with healthcare providers in 

countries where FGM is not a tradition. Method: A literature study based on ten studies with 

a qualitative research design. Results: Five main themes were found; Knowledge of FGM, 

Language Barriers, The Gender of Healthcare Provider, Interactions with Healthcare 

Provider and On Display. Conclusion: Patients had difficulties due to the language barriers. 

There was a preference for female healthcare providers. Patients were affected by interactions 

with healthcare providers as well as lack of knowledge. Patients also had their genitals put on 

display for others. Clinical significance: With increasing migration, it is important that 

healthcare providers do not judge, but instead treat and care for these women with respect and 

empathy. 

 

Keywords: Experiences, Female Genital Mutilation, FGM, Healthcare Providers, and 

Transcultural nursing.!



 

 

SAMMANFATTNING 

Bakgrund: Runt 125 miljoner kvinnor i världen idag är könsstympade, även fast det är 

internationellt erkänt som ett brott mot de mänskliga rättigheterna. Trots detta praktiseras 

könstympning fortfarande i cirka 29 länder, mestadels i Afrika och i Mellanöstern. Det finns 

inga hälsovinster för kvinnor som är könsstympade, däremot medför det kort- och långsiktiga 

negativa konsekvenser som kan leda till fysiska och psykiska problem. Syfte: Att beskriva 

könsstympade kvinnors erfarenheter av vårdpersonal i länder där det inte finns någon tradition 

av könsstympning. Metod: En litteraturstudie baserad på tio studier med kvalitativ ansats. 

Resultat: Fem huvudteman framkom och beskrevs; Kunskap om könstympning,  

Språksvårigheter, genus av personal, samspelet med vårdgivare och att den könsstympade 

kvinnan kände sig uttittad av vårdpersonalen. Slutsats: Patienterna hade svårt att 

kommunicera med sjukvårdspersonalen. Patienterna föredrog kvinnlig sjukvårdspersonal. 

Interaktionen med sjukvårdspersonalen påverkade patientens relation till vården. Patienterna 

kände sig uttittade av sjukvårdpersonalen. Patienterna upplevde att vårdpersonalen hade 

kunskapsbrister om FGM. Klinisk betydelse: Med ökad migration är det nödvändigt att 

vårdpersonalen ger en respektfull vård och visar empati för de könstympade kvinnorna. 

 

 

 

Nyckelord: Erfarenheter, Hälso- och sjukvårdspersonal, Könsstympning, Transkulturell 

omvårdnad 

 

 

 



 

 

TABLE.OF.CONTENT. 
INTRODUCTION ............................................................................................................................................................... 1!
BACKGROUND ................................................................................................................................................................ 2!
Female.Outer.Genitalia ........................................................................................................................................ 4!
Gynecological.and.Sexual.Health.Nursing.Care ........................................................................................... 4!
FGM.in.Sweden ...................................................................................................................................................... 5!
International.Healthcare.Providers.and.FGM ................................................................................................ 5!
Swedish.laws.regarding.FGM ............................................................................................................................ 6!
Transcultural.Nursing .......................................................................................................................................... 7!

PROBLEM.STATEMENT ................................................................................................................................................ 8!
AIM ...................................................................................................................................................................................... 8!
METHOD ............................................................................................................................................................................ 9!
Design ...................................................................................................................................................................... 9!
Data.Selection ........................................................................................................................................................ 9!
Data.Collections .................................................................................................................................................. 10!
Data.analyses ....................................................................................................................................................... 11!
Ethics ...................................................................................................................................................................... 12!

RESULT............................................................................................................................................................................ 13!
Language.Barriers .............................................................................................................................................. 13!
The.Gender.of.the.Healthcare.Providers ...................................................................................................... 14!
Interactions.with.Healthcare.Providers ......................................................................................................... 14!
On.Display ............................................................................................................................................................. 15!
Knowledge.of.FGM ............................................................................................................................................. 16!

DISCUSSION ................................................................................................................................................................... 17!
Method.Discussion ............................................................................................................................................. 17!
Result.Discussion ............................................................................................................................................... 19!

Transcultural Nursing .................................................................................................................... 19!

FGM Related Problems .................................................................................................................. 21!

CONCLUSION ................................................................................................................................................................. 21!
IMPLICATIONS ............................................................................................................................................................... 22!
RECOMMENDATIONS.FOR.FUTURE.STUDIES .................................................................................................... 22!
AUTHORS.CONTRIBUTIONS ..................................................................................................................................... 22!
REFERENCES ................................................................................................................................................................ 23!
APPENDIX ......................................................................................................................................................................... 1!

Appendix i:1 ............................................................................................................................................................... 1!
Appendix ii:2 .............................................................................................................................................................. 2!



 

 



 

1 

INTRODUCTION.
The author’s interest in female genital mutilation (FGM) was introduced in the nursing course 

Global Health and repeated again in the nursing course for Women and Children’s Health. 

The authors felt instinctively that FGM was a subject that they needed to know more about. 

One of authors has had earlier experience with FGM during a clinical placement at an 

obstetrics ward in Tanzania. The other author has an interest in women’s and children’s health 

and would like to continue studies to become a midwife. Due to rising migration to Sweden 

from Middle Eastern and African countries, FGM is a relevant topic for nurses. The motive 

for this study is to create knowledge and understanding on how women who live with FGM 

experience treatment from healthcare providers in countries, like Sweden, where FGM is not 

performed. .
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BACKGROUND.
The World Health Organization (2012) defines female genital mutilation (FGM) as “. . . all 

procedures that involve partial or total removal of the external female genitalia, or other injury 

to the female genital organs for non-medical reasons” (p. 1). It is estimated that more than 125 

million females are living today with FGM despite it being internationally recognized as a 

human rights violation according to the UN. There are currently 29 countries that practice 

FGM, most of which are in Africa and the Middle East (World Health Organization, 2014) as 

seen in figure 1 (). 

 

 

 

Figure 1. Prevelance of FGM, Mark Leon Goldberg, 2013. 
 

The World Health Organization (2014) estimates that just over 18% of FGM is performed by 

a medical professional, leaving the majority of cases to be carried out by non-medically 

trained people. FGM is currently categorized into four main types. These types are defined by 

the method used to preform FGM and genitalia involved as shown in table 1 (ibid).  
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Table 1 Types of FGM 

Type 1 Clitoridectomy The clitoris is partially or entirely removed.  

Type 2 Excision The clitoris and labia minora are partially or entirely removed.  

Type 3 Infibulation The vaginal opening is narrowed. The clitoris and labia minora are 

partially or entirely removed. Labia majora or labia minora is sown 

to make a covering over the vaginal opening.  

Type 4 Other Any other mutilation to the genitalia for non-medical purposes, 

including burning, pricking, cutting and piercing.  

World Health Organization, 2014 

 

 

Banks, et al. (2006) showed that there are several consequences for obstetric patients who 

have previously undergone FGM. These consequences include increased rate of genital and 

urinary- tract infections, increased risk for needing a caesarean section, postpartum 

hemorrhage, higher risk for an episiotomy, extended maternal hospital stay, elevated risk of 

infants needing to be resuscitated and inpatient perinatal death (ibid). Non- obstetric 

consequences described in Isman, Ekéus, Berggren (2013) include short term consequences of 

pain and trauma from the procedure, as well as long term consequences of painful 

menstruations, dyspareunia, lack of sexual pleasure and negative effects on intimacy with 

their husbands. Almås, Stubberud and Grønseth (2011) writes that there is a risk for recurring 

urinary- tract infections, difficulties emptying the bladder, and urine or fecal incontinence. 

More specifically, Pereda, Arch and Perez- Gonzalez (2012) looked at sexual health 

complications from FGM. Their findings showed that the main problem is pain and 

discomfort during sexual intercourse which sometimes resulted in the women avoiding sexual 

intercourse altogether. This caused a lot of psychological and psychosocial problems, 

especially with relationships. According to Socialstyrelsen (2015b) women who have 

complications due to FGM have the right to good care, to be attended to in a proper way and 

to have access to knowledgeable and competent healthcare providers.  
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The motivations for performing FGM vary even within one country or area. In Ethiopia and 

Eritrea, for example, the reasons given vary from religion, hygiene, stunting sexual desire and 

meeting the demands of the husband. Although religion is a reason given, it is not specific to 

one religion. In Ethiopia and Eritrea FGM is practiced by both Christians and Muslims right 

at birth or anytime before puberty (Johnsdotter, Moussa, Carlbom, Aregai & Essen, 2009). 

Rahlenbeck, Mekonnen and Melkamu (2010) found that prevalence rates in Ethiopia of FGM 

were lower among higher income families. Women were more likely to favor FGM if they 

lived in a rural area, were not working and had little education. A study in East Sudan by 

Serizawa, Ito, Algaddal and Eltaybe (2014) showed that it was considered the women’s 

responsibility to have FGM performed and that not going through with FGM would lead to 

social alienation as well as an inability to get married.  

 

Female.Outer.Genitalia.
The outer female genitalia includes the labia majora (outer labia), the labia minora (inner 

labia) and the clitoris. The clitoris is located above the urethra under the top junction of the 

labia minora. Women often have easier and more intensive orgasms via stimulation of the 

clitoris. The clitoris is composed of the same erectile tissue that forms the male penis (Sand, 

2007). 

 

Gynecological.and.Sexual.Health.Nursing.Care..
Nurses can come in contact with patients with gynecological and sexual problems in hospital 

wards, primary care clinics and in home health care, which means all nurses must have a basic 

understanding of gynecological care (Almås, Stubberud and Grønseth, 2011). Both 

gynecological and non-gynecological patients can experience problems with sexual health. 

Examples of patients that can have problems with sexual health are patients with side-effects 

from medications, STI (sexually transmitted infections), illnesses and injuries that affect the 

nervous system, diabetes mellitus and cancer (Edberg and Wijk, 2009). Due the connection 

with sexuality, patients with gynecological problems often feel vulnerable and exposed. It is 

important that nurses respect the patient’s boundaries and willingness to share information 

(Almås, Stubberud and Grønseth, 2011). Two quotes from Crossan and Mathew (2013) 

describe intimate care: “intimate care is not sexual. It is caring for a patient that requires care 

in more intimate areas of their body e.g. genitalia” (p. 320) “Nursing care is about the person 
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and the body. We technically should not view one part of the body any different to another 

part.” Ho and Fernández (2006) study showed that 86% medical and nursing staff felt that 

they do not give sufficient care when it came to sexuality. 92% of the participants had never 

initiated the issue of sexuality with patients. Despite this, the participants rated the importance 

of sexual health as moderately high (ibid).  

 

FGM.in.Sweden.
Skolnik (2012) wrote that different cultures have varying beliefs on illness, health promotion, 

health providers and treatment. Isman, et al. (2013) study about immigrant women in Sweden 

who have undergone FGM showed that they had mixed feelings about the practice. The 

participants in the study, acknowledged the positive culture values of the tradition but on the 

other hand they recognized the negative consequences of FGM. The reasons given for 

participating in FGM vary based on the person’s cultural context. The reasons given were to 

ensure purity and virginity, to avoid shame or disgrace, to protect the family honor, to avoid 

rumors and presumptions of bad behavior (ibid). 

 

Socialstyrelsen (2015) conducted a study of Swedes who had immigrated from countries 

where the FGM prevalence rate was 50% or more. In the study a total of 42,067 females were 

asked if they had undergone FGM, 37,636 answered yes. The study was unable to 

conclusively estimate the prevalence rate of FGM in Sweden. They did however estimate that 

about 19,000 girls, under the age of 18 years and living in Sweden, are considered at risk for 

undergoing FGM (ibid).  

 

International.Healthcare.Providers.and.FGM.
A study by Dawson et al. (2015) shows midwives in Australia have had diverse experiences 

with patients who are living with FGM. Some midwives had patients living with FGM that 

were very knowledgeable about FGM and open to talking about it. Whereas other patients 

were embarrassed, did not even disclose that they had FGM or didn’t know much about FGM. 

Overall midwives in the study described the patients as traumatized both physically and 

psychologically (ibid).  
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In Gambia, healthcare providers were surveyed on their views of FGM. About 42 % of the 

healthcare providers thought the practice of FGM should continue, 7.6% had carried out FGM 

on a girl and 68.6% practiced FGM in their families (Kaplan, Hechavarria, Bernal and 

Bonhoure, 2013). In Nigeria, Ashimi, Aliyu, Shittu and Amoli’s  (2014) study of nurses 

showed that 8% believed that FGM is beneficial, 53% believed that it was done to prevent 

promiscuity and 4% were willing to perform FGM on a patient. Tamaddon, Johnsdotter, 

Liljestand and Essen (2005) study in Sweden showed that 60% of healthcare providers had 

seen a patient with FGM, 39% had met patients with long- term complications of FGM and 

5% had been asked if it was possible to perform FGM in Sweden.  

 

Recommendations for Swedish nurses from Socialstyrelsen (2015b) state that when 

discussing FGM with patients, healthcare providers should hold themselves to a professional 

standard. Women and girls should be able to feel that they can trust the healthcare provider 

and not feel disrespected. Almås, Stubberud and Grønseth (2011) states that nurses have a 

responsibility to give information to patients who live with FGM or are at risk of undergoing 

FGM so that they can get help. Healthcare providers also have a responsibility to inform 

patients about the laws regarding FGM in Sweden.  

 

Swedish.laws.regarding.FGM.
In Sweden, FGM was made illegal by the Swedish parliament in 1982 (SFS 1982:316). No 

new laws were created for FGM in Sweden until 1998, when the law was updated to specify 

that FGM was illegal regardless of whether there was consent given by the female or not. 

Punishment for conspiring to carry out FGM, or performing FGM can lead to up to four years 

in prison. If FGM leads to serious sickness or is conducted in a particularly ruthlessly manner, 

then the punishment can be up to ten years in prison (Socialstyrelsen, 2012).  

 

Johnsdotter et al., (2009) found that in Sweden, the law regarding FGM is well implemented 

and is taken seriously by social services, police and healthcare workers. When interviewed, 

the majority of Ethiopian and Eritrean immigrants in Sweden claimed that the tradition of 

FGM is not practiced within their community in Sweden. Despite that, many had a fear that 

family members would try to perform FGM on their daughters during family visits back to 
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their homeland. Those who were found to be higher at risk for continuing the tradition of 

FGM were the elderly, newly immigrated and those who are poorly assimilated into society 

(ibid). Almås, Stubberud and Grønseth (2011) states that nurses must report suspected cases 

of FGM being performed or if someone is at risk for FGM.  

 

Transcultural.Nursing..
In the late 1800s after working in India, Florence Nightingale wrote that it is vital for nurses 

to take into consideration the patient’s cultural background (Friberg, Öhlén and Edberg, 

2009). In the 1950s a nurse named Madeline Leininger created the first nursing theory on 

culture, named Cultural Care Diversity. The aim of the theory was for nurses to identify and 

explain cultural differences and similarities that affect people’s health. Today transcultural 

nursing is defined as,  

“. . . a formal area of study and practice in nursing focused upon comparative 

holistic cultural care, health and illness patterns of individuals and groups with 

respect to differences and similarities in cultural values, beliefs and practice with 

the goal to provide culturally congruent, sensitive and competent nursing care to 

people from diverse cultures” (p 458) (ibid). 

 

Fossom (2013) discusses two main problems when it comes to transcultural nursing 

communication. The first is a tendency to focus on the concrete physical problems rather than 

the abstract emotional problems. The second is that patients who don’t speak the same 

language as healthcare providers have a limited ability to explain and understand information 

(ibid). A study of nurses by Barnes, Ball, & Niven (2011) showed other problems, such as 

that subjects that the nurses would avoid if the interpreter was a male. Gerrish, Chau, 

Sobowale and Birks (2004) study looked at how patients felt when they didn’t have access to 

an interpreter or the interpreter used was unskilled. The findings showed that when nurses 

would call patients on the telephone, the patients would hang up because they didn’t 

understand a single word. During appointments, patients left the nurse's visits without 

knowing the outcome of the visit. This resulted in not seeking healthcare because of the 

difficultly with language (ibid). A Jirwe, Gerrish and Emami (2010) study showed that 

nursing students described communication as a key to cross-cultural care. The nursing 
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students considered their nursing care as unsatisfactory when the communication with a 

patient was lacking. 

 

There are other aspects to transcultural care besides communication. Patients in the Cheragi, 

Manookian and Nasrabadi (2014) study brought up the importance of nurses treating the 

patients as equals regardless of their gender, race, religion. The feeling of equality made the 

patients feel valued as human beings. Both Christians and Muslims in this study agreed that it 

was important that nurses respect cultural values, religious values, personal preferences, 

habits, beliefs, customs and lifestyle. Quickfall (2014) study of community nurses and asylum 

seekers found that although the patients were wary at first, nurses were able to establish an 

interpersonal relationship by listening to the patient’s stories and giving the patient person-

centered care.  

 

PROBLEM.STATEMENT.
Nurses working within gynecology as well as outside of gynecological care need to be able to 

provide proper gynecological and sexual healthcare to patients. Worldwide an estimated 125 

million women are living with FGM. Earlier studies have shown that patients who live with 

FGM can suffer from long-term negative physical and psychological consequences and lack 

of knowledge about it from healthcare providers. By understanding how women who have 

undergone FGM experience healthcare in countries where FGM is not a tradition, can better 

prepare nurses to provide excellent individualized care.  

 

AIM..
To describe the experiences of women who live with FGM and their subsequent interactions 

with healthcare providers in countries where FGM is not a tradition.! 
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METHOD.

Design.
The study’s aim was to create an overview of the existing research regarding how women 

who live with FGM experience healthcare. This has been done in the form of a literature 

study, which means a collection of earlier research within the main area of nursing (Friberg, 

2012). The literature study is based on scientific articles with qualitative research. Henricson 

(2012) explains that the basis for qualitative research comes from the holistic mindset and 

trying to understand a person’s experiences with a phenomenon. Since the authors are trying 

to understand the personal experiences of patients, by letting the patients describe their 

experiences in their own words will help to inform the aim.  

 

Data.Selection.
The inclusion criteria for this study included qualitative studies written in both Swedish and 

English. The included articles were published between the years of 2000-2015. Articles 

needed to answer the study’s aim. Moreover articles were only included if they were peer 

reviewed and ethically approved.  

The exclusion criteria for this study is the following: studies written in languages other than 

English or Swedish and articles that did not answer to the study’s aim. Articles were also 

excluded if they were not peer reviewed or did not have ethical approval. Studies that did not 

include the patient’s perspective or had a medical focus were excluded.  

 

To ensure the quality of a study, the SBU (The Swedish Council of Technology Assessment 

in Health Care) guide for quality examination of studies with qualitative research method 

looking at patient’s experience, was used (see appendix 1) (Willman, Stoltz and Bahtsevani, 

2011). 

Each question was given one point making a maximum total of 15 points. If an article 

received 14 or more points it was graded as high quality. 13-12 points was equivalent with 

medium quality and less than 12 points was considered low quality. All of the articles were 

high quality, except one which was medium quality. The quality of each article can be seen in 

Appendix I-2.  
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Data.Collections.
To be able to produce a relevant result for the study, Friberg (2012) describes that the data 

collections should be divided into two phases. The first phase involves initial a data collection 

that gives the search an overview of the data. The purpose is to provide a thorough 

background and wide understanding of the data. The second phase is meant to be time 

consuming and systematic, with the purpose to narrow the data down to that which will give 

an understanding of the aim and problem of the study (ibid) 

 

To find out if there was sufficient research about FGM, an initial search of review articles was 

made in the Spring of 2015. The search words used were: FGM, female genital mutilation, 

nursing, patient, suffering, healthcare and healthcare providers. This initial search was made 

in the Cochrane library database as well as Cinahl and was used to gather a wide range of data 

about FGM. The first phase helped to know that there would be enough data to write a 

literature study about FGM and nursing care. The second phase of Data collection started in 

October of 2015, in the databases Cinahl and PubMed. Cinahl and PubMed were chosen 

because they contain a significant amount of nursing focused studies. In the data collection, 

the search words where narrowed down to: female genital mutilation, FGM, immigrants, care 

and Somali. These search words helped to get more specific data to respond to the problem 

and aim of the study. For the initial search back in spring, it was clear that most of the articles 

that were relevant for the aim involved immigrants and specifically immigrants from Somalia, 

which has the highest prevalence rate for FGM. From this search process, ten articles for the 

result were chosen as seen in table 3. Out of 189 hits the authors read 79 abstracts, 36 articles 

and chose finally 8 articles. All of them describe how women who have undergone FGM have 

experienced treatment in healthcare. Through secondary sources, two studies were found by 

reading the background of another study which was used in the background. Friberg (2012) 

writes that secondary sources are an effective method to find relevant information and can be 

done by reading articles or lists of references.  
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Table 3. Search Matrix 
Search words Limited to Data base Number 

of hits 
Read  
abstracts 

Read 
articles 

Articles  
used 

FGM or female 
genital mutilation 
+ immigrants 

Academic  
journals 
2000-2015 

CINAHL 
 

33 14 6 3 

FGM or female 
genital mutilation  
+ care 

Academic 
journals 
2000-2015 

CINAHL 80 29 4 1 

FGM or female 
genital mutilation 
+ Somali 

None PubMed 57 17 8 2 

FGM or female 
genital mutilation 
+ Somali 

Academic 
journals 
2000-2015 

CINAHL 19 19 18 2 

 

 

Data.analyses.
To analyze the data of qualitative research a model by Friberg (2012) was used. This model 

for analysis includes several steps that involve a process of looking at the study in its entirety, 

then in parts and then in its entirety again. The first step includes reading the studies several 

times to understand the structure of the result and how it is formulated. Step two is to examine 

the themes or categories within the result and discussion. Step three is to get an overview of 

the materials so it is easier to analyze. Step four is for the reader to find the relationships 

between all the studies examined. Step five is to create new themes based on the analysis of 

all the articles (ibid). 

 

To analyze the data each of the authors wrote their own separate list of salient themes for each 

study. The lists were compared and discussed by the authors. The authors reexamined each 

article together and created a new list for each article based on the first and second 

examination of the studies. After all the studies had been examined, the themes and 

differences within those themes, between all the studies were discussed. Five themes were 

chosen to be examined. To examine themes, the authors used posters for each theme. 

Information for all of the articles that related to the theme were written on the poster.  
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Table 6 Themes  

  Themes Number of articles used out of 10 

LANGUAGE BARRIERS 9 

THE GENDER OF THE HEALTHCARE PROVIDER  7 

INTERACTIONS WITH HEALTHCARE PROVIDERS 8 

ON DISPLAY 4 

UNKNOWLEDGEABLE HEALTHCARE PROVIDERS 9 

 

 

Ethics.
Ethical consideration should be done before a systematic literature study. The Council of 

Science has published guidelines for good ethics research. These guidelines underline the 

importance of honesty while stating that cheating, theft and plagiarism of data can not exist 

within research (Forsberg and Wengström, 2013). 

 

Eight of the ten studies have documented in their study that they been approved by an ethical 

committee. In the other 2 studies it was not stated that in the text that they were approved by 

an ethical committee but the journal has approval as a criteria. According to good ethics, the 

interviewees have given their oral or written consents of participation in all the studies that 

were chosen. The authors have been open minded and conscious of their understanding while 

reading the studies. The authors have not eliminated studies based on their result as it would 

be unethical to just present the studies that support the author's point of view.  
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RESULT.
After the analysis of data based on the ten studies, five salient themes were identified. The 

five themes are the following: language barriers, the gender of the healthcare provider, the 

interaction with healthcare providers, on display and unknowledge healthcare providers.  

 

Language.Barriers..
In nine of the ten studies, interviewees addressed problems with language barriers when 

dealing with healthcare providers (Abdullahi, Copping, Kessel, Luck, Bonnell, 2009; 

Berggren, Bergstrom and Edberg, 2006; Carroll, Epstein, Fiscella, Gipson, Volpe, Jean-

Pierre, 2007; Carroll, Epstein, Fiscella, Volpe, Diaz, and Omar, 2007; Chalmers and Omer-

Hashi, 2002; Harper Bulman and McCourt, 2002; Thierfelder, Tanner, Kessler Bodiang, 

2005; Upvall, Mohammed and Dodge, 2009; Vloeberghs, Van Der Kwaak, Knipscheer, & 

Van Den Muijsenbergh, 2012). In a Thierfelder et al. (2005) study, interviewees agreed that 

the main reason for not discussing FGM with healthcare providers was due to the difficulties 

with the language. Along those same lines, Abdullahi et al (2009) study found that the anxiety 

from not understanding, or not being understood, prevented women from seeking care in the 

first place. Although translators were provided in some cases, this did not solve all the 

language problems. Not all words could be translated or interpreted properly. For example, in 

Carroll, Epstein, Fiscella, Volpe et al. (2007) results show that the word and meaning of 

cancer was not familiar and often misinterpreted. This made discussing preventive treatment 

and screenings such as HPV (human papilloma virus) testing and mammograms very difficult. 

Knowledge of the language itself was not the only hindrance for communication. The women 

interviewed in Harper Bulman and McCourt (2002) reflected that the interpreters used had not 

been very skilled. Sometimes family members, often the children of the patients, were used 

instead. In one case a male neighbor interpreted for the patient. Language was not just a 

problem in meeting with healthcare providers. Other problems discussed in Upvall et al. 

(2009) focus group were the difficulties in making healthcare appointments and finding over-

the-counter medications due to not speaking the language. Despite all the difficulties, there 

were simple positive solutions that could help. Berggren et al. (2006) interviewees mention 

that non-verbal communication like smiling, showing kindness and patience was very 

important to a positive experience.  
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The.Gender.of.the.Healthcare.Providers.
In seven of the ten studies, interviewees mentioned a preference for gender when it came to 

healthcare providers, specifically preferring female healthcare providers (Abdullahi et al. 

2009; Carroll, Epstein, Fiscella, Gipson, et al. 2007; Chalmers and Omer-Hashi, 2002; 

Lundberg and Gerezigiher, 2008; Thierfelder et al. 2005; Upvall et al, 2009; Vloeberghs et al. 

2012). When making recommendations for healthcare providers, the interviewees in 

Thierfelder et al. (2005) said that the healthcare providers should always be female. Along the 

same lines, the majority of interviewees in Carroll, Epstein, Fiscella, Gipson, et al. (2007) said 

that when it came to discussing private issues it was easier to talk with a female provider. 

There are several reasons as to why they prefer females. One reason given in Lundberg and 

Gerezigiher (2008) was that when it came to pelvic examinations, the patients felt that there 

was more pain involved when the doctor was a male. In the Upvall et al. (2009) study, all the 

women said they preferred female caretakers for religious reasons. The feeling towards 

wanting females extended to the translators as well, Harper Bulman and McCourt (2002) 

discussed that women preferred a female translator and would rather have a female relative 

translate than use a male translator. Abdullahi et al. (2009) makes the point that many of the 

women interviewed were unaware that they could request female healthcare providers. None 

of the studies that mention the gender of the healthcare provider had a preference for male 

healthcare providers (Abdullahi et al. 2009; Carroll, Epstein, Fiscella, Gipson et al. 2007; 

Chalmers and Omer-Hashi, 2002; Lundberg and Gerezigiher, 2008; Thierfelder et al. 2005; 

Upvall et al, 2009; Vloeberghs et al. 2012). 

 

Interactions.with.Healthcare.Providers..
Eight of ten articles discussed the effect of negative and positive experiences with healthcare 

providers (Abdullahi et al, (2009); Berggren et al. (2006); Carroll, Epstein, Fiscella, Gipson et 

al. 2007; Chalmers and Omer-Hashi, 2002; Harper Bulman and McCourt, 2002; Lundberg 

and Gerezigiher, 2008; Thierfelder et al, 2015.; Upvall et al. 2009). Some of the negative 

experiences could detrimentally change a person’s life. A quote from Chalmers and Omer-

Hashi (2002) says;  
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 “I am much older than my husband. One rude nurse said ‘you must be a 

 superman to marry an older woman without genitals’. I cried a lot and my 

 relation with my husband is never the same again” (p. 274).  

Similar experiences were described in a Thierfelder et al. study with one interviewee saying, 

“Beforehand I was proud. But the medical consultation hurt my pride.” (p. 88) Many of the 

interviewees in the study of Vloeberghs et al. experienced feelings of embarrassment, sadness 

and guilt based on the healthcare provider’s reactions to their genitals. In the Upvall et al. 

study it was found to be important that the reaction to the healthcare providers did not leave 

the women feeling strange or different due to the FGM. These experiences not only affect the 

patient personally, but also their feelings about healthcare services. Some of the interviewees 

in the Abdullahi et al. (2009) study said that their own personal bad experiences as well as the 

bad experiences they had heard from others kept them from going to any health screenings. 

Not everything was negative, in Berggren et al. “the women described Swedish midwives as 

very friendly and nice.” (p 53) Those same women also described negative experiences, 

included the feeling that they were being looked down upon, that they were not respected and 

seeing looks of disgust by the healthcare providers (ibid). Harper Bulman and McCourt 

(2002) wrote that “The women were very sensitive to whether professionals were caring or 

uncaring . . . . Some cited instances of good care, even though the language barrier was still a 

problem” (p. 373). 

 

On.Display.
In four articles the interviewees brought up the subject of their genitals being put on display 

(Berggren et al. 2006; Carroll, Epstein, Fiscella, Gipson et al. 2007; Chalmers and Omer-

Hashi, 2002; Thierfelder et al. 2005). In Thierfelder et al. (2005) some of the patients 

described that they had been told that their genitals were of medical interest and wondered if 

students could examine them. This interaction left the women feeling ashamed of their 

genitals. In Berggren et al. (2006) the interviewees described how several healthcare 

providers would stare at them all at the same time and that they were never asked permission 

to have others come and study their genitals. Another example in Chalmers and Omer-Hashi 

(2002), 

 “I had an ultrasound in early pregnancy. They all called each other and laughed 

 so hard. I was scared lying down with a gown in a dark room with these 
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 humiliating people around me. My genitals were on display- a group of white 

 coated staff will come and look and talk to each other with disgust” (p. 273).  

In Carroll, Epstein, Fiscella, Gipson et al. (2007) the interviewees felt that it was very 

important to have their privacy protected when it came to FGM, they wanted limited 

information shared with other providers. 

 

Knowledge.of.FGM.
Nine studies had examples given by the interviewees of experiences with lack of knowledge 

from the healthcare providers (Abdullahi et al. 2009; Berggren et al.2006; Carroll Epstein, 

Fiscella, Gipson, Volpe, Jean-Pierre, 2007; Chalmers and Omer-Hashi, 2002; Harper Bulman 

and McCourt, 2002; Lundberg and Gerezigiher, 2008; Thierfelder et al. 2005; Upvall et al. 

2009; Vloeberghs et al. 2012). Two quotes from Chalmers and Omer-Hashi (2002) give 

examples of experiences with unknowledgeable staff. One interviewee described the 

treatment from a doctor, “The doctor called his secretary and support staff. They said to each 

other ‘how could she possible get pregnant’” (p. 273) Another interviewee described the 

treatment from a nurse, “A nurse asked if an animal had bitten my vagina…” (p. 274). Other 

articles gave similar results. Thierfelder et al. states that some of the interviewees had been 

asked if they suffered a burn or some sort of accident by healthcare providers who were not 

understanding what they were seeing. A patient’s recommendation from Abdullahi et al. 2009 

states; 

  “I think if they knew about it (FGM), so that they don’t have a shock when they 

 see . . . you know, my vagina: ‘what the hell happened to this woman!’, and if  

 they. . . had a bit of education and they were sensitive. . . I think that would 

 make it easier for me. To have staff who are aware, you know considerate. . .  

 that would make it easier for Somali women” (p. 684).  

Contrary to, but along the same lines of other studies, Lundberg and Gerezigiher (2008) write 

that the interviewees said that the positive experiences they had were connected to meeting 

healthcare providers who were knowledgeable about FGM. Meeting knowledgeable 

healthcare providers helped the interviewees to feel confident and happy about their 

experiences.  
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DISCUSSION..

Method.Discussion..
The aim of this study was to describe the experiences of women who live with FGM and their 

subsequent interactions with healthcare providers in countries where FGM is not a tradition. 

To achieve the aim, a qualitative literature study design was used to gain a holistic aspect. 

This allowed the authors to understand the personal experiences of the patients. According to 

Forsberg and Wengström (2013) a qualitative research method aims to describe or interpret 

phenomenon and its characteristics as thoroughly as possible to be able to understand, for 

example, patient’s experiences. Through understanding how they experience healthcare can 

nurses give more sensitive and individualized care. 

 

This study has both strengths and limitations. A strength is that one of the authors has English 

as first language. This allowed for increased understanding of studies that were in English, 

which was an advantage since most of the studies were published in English. The other author 

has Swedish as a first language and had a deeper understanding of studies in Swedish. Due to 

differences in first languages, the results of the studies were discussed thoroughly so that both 

had a clear understanding which led to a deeper understanding of the results. 

 

A limitation is that studies from several different countries were used. It is possible that the 

countries have different standards and regulations for healthcare as well as different training 

for the healthcare providers. All the countries chosen were high-income countries. Both 

authors have studied nursing in Sweden and the United States and have an understanding of 

nursing care in both of these countries. Half of the articles come from either Sweden or the 

United States. A limitation is that there is not a plethora of studies done on patients' 

experiences with healthcare providers. Two articles from 2002 were chosen due to their 

detailed and elaborate results. Many of the articles focus on one specific group of immigrants. 

This could be due to difficulties finding multiple translators or that prevalence rate of FGM is 

higher in some groups than in others. Types of FGM vary based on cultural leading to 

different outcomes. Similarities in the results of several studies add to the credibility of the 

studies (Willman, Stoltz and Bahtsevani, 2011). The fact that studies were from several 

different countries with several different groups and still had the similar results also adds to 
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the validity of the results. Another strength is that the method of data collection and analysis 

were clearly documented in all the studies (ibid).  

 

In the selection process there is a risk that the chosen articles reflect the author’s own opinion 

of the subject (Friberg, 2013). However, the authors had little knowledge of FGM and were 

therefore were not biased as to the outcomes of the studies. The authors looked for both 

positive and negative experiences. The authors searched for articles that describe patient’s 

experiences with nurses, midwives and other healthcare providers such as doctors. The 

authors used the search term Somali since Somalia has the highest prevalence of FGM. In the 

search the authors recognized that studies often focused on women from one specific country. 

The studies in the result that did not specify nurses were not eliminated because the patient 

experiences did not include medical issues, but focused on caring, communication and other 

areas in which nursing was relevant. The articles were not deemed to be medicine focused 

even if they included doctors. Since the focus lay on interaction between the patient and 

healthcare provider the study was considered relevant to nursing. 

 

The articles were analyzed for scientific quality. To ensure the quality of the articles the 

authors read and analyzed the articles with help of a guideline based from SBU as seen in 

appendix one.  

 

The literature study represents the results from ten scientific studies. Two were done in 

Sweden, one in Canada, one in The Netherlands, three in the United States, two in England 

and one in Switzerland. 

 

There are several limitations for the studies used in this literature study. The articles were all 

written in English but not all the authors had English as a first language. Several studies used 

translators so it is important to keep in mind that the interviews can have a risk of 

misinterpretations and bias when translators were involved. Also FGM is a sensitive matter 

that can be difficult for the women to talk about. They may feel ashamed or feel that the 

subject is too private to talk about. Another limitation is there is no way of understanding 

what the relationship between the interviewer and interviewees was and how it affected the 
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results. An additional limitation is that the interviewers come from countries where there is a 

strong bias against FGM which may have affected how the interviewees discussed their 

problems.  

 

Result.Discussion..
Two defining issues can be identified according to the result: transcultural problems and 

problems related directly to FGM. Many of the difficulties with communication and 

preference for gender of healthcare providers were due to problems with the women being 

from a different culture rather than directly related to FGM. The issues such as being put on 

display were directly related to the FGM. Other issues, for instance problems understanding 

the tradition of FGM, are both transcultural and FGM related.  

 

Transcultural.Nursing!
Interviewees stated that when meeting healthcare providers who had a good understanding of 

their situation and culture, it made them feel secure and overall pleased with their healthcare. 

Nurses should be able to understand patients from another culture and to be open to different 

cultural behaviors and traditions. It is important that the nurses do not judge the patient but 

instead focus on showing them respect which will help to improve nursing care. A study of 

immigrant women in Sweden showed that trust was promoted when midwives were 

knowledgeable and empathetic, even if they didn’t speak the same language or the midwife 

did not have a knowledge of the culture. Being knowledgeable and showing empathy could 

still promote trust (Ny, Plantin, Karlsson and Dykes, 2007).  

 
In the result, several areas were shown where nurses can advocate for the patient as part of 

transcultural care. In nursing care, the nurse is responsible for the patient. This means that the 

nurse has to advocate for the patient, especially when it comes to the patient’s right for 

autonomy (Dahlborg-Luckhage, 2012). Choi, Cheung and Pang (2014) showed that nurses 

associate the word advocacy with terms such as guardianship, sense of responsibility, 

protecting the patient against harm and standing up for the patient. Another study of nurses 

done in Sweden by Josse-Eklund, Jossebo, Sandin-Bojö, Wilde-Larsson, & Petzäll, (2014) 

found that there were several traits or factors that lead to patient advocacy. These include the 
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personality of the nurse, the nurse’s morals, the patient nurse-relationship and the work 

environment.  

 

The first area where a nurse can advocate, is realizing that the patient might not know that 

they can request a female healthcare staff. The results show that for cultural reasons the 

patients sometimes prefer a female healthcare provider and translator. The nurse should be 

aware that there may be a preference for gender and ask the patient ahead of time if possible. 

The second area is in situations where there is a language barrier. Nurses need to make sure 

that there is a translator, female if so requested, available when needed. The nurse should also 

advocate for the patient if they feel the patient is at risk for being put on display. If the patient 

agrees to be seen by students and other healthcare providers, the nurse needs to make sure that 

the patient is truly comfortable with the situation and is treated with respect.  

 

A large part of transcultural nursing is communication. Nurses need to be able to 

communicate appropriately verbally and non-verbally with patients from different cultures. 

When communicating verbally it is important to remember to use translators whenever 

possible instead of relaying on family members. Using a translator can help the patient better 

explain their situation as well as understand the information given. Nurses should be aware 

that using a translator can take longer but that the patients often feel that it is beneficial. Also 

shown in the results were inappropriate comments and ignorant questions. Nurses’ verbal 

communication should be respectful and nurses should demand that other healthcare providers 

also communicate in a respectful manner. It is important that nurses express empathy to the 

patients but without causing the patient to lose their pride or dignity. When it comes to non-

verbal communication, it is clear from the results that it is easy for patients to feel hurt by the 

healthcare provider’s reactions to FGM. Smiling and showing signs of caring can go a long 

way to put the patient at ease. Other ways to communicate is through writing. Information 

such as about over-the-counter medications, where it might be hard for the patient to 

remember the name, should be written down. A study of non-verbal communication methods 

shows that illustrations were another successful tool when nurses and patients couldn’t 

communicate. (Otuzoğlu and Karahan, 2014).  
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Although the official name is “female genital mutilation,” nurses might not want to use that 

term when communicating with patients. Women in a Khadija, Barkdull, Augusting and 

Cunningham (2015) study described the term as insulting and degrading. It leaves them with 

the feeling that the healthcare providers viewed them as uncivilized. As seen in the results, 

many women feel shamed by the verbal and non-verbal communication of healthcare 

providers. Using a word like cut or circumcised instead of mutilation is one way for nurses to 

alleviate patient's sense of shame.  

 

FGM.Related.Problems!
The results show a clear lack of understanding of FGM among healthcare providers. A study 

of midwives showed that 68.8% had not received any education on FGM during their studies, 

only 5.7% knew of guidelines for FGM patients and 92.5% wanted more information 

regarding FGM (Cappon, L’Ecluse, Clays, Tency and Leye, 2015). In a study of all healthcare 

providers including nurses, 40% could correctly identify the types. The study showed that 

nurses were better than doctors, including gynecologists, at identifying the different types of 

FGM. The study also showed that those who had received education regarding FGM were 

more familiar with guidelines and protocols than those who had not received any education 

(Kaplan-Marcusan, Toran-Monserrat, Moreno-Navarro, Fabregas and Munoz-Ortiz, 2009). 

As seen in the background, gynecological nursing is important for all nurses not just nurses 

working in gynecology (Almås, Stubberud and Grønseth, 2011). It is important that all nurses 

are educated about what FGM is and how it can affect patients.  

 

CONCLUSION..
The results show that women who live with FGM in different countries where FGM is not the 

tradition show similar experiences with healthcare providers. Similarities include having 

difficulties due to the language barriers, preference for female healthcare providers, the 

negative effects from bad interactions with health providers, having their genitals put on 

display for others and lack of knowledge of FGM by healthcare providers. 
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IMPLICATIONS.
The study highlights the women who live with FGM and their experiences with healthcare 

providers. The study shows several areas of improvement for healthcare providers in regards 

to treating patients living with FGM. Patients experienced problems with healthcare providers' 

lack of knowledge of FGM. These are all areas in which nurses can take charge to improve 

the healthcare services. With increasing migration, it is important that healthcare providers 

treat patients and care for them with respect and without showing their own opinion and 

thoughts about FGM.  

 

RECOMMENDATIONS.FOR.FUTURE.STUDIES.
There are several studies on the experiences of women living with FGM with healthcare but 

the results show very little in relevance to just FGM related problems. A lot of the findings 

focused on interactions with the healthcare providers and not consequences of FGM. More 

studies need to be done on what healthcare providers can do to help with the specific 

complications for women living with FGM.  

 

AUTHORS.CONTRIBUTIONS..
The authors worked together and put an equal amount of effort into the study. All aspects of 

the study were discussed with both authors.  
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APPENDIX..

Appendix i:1  
SBU guide for quality examination  

Questions   

Does the study follow the aim? Yes No 

Was the selection of participants relevant? Yes No 

Were the selection procedures clearly explained?  Yes No 

Is the context clearly described? Yes No 

Are the ethical considerations relevant?  Yes No 

Are the relations between the researcher and subjects clearly described? Yes No 

Is the data collection process clearly described? Yes No 

Is the data collected relevant?  Yes No 

Does the author show an understanding to their relation to data collection?  Yes No 

Is the data analysis clearly described?  Yes No 

Is the data analysis process clearly described? Yes No 

Does the author show an understanding to their relation to data analyses?  Yes No 

Is the result logical? Yes No 

Is the result understandable? Yes No 

Is the result clearly written? Yes No 

Is the result transferrable to similar areas of study? Yes No 

Is the result transferrable to other areas of study? Yes No 

Does the study follow a theoretical reference frame? Yes No 

Is there a hypothesis, theory or model?  Yes No 
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Appendix ii:2  
Articles used in the Result 

Number, Title, Authors, 
Journal, Year and country  

Aim Method Result Quality 

1 

*Being Different and Vulnerable: 
Experiences of immigrant African 
women who have been 
circumcised and sought maternity 
care in Sweden. 

Berggren, V., Bergström, S., 
Edberg, A-K. 
 

Journal of Transcultural Nursing 
 
2006 

 

Sweden 

Explore the encounters 
with the healthcare system 
in Sweden of women from 
Somalia, Eritrea and 
Sudan who have been 
genitally cut. 

 

Qualitative. 
Interview 

 

22 women.  
 

Explorative 
design.  
 

Latent content 
analysis 

All the women suffer from 
FGM.  

 

Both positive and negative 
experiences with 
healthcare.  
 

Difficulties adjusting to a 
new culture.  
 

High  

2  

*Caring for Somali women: 
Implications for clinician- patient 
communication 

 

Carroll, J., Epstein, R., Fiscella, 
K., Gipsom, T., Volpe, E., Jean-
Pierre, P. 
 

Patient Education and Counseling 
 
2007 

 

USA 

To identify characteristics 
associated with favorable 
treatment in receipts of 
preventive healthcare 
services from the 
perspective of resettled 
African refugee women.  

 

In depth 
Interviews 

 

questions based 
on previous 
research, 
feedback from 
previous 
research, 
emerging data 
and peer 
consultation 
 

34 women 
 
grounded theory 
analysis  

Patients were satisfied with 
the continuity of care 

 

Importance of nonverbal 
communication 
 

Women felt the medical 
care was good 
 

It was important to have 
female staff  
 

Privacy was important  
 

Desire for patients to 
improve their healthcare 
knowledge 

High  

3 

*Cervical screening: Perceptions 
and barriers to uptake among 

To explore barriers to, and 
way to improve, uptake of 
cervical screening among 
Somali women in 

A qualitative 
research study 
using focus group 
discussions and 

Lack of knowledge by 
participants about women's 
preventative care 

Women had different 

High  



 

3  

Somali women in Camden 

 

Abdullahi, A., Copping, J., Kessel, 
A., Luck, M., Bonell, C. 
 

Public Health 
 
2009 

 

UK 

Camden, London 

 

in-depth 
interview  

 

50 women 
 
Thematic analysis 

beliefs when it came to 
views on cancer  
 

Problems with language 
barriers and Preference for 
male staff 
 

Embarrassment associated 
with FGM  
 
Past experience affect 
views of screenings 

4 

*Coping and Chronic 
Psychosocial Consequences of 
Female Genital Mutilation in the 
Netherlands 

 

Vioeberghs, E., van der Kwaak, 
A., Knipscheer, J., van der 
Muijsenbergh, M. 
 

Ethnicity and Health 
 
2012 

 

Netherlands 

Explore the psychosocial 
and relational problems of 
African immigrant women 
in the Netherlands who 
underwent female genital 
mutilation.  

 

Mixed method 
design 
quantitative 
structured 
questions and 
qualitative in- 
depth interviews 

 

Grounded theory 
 
Used computer 
program 
ATLAS.ti 

Short and long term effects 
of FGM. 

 

Difficulty with healthcare 
providers. 
 

There are different ways of 
coping with FGM. 
 

 

5 

*Experience from pregnancy and 
childbirth related to female genital 
mutilation among Eritrean 
immigrant women in Sweden. 

 

Lundberg, P., 
Gerezgiher, A. 
 

Midwifery 
 
2008  

Sweden 

To explore Eritrean 
women’s experience of 
female genital mutilation 
during pregnancy 

 

Ethnographic 
interviews  

 

15 women 
 
Thematic analysis  

All women felt fear and 
anxiety during pregnancy 
and childbirth due to FGM. 

 

Most of the women felt 
extreme pain and suffering 
during and after delivery 
due to complications of 
FGM. 
 

Some women felt more 
pain during pelvic exams 
by a male doctor. 
 
The women had both 

High  



 

4  

positive and negative 
experiences of the health-
care system. 

6 

*Female Genital Mutilation in the 
Context of Migration: Experience 
of African Women with the Swiss 
Health Care system 

 

Thierfelder, C., Tanner, M., 
Bodiang, CM. 
 

European Journal of Public Health 
 
2005 

Switzerland 

To study the perspectives 
of the Sub-Saharan 
African women living in 
Switzerland on FGM and 
contrast with views of 
Swiss healthcare 
providers. 

 

Focus group 
discussions and 
individual 
interviews 

 

29 women 
 
Transcriptions 
were analyzed by 
the software 
MAXQDA 

Patients had negative 
experiences with 
healthcare. 

 

Patients felt that staff had a 
lack of knowledge of 
FGM.  
 

There are long term 
physical complications 
related to FGM. 
 
Not informed about 
reinfibulation 

Medium  

7 
 
*Knowledge and Beliefs about 
Health Promotion and Preventive 
Health Care -among Somali 
Women in the  
United States 
 

Carroll, J., Epstein, R., Fiscella, 
K., Volpe, E., Diez, k., Omar, S.  
 

Health Care for Women 
International 
 

2007 
 
USA 

Explore 
conceptualizations of the 
health promotion and 
experiences with 
preventive health services 
among African refugee 
women 

 

In depth 
interviews.  
 

34 women  
 

Grounded theory 
to analyze data  
 

Some aspects of health 
promotion were considered 
more important than 
others.  
 

Healthcare services were 
considered important but 
little was know about 
them.  
 

There were several things 
that lead to their well-
being.  
 

High  

8 
 
Perspectives of Somalia Bantu 
refugee women living with 
circumcision in the United States: 
A focus group approach 
 
Upvall, M., Mohammed, K., 
Dodge, P. 
 

To explore healthcare 
perspectives of Somali 
Bantu refugees in relation 
to their status as women 
who have been 
circumcised and resettled 
in the United States. 

Focus groups 
 
23 women 
 
Thematic analysis 

The women had similar 
stories about cutting.  
 
Communication is obstacle 
 
Previous experiences with 
healthcare is a huge 
influences  
 
 

High! 



 

5  

International Journal of Nursing 
Studies 
 
2009  
 
USA 

9 

* Somali refugee women’s 
experiences of maternity care in 
West London: a case study 

 

Harper Bulman, K., Mccourt, C. 
 

Critical Public Health 
 
2002 

UK 

To develop an 
understanding of the 
reality faced by Somali 
women in their contacts 
with maternity services in 
the UK. 

 

Qualitative. 
Semi-structured 
interviews using 
a narrative 
approach. 

 

12 women 
 
findings coded in 
order to create 
themes.  

Women felt there was a 
large language barrier. 

 

The interpreters were not 
skilled. 
 

Women felt unable to 
describe health problems. 
 

Women felt unsupported 
and frightened 

High  

10 

*What Somali Women say about 
Giving Birth in Canada. 

 

Chalmers, B., Omer-Hashi, K. 
 

Journal of Reproductive and Infant 
Psychology 
 
2002 

Canada 

To gain information about 
Somali women’s 
perceptions of their recent 
care during pregnancy and 
birth as well as of their 
earlier genital mutilation 
experience. 

 

Interviews  
 

432 Somali 
women. 
 

Open ended 
questions based 
on literature 
review as well as 
focus group 
discussions. 
 

Descriptive and 
content analysis. 

Women wanted more 
sympathy and respect. 

 

Women wanted more 
privacy. 
 

Needed appropriate care 
for FGM  
 
Language services were 
rarely used 

High  

 


