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ABSTRACT: Background: The tradition of female genital mutilation/cutting (FGM/C) has
spread in Europe as a result of immigration. Although it is known to have negative health
impacts, the exact prevalence of FGM/C and its health effects in Finland are unknown. This
study explores the prevalence of FGM/C, the sociodemographic characteristics associated with
it, and its health effects among women of Somali and Kurdish origin in Finland. Methods:
Data were obtained from the Migrant Health and Well Being Study carried out in 2010–2012.
This study uses data from interviews with Somali (N = 165) and Kurdish origin (N = 224)
women. The participation rate was 37 percent for Somali and 54 percent for Kurdish origin
women. Results: The prevalence of FGM/C was 69 percent among those of Somali origin and
32 percent among those of Kurdish origin. Having no education and older age were
significantly associated with FGM/C, as was marriage amongst women of Somali origin, and
the practice of Islam among women of Kurdish origin. Reporting good self-perceived health
was more common among women without FGM/C. Outpatient visits to medical doctors were
less common among women of Somali origin with FGM/C, compared with women without
FGM/C. About 26 percent of Somali origin and 39 percent of Kurdish origin women with
FGM/C reported reproductive or other health problems because of FGM/C. Discussion: FGM/C
is more common in Finland than previously assumed, particularly among women of Kurdish
origin. Women with FGM/C need improved access to culturally competent health services to
address the health impacts of FGM/C. Education and outreach to immigrant communities to
prevent future FGM/C are also urgently needed. (BIRTH 43:3 September 2016)
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Female genital mutilation/cutting (FGM/C) includes all
procedures that are performed for nonmedical reasons
involving partial or total removal of the external female
genitalia, or other injury to the female genital organs
(1,2). An estimated 125 million girls and women live with
FGM/C in the world today, and three million girls are at
risk of being subjected to the practice every year (1,2).

Most of the girls who have been subjected to the practice
live in Africa, Asia, and the Middle East. As a result of
immigration, the tradition has spread all over the world. It
has been estimated that half a million girls and women in
Europe have been subjected to FGM/C (3). The risk of
FGM/C is still present after immigration to Europe.
Although there is little current evidence that FGM/C is
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practiced within the area of the European Union, the
daughters of immigrants form a large group who may be
subjected to FGM/C while traveling outside the European
Union. Estimating the prevalence of FGM/C in Europe is
complex as no standardized methods and data have
existed on this intimate phenomenon (4,5). It is assumed
that 180,000 girls are at risk of FGM/C in Europe. Isman
et al. estimated in their study that in Scandinavia there are
100,000 immigrants from countries where FGM/C is a
tradition (6). Elgaali et al. showed in their quantitative
study that 19 percent of the daughters of African immi-
grants in Scandinavia had been circumcised while living
in Scandinavia (7). However, in Finland, like in many
European countries, there are no precise estimates of the
prevalence of FGM/C or the health impacts of FGM/C
among immigrant women living in the country.

Studies on FGM/C, its health consequences and care
requirements are scarce and are mostly concentrated on
African countries (8). FGM/C has been internationally
recognized as a violation of human rights (2,9). The
ancient tradition also reflects inequality between the
sexes and discrimination against women. The tradition
violates children’s rights and individuals’ right to health,
security, and physical sanctity.

FGM/C has several negative health impacts (2,8–10).
Short-term impacts include severe pain, bleeding, and
infections; while long-term impacts include painful men-
struation and intercourse, cysts, and psychosocial prob-
lems. Childbirth complications such as prolonged labor,
obstruction, perineal tears, and postpartum hemorrhage
are common among women who have been subjected to
FGM/C. The degree of cutting and the circumstances
under which the procedure was performed also influence
the severity of subsequent health impacts.

The number of migrants to Finland has been growing
during the past decade. In 2012, over 220,000 citizens
of foreign origin were living in Finland, with Russians,
Estonians, Somalis, and Iraqis forming the biggest
groups (11). FGM/C prevalence is known to be high
among Somalis (12). However, there is little informa-
tion on the tradition of FGM/C among Kurdish women,
though it is known that in Iraqi Kurdistan, the preva-
lence of FGM/C is between 40 and 70 percent (13–15).
In Finland, the Ministry of Social Affairs and Health
has published a specific action plan on the prevention
of FGM/C for the years 2012–2016 (16). Still, there is
little information on the prevalence of FGM/C among
migrants in Finland (3), and the experienced health
effects have not been studied. The purpose of this
study is to explore the prevalence of FGM/C and its
perceived health effects. We also study whether FGM/
C is associated with socio-demographic characteristics,
self-perceived health, and outpatient visits to a medical
doctor among women of Somali and Kurdish origin in
Finland.

Methods

In Finland, the National Institute for Health and Wel-
fare collected data on health, well being, use of ser-
vices, and the living conditions of working-aged
immigrants of Russian, Somali, and Kurdish origin in
2010–2012. The Migrant Health and Wellbeing Study
consisted of a health examination and a health inter-
view. The questionnaire was structured, and consisted
of questions on migration history, living conditions,
socioeconomic characteristics, health, health behaviors,
and use of health services. The questionnaire was
developed based on previous national health surveys
among the general population, with some new modules
added on specific migrant health issues (such as
FGM/C). The feasibility and concept validity of the
questionnaire was evaluated in focus groups with health
care professionals and survey staff of Russian, Kurdish,
and Somali origin, as well as in a pilot study. Among
other reproductive health issues, FGM/C status was
asked in personal interviews with women of Somali
and Kurdish origin. The study has been described in
more detail elsewhere (17).

Data were collected in six municipalities with the
highest proportions of migrants, three in the metropoli-
tan area (Helsinki, Espoo, Vantaa) and three in other
parts of the country (Turku, Tampere, Vaasa). These
areas covered 93 percent of Somali and 67 percent of
Kurdish origin migrants who met the inclusion criteria
in Finland in 2008. A sample of 1,000 persons from
each ethnic group was randomly selected from the
National Population Registry. Included women were
18–64 years of age, lived in Finland for at least 1 year,
and were born in Somalia, Iraq, or Iran. A person with
Somalia as the country of birth was defined as being of
Somali origin. A person with Iraq or Iran as a country
of birth and Kurdish Soran as the mother tongue was
defined as being of Kurdish origin. The sampling
method used was that of stratified random sampling by
the municipality and ethnic group. The size of the
migrant population defined the sample size in each of
the six geographic areas.

An invitation letter was first mailed and was followed
up with a telephone contact. If the person was not
reached by telephone, home visits were made. This
study uses data from the interviews, which were done
either as a separate interview by an interviewer or as a
part of health examination made by a nurse. The partici-
pation rate varied between the groups: 54 percent for
Kurdish and 37 percent for Somali women. Bilingual
interviewers and nurses implemented the interviews to
ensure data quality. The mother tongue of the interview-
ers had to be Somali or Kurdish Soran. The interviewers
had 2 weeks training before the study. The interviews
took place at the home of participants, at the location of
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the health examination (municipal health centre or tem-
porary clinic), or some other place chosen by the partic-
ipant (e.g., work place or library, if a private room was
available). Since the theme is gender-sensitive the ques-
tions concerning FGM/C were instructed to be asked
only by a female interviewer or nurse; for this reason,
these sensitive questions were not asked of all women
taking part in the interviews. If a male interviewer car-
ried out the interview, this set of questions was asked
by the nurse during the health examination. Responses
were given to these questions by 85 percent of Somali
and 97 percent of Kurdish female participants.

The Coordinating Ethical Committee of the Hospital
District of Helsinki and Uusimaa gave ethical approval
for the study (19.1.2010 325/13/00/2009). The partici-
pants gave their written informed consent for the health
interview.

Interview questions included the participants’ age,
marital status (married, civil union, cohabitation,
divorced, widower, unmarried), education (no educa-
tion, primary, secondary or higher), and religion (none,
Orthodox, Lutheran, Muslim, Jewish, other). Self-per-
ceived health was also assessed (good, rather good,
moderate, rather poor, and poor).

Reproductive health was measured by a series of
questions as to whether they had had FGM/C (yes, no),
problems during pregnancy or delivery as a result of
FGM/C (yes, no), reluctance to give birth because of
difficult delivery (yes, no), infections because of
FGM/C (yes, no); pain as a result of FGM/C (yes, no);
difficulties in marital life as a result of FGM/C (yes,
no); other health problems (not specified) related to
FGM/C (yes, no). Participants were also asked whether
they had ever had a miscarriage (yes, no), whether they
had visited a doctor within the last 12 months, and
about their degree of satisfaction with their own health
(very satisfied, satisfied, neutral, unsatisfied, and very
unsatisfied).

Data analyses were conducted using Stata version
13.1 (STATA Corporation, College Station, TX, USA).
Inverse probability weights were used to correct for the
effects of nonresponse and different sampling probabili-
ties to provide representative results for each migrant
population (18). The different sampling probabilities
and nonresponse were handled using inverse probabil-
ity weights based on age group, sex, migrant group,
study location, and marital status. Descriptive statistics
and frequency distributions were used to describe the
data, while cross-tabulations were used to explore the
associations between the socio-demographic factors,
self-perceived health, health care use, and FGM/C. The
statistical significance of the differences was tested
using Pearson’s chi-square (92), Fisher’s test, or the
Adjusted Wald test; statistical significance was set at
p < 0.05.

Binary logistic regression analyses were used to
describe the associations as odds ratios (OR) with 95%
confidence interval (CI). The dependent variable in the
logistic regression model was FGM/C (Yes = 1,
No = 0). To control for possible confounding effects,
the statistically significant explanatory variables from
the univariate analysis were entered into a multivariate
logistic regression analysis and the models were
adjusted for age, marital status, education, and religion.

Results

The total number of women who answered the question
about FGM/C was 165 of Somali origin and 224 of
Kurdish origin (Table 1). The mean age among women
of Somali origin was 34.3 years (range 18–63) and
among women of Kurdish origin 35.8 (range 18–62).
In the Somali origin group, all but one woman were
Muslims and in the Kurdish origin group, 75 percent of
women were Muslims. Of the women, 66 percent of
Somali origin and 69 percent of Kurdish origin were
married or in a civil union or in a registered partner-
ship. About 33 percent of Somali and 18 percent of
Kurdish origin women had no school education.

Most women of Somali origin defined their self-per-
ceived health as good or rather good (82%), whereas
women of Kurdish origin gave this rating less often
(63%; Table 1). Women of Kurdish origin made out-
patient visits to see a medical doctor somewhat more
often than women of Somali origin. Almost all
women of Somali origin were satisfied with their
health, while 62 percent of women of Kurdish origin
were satisfied with their health. After adjusting for
age, the prevalence of FGM/C was 69 percent among
women of Somali origin and 32 percent among
women of Kurdish origin. Problems during pregnancy
or delivery because of FGM/C were reported by 18
percent of the women with FGM/C in both groups.
Other health problems because of FGM/C were
reported by 9 percent of the Somali origin women
and by 20 percent of the Kurdish origin women with
FGM/C, including reluctance to give birth again
because of difficult delivery, infections, pain, and dif-
ficulties in marital life.

Marriage or civil union was significantly more com-
mon among women of Somali origin with FGM/C than
those without FGM/C (Table 2). Older women (of both
Somali and Kurdish origin) more often had experienced
FGM/C than younger women. Women of Somali origin
with FGM/C significantly more often had no school
education compared with those without FGM/C.
Women of Kurdish origin with FGM/C were more
often Muslims than women without FGM/C. Having
no school education was significantly more common
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among women of Kurdish origin with FGM/C than
those without FGM/C.

Good self-perceived health was reported more often
by women of Somali origin without FGM/C than with
FGM/C (Table 2). Outpatient visits to a medical doctor
were significantly more common among women of
Somali origin without FGM/C than with FGM/C. The
FGM/C status made no difference in satisfaction with
health among women of Somali origin. Women of Kur-
dish origin with FGM/C were more often very satisfied
or satisfied with their health than Kurdish women with-
out FGM/C.

Logistic regression was used to model the likelihood
of having FGM/C after controlling for age, marital sta-
tus, education, and religion (Table 3). Separate models
were run for women of Somali and Kurdish origin.
Older age, being married or in a civil union, and hav-
ing no school education were significantly associated

with FGM/C for women of Somali origin (Table 3).
Education was strongly associated with FGM/C among
women of Kurdish origin; after adjustment for other
variables, the odds ratio for FGM/C was 11.04(5.57–
21.89) for women with no education, compared with
women with a secondary or higher education. The odds
ratio was 3.68(2.05–6.61) for women with primary edu-
cation, when compared with higher educated women.

We also used logistic regression to examine whether
FGM/C was associated with women’s perceived health,
and use of health services, after adjustment for age,
marital status, and education (Table 4). Women of
Somali origin with FGM/C made outpatient visits to a
medical doctor less often compared with women with-
out FGM/C. Compared with women of Somali origin
with FGM/C, those without FGM/C were much more
likely to report their health to be good. The FGM/C-
status of women of Kurdish origin was not statistically
significantly associated with health care use. The
adjusted odds ratio for Kurdish women with FGM/C
satisfied with their health was 1.81(1.03–3.18), when
compared with Kurdish women without FGM/C.

Discussion

This study showed that the prevalence of FGM/C
among ethnic minority women living in Finland is
higher than has previously been assumed, particularly
among women of Kurdish origin. Older age and having
no education were strongly associated with FGM/C in
both women of Somali and Kurdish origin. Also,
among women of Somali origin, being married was
strongly associated with FGM/C. Although FGM/C is
not prescribed by any religion (2), being Muslim was
associated with FGM/C among women of Kurdish ori-
gin. Muslim faith is more prevalent among the popula-
tion groups that have a tradition of FGM/C; however,
the tradition is not directly linked to the religion. The
association of religion could not be studied among
women of Somali origin, since nearly all the partici-
pants were Muslims. Among women of Somali origin,
reporting good self-perceived health was more common
among women without FGM/C than for those with.
Outpatient visits to a medical doctor were also more
common among women without FGM/C. The results
show that one-fifth of women with FGM/C had experi-
enced problems during pregnancy or labor, such as
pain, which they considered was because of FGM/C.

In our study, having no school education was
strongly associated with FGM/C, which is in line with
previous studies (19,20). Refaat et al. showed that
urban and educated women’s daughters are less likely
to undergo FGM/C (19). Saleem et al. found that chil-
dren of uneducated mothers were eight times more

Table 1. Socio-Demographic Characteristics, Self-Per-
ceived Health, Outpatient Visits to Doctor, and Satisfac-
tion with Health of Women of Somali and Kurdish
Origin, Finland, 2010–2012

Women of
Somali origin

Women of
Kurdish origin

N = 165 N = 224

Age N (%) N (%)

18–29 64 (40.5) 65 (29.9)

30–44 60 (37.7) 108 (48.1)

45–64 41 (21.8) 51 (22.0)

Religion

Muslim 164 (99.4) 168 (74.5)

Other/none 1 (0.6) 56 (25.6)

Marital status

Married/civil union 110 (66.0) 161 (68.5)

Unmarried/
divorced/widow

53 (34.0) 63 (31.5)

Education

No formal education 63 (32.6) 42 (17.7)

Primary 76 (49.7) 87 (39.0)

Secondary/higher 24 (17.7) 94 (43.3)

Miscarriages
(ever had at least one)

52 (30.1) 58 (24.9)

Self-perceived health

Good or rather good 135 (82.3) 137 (62.7)

Poor or moderate 29 (17.7) 87 (37.3)

Outpatient visit to
doctor in past 12 months

97 (59.5) 168 (74.7)

Satisfaction with own health

Satisfied 151 (93.1) 137 (62.1)

Unsatisfied 10 (6.9) 87 (37.9)

Numbers may not add exactly to totals due to missing data.
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likely to have FGM/C compared with children of moth-
ers with over nine years of education (20). Both the
education of the girl’s father and the employment status

of the girl’s mother have been shown to be significant
factors associated with FGM/C (21). FGM/C is usually
performed in childhood, and may bear little relationship
with current socio-demographic status. Still, the results
indicate that women with low educational status need
more information on FGM/C, as their daughters may
be at higher risk of FGM/C. Previous research has
found that mothers play an important role in decision-
making about FGM/C (22). However, in Europe and
even in Finland, attitudes toward FGM/C may have
been changed among those who have lived longer in
the new country (23). A systematic review of FGM/C
studies in Europe by Exterkate (24) showed that daugh-
ters of an immigrant family (second generation) have
somewhat little risk of undergoing FGM/C.

In some traditional societies, FGM/C is a require-
ment for getting married so it is not surprising that
FGM/C is more common among older married than
among unmarried women (1,20). Consistent with other
studies (2,15), FGM/C was more common in older age
groups, which shows the decline in the practice among
younger generations. Preventive work both in Finland
and in the countries of origin are also likely to have
had some effect.

Use of outpatient medical care was more common
among women without FGM/C in this study. Similar
results were seen in the study of Norman et al. as
women with FGM/C reported many barriers to health
service use (25). In a United Kingdom study, women
with FGM/C lacked knowledge about FGM/C, while
poor communication skills among health care providers
led to poor management of childbirth and women

Table 2. Background Characteristics, Self-Perceived Health, Outpatient Visits to Doctor, and Satisfaction with Health of
Women of Somali and Kurdish Origin with and without FGM/C, Finland, 2010–2012

Women of Somali origin Women of Kurdish origin

N = 165 N = 224

FGM/C %
(n = 115)

No FGM/C %
(n = 50)

FGM/C %
(n = 71)

No FGM/C %
(n = 153)

Age

18–29 30.3 61.7* 22.1 33.7

30–44 42.5 27.7* 57.6 43.4

45–64 27.2 10.6* 20.2 22.9

Muslim 99.1 100 83.8 69.6*

Married/in civil union 74.4 50.1 74.5 65.7

No education 35.1 27.6* 33.9 9.3*

Miscarriages 31.4 26.7 23.1 25.9

Good self-perceived health 49.4 68.9* 39.5 41.3

Poor self-perceived health 3.6 12.7 11.4 9.5

Outpatient visit to doctor in past 12 months 53.3 72.0* 71.7 76.1

Very satisfied/satisfied with health 94.2 90.3 69.5 58.2*

*Statistically significant difference at p < 0.05 level. FGM/C = female genital mutilation/cutting.

Table 3. Adjusted Odds Ratios for FGM/C among
Women of Somali and Kurdish Origin, Finland, 2010–
2012

Women of
Somali origin

Women of
Kurdish origin

OR (95% CI) OR (95% CI)

Age

18–29 1.00 1.00

30–44 3.13 (1.51–6.48) 2.02 (1.16–3.51)
45–64 5.21 (2.09–13.0) 1.35 (0.68–2.68)

Marital status

Unmarried/
divorced/
widowed

1.00 1.00

Married/
civil union

3.38 (1.73–6.59) 1.31 (0.98–2.94)

Education

Secondary/
higher

1.00 1.00

Primary 2.91 (1.22–6.94) 3.68 (2.05–6.61)
No education 3.73 (1.49–9.36) 11.04 (5.57–21.89)

Religion

Other NA* 1.00

Muslim NA* 2.02 (1.12–3.63)

*Too few observations for statistical analysis. 95% CI = 95% confi-
dence interval. Bolded odds ratios represent significant associations.
FGM/C = female genital mutilation/cutting.
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feeling different or abnormal. These reasons can lead to
under-use of health care services (23,26).

FGM/C has negative impacts on health and it can
cause problems during pregnancy and delivery. These
impacts need to be addressed in health services for
immigrant women.

Strengths and Limitations

The strength of this study is that it is based on a ran-
dom population sample. A population-based survey is a
good tool for estimating the prevalence of FGM/C and
it also enables the study of other outcomes and their
associations with FGM/C. Studying migrants as a target
population is known to be difficult because migrants do
not tend to take part in demographic surveys, with lan-
guage and culture often preventing their participation
(27). The moderate response rate (37 and 54% for
women of Somali and Kurdish origin, respectively) can
therefore be considered reasonable for a migrant sur-
vey. Interviewers in the data collection phase were of
the same origin as the participants, which allowed for
communication with participants in their mother ton-
gue, which helps to build trust and express understand-
ing toward the respondents’ cultures.

A limitation was that the subject of FGM/C is very
sensitive. It is known that the self reporting of different
forms of FGM is unreliable and underreporting is com-
mon (28) but also overreporting has been documented
(21). While the FGM/C-status was not examined, only
asked about, underreporting is more likely as is recall
bias, as not all those interviewed would be able or will-
ing to tell about their FGM/C situation in the interview.
For 26 Somali and 6 Kurdish women, the question
about FGM/C was not asked or the participants refused

to answer the question. This may have led to an under-
estimation of the prevalence of FGM/C. Respondents
may know that FGM/C is illegal in Finland, which
might have meant that social acceptability bias led to
underreporting of FGM/C. It is also possible that some
women with FGM/C may not associate their health
symptoms and discomforts as being because of FGM/
C. Women also may be reluctant to view their FGM/C
in negative terms as it might mean having negative
feelings about their parents and family members who
were responsible for the FGM/C. Thus, women with
FGM/C often do not complain about the discomforts
they have, negative health consequences can be under-
reported, and health sometimes can be perceived in a
positive perspective.

Conclusions

This study shows that the prevalence of FGM/C was
69 percent among those of Somali origin and 32 per-
cent among those of Kurdish origin. Education, marital
status, and older age are the main sociodemographic
factors associated with FGM/C in Finland. FGM/C is
more common among migrant women living in Finland
than was previously assumed, especially among women
of Kurdish origin. Further studies and linking the data
to the Medical Birth Register would enable the study
of women’s health during pregnancy and childbirth and
possible associations to FGM/C.

As a result of the increasing number of migrants,
actions against FGM/C are still needed, not only in
migrants’ countries of origin but also in Europe, as it
violates human rights and has negative health impacts.
Our results indicate that women with low educational
status need more information on FGM/C, as their

Table 4. Odds Ratios for Health Outcomes among Women of Somali and Kurdish Origin with and without FGM/C,
Finland, 2010–2012

Health outcomes
Women of Somali origin

with FGM/C
Women of Kurdish origin

with FGM/C
Women without

FGM/C

Outpatient visit to doctor in past 12 months

Model 1: OR (95% CI) 0.26 (0.13–0.53) 0.92 (0.54–1.58) 1.00

Model 2: OR (95% CI) 0.36 (0.16–0.80) 0.61 (0.34–1.10) 1.00

Self-perceived health good

Model 1: OR (95% CI) 0.54 (0.22–1.28) 0.80 (0.50–1.28) 1.00

Model 2: OR (95% CI) 0.36 (0.17–0.77) 1.34 (0.75–2.38) 1.00

Satisfied with health

Model 1: OR (95% CI) 1.39 (0.45–4.34) 1.42 (0.88–2.30) 1.00

Model 2: OR (95% CI) 1.88 (0.50–7.02) 1.81 (1.03–3.18) 1.00

Model 1: Unadjusted odds ratio. Model 2: Adjusted for age, marital status, education, and religion (Kurdish origin). Final multivariate model pre-
sents the forward step logistic regression analysis. Bolded odds ratios represent significant associations. 95% CI = 95% confidence interval.
FGM/C = female genital mutilation/cutting.
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daughters may be at higher risk of being cut. Profes-
sionals in health care, education, and immigration
should be trained to address the issue, to focus on pre-
vention, but also to give their support to women living
with FGM/C or who are at risk of being subjected to
the practice. Campaigns against FGM/C need to be tar-
geted toward immigrant communities in Europe. This
would serve to improve the health and well being of
recent migrants, and also to indirectly influence atti-
tudes toward FGM/C in their countries of origin.

References

1. WHO. Female genital mutilation. Fact sheet N°241. Accessed
April 25, 2015. Available at: http://www.who.int/mediacen-
tre/factsheets/fs241/en/index.html.

2. UNICEF. Female Genital Mutilation/Cutting: A Statistical Over-
view and Exploration of the Dynamics of Change. New York:
United Nations Children’s Fund, 2013.

3. EIGE. European Institute for Gender Equality. Female genital
mutilation in the European Union and Croatia. Vilnius, Lithua-
nia: Author, 2013.

4. EIGE. European Institute for Gender Equality. Estimation of girls
at risk of female genital mutilation in the European Union.
Report. Vilnius, Lithuania: Author, 2015.

5. Ortensi LE, Farina P, Menonna A 2012. Improving estimates of
the prevalence of female genital mutilation/cutting among
migrants in Western countries. Demographic Research, 32;543–
562.

6. Isman E, Ek�eus C, Berggren V. Perceptions and experiences of
female genital mutilation after immigration to Sweden: An explo-
rative study. Sex Reprod Healthc 2013;4:93–98.

7. Elgaali M, Strevens H, Mardh PA. Female genital mutilation—
An exported medical hazard. Eur J Contracept Reprod Health
Care 2005;10(2): 93–97.

8. Andro A, Cambois E, Lesclingand M. Long-term consequences
of female genital mutilation in a European context: Self per-
ceived health of FGM women compared to non-FGM women.
Soc Sci Med 2014;106:177–184.

9. WHO. An Update on WHO’s Work on Female Genital Mutila-
tion (FGM). Progress Report. Geneva: WHO, 2011.

10. Balogun O, Hirayama F, Wariki W, et al. Interventions for
improving outcomes for pregnant women who have experienced
genital cutting (Review). The Cochrane Library 2013, Issue 2.

11. Official Statistics of Finland (OSF): Official Statistics of Finland
[e-publication]. Accessed April 3, 2015). Available at: Helsinki:
Advisory Board of OSF http://www.stat.fi/meta/svt/in-
dex_en.html.

12. World Bank & UNFPA. Female Genital Mutilation/Cutting in
Somalia. New York: World Bank & UN Population Fund, 2004.

13. Human Rights Watch. Iraqi Kurdistan: Law Banning FGM a
Positive Step. 2011. Accessed April 7, 2015. Available at: http://
www.refworld.org/docid/4e37aac92.html.

14. WADI. FGM. Female Genital Mutilation in Iraqi-Kurdistan. An
Empirical Study by WADI. Frankfurt am Main, Germany: Associ-
ation for Crisis Assistance and Development Co-operation, 2010.

15. Dehghankhalili M, Fallahi S, Mahmudi F, et al. Epidemiology,
regional characteristics, knowledge, and attitude toward female
genital mutilation/cutting in Southern Iran. J Sex Med 2015;12
(7):1577–1583. doi: 10.1111/jsm.12938.

16. Ministry of Social Affairs and Health. Action Plan for the Pre-
vention of Circumcision of Girls and Women 2012–2016 (FGM).
Helsinki, Finland: Ministry of Social Affairs and Health, 2012.

17. Castaneda A, Rask S, Koponen P, et al. (ed.) 2012. Migrant
Health and Wellbeing. A Study on Persons of Russian, Somali
and Kurdish Origin in Finland. Report 61/2012. Helsinki, Fin-
land: National Institute for Health and Welfare (THL), 2012.
Report 61/2012. Helsinki 2012. (Report in Finnish with English
summary)

18. Robins J, Rotnitzky A, Zhao L. Estimation of regression coeffi-
cients when some regressors are not always observed. J Am Sta-
tist Assoc 1994;89:845–866.

19. Refaat L, Farag A, Ramadan I. Socio-demographic characteristics
of female genital mutilation and its relation to sexual function.
AAMJ 2009;7(2):316–331.

20. Saleem R, Othman N, Fattah F, et al. Female genital mutilation
in Iraqi kurdistan: Description and associated factors. Women
Health 2013;53:6: 537–551.

21. Yasin B, Al-Tawil N, Shabila N, Al-Hadithi T. Female genital
mutilation among Iraqi Kurdish women: A cross-sectional study
from Erbil city. BMC Public Health 2013;13:809.

22. Koroma JM. Female Genital Mutilation in the Gambia: A Desk
Review. Banjul, Gambia: National Women’s Bureau, 2002.

23. M€ols€a M. Ajat ovat muuttuneet. Selvitys tytt€ojen ja naisten
ymp€arileikkaukseen liittyvist€a asenteista ja aikeista
p€a€akaupunkiseudulla asuvien maahanmuuttajien keskuudessa.
Ihmisoikeusliitto ry, 2004.

24. Exterkate M. Female genital mutilation in the Netherlands:
prevalence, incidence and determinants. Utrecht (Netherlands):
Pharos Centre of Expertise on Health for Migrants and Refugees;
2013. Accessed April 7, 2015. Available at: http://www.awe-
pa.org/wp-content/uploads/2013/05/female-genital-mutilation-in-
the-netherlands.pdf.

25. Norman K, Hemmings J, Hussein E, Otoo-Oyortey N. FGM Is
Always With Us. Experiences, Perceptions and Beliefs of Women
Affected by Female Genital Mutilation in London. Results from a
PEER Study. London: Options Consultancy Services and Foun-
dation for Women’s Health, Research and Development, 2009.

26. Rask S, Castaneda A, Koponen P, et al. The association between
mental health symptoms and mobility limitation among Russian,
Somali and Kurdish migrants: A population based study. BMC
Public Health 2015, 15:275.

27. Rechel B, Mladovsky P, Deville W. Monitoring migrant health
in Europe: A narrative review of data collection practices. Health
Policy 2012;105(1):10–16.

28. Elmusharaf S, Elhadi N, Almroth L. Reliability of self reported
form of female genital mutilation and WHO classification: Cross
sectional study. BMJ 2006;333:124. doi: http://dx.doi.org/
10.1136/bmj.38873.649074.55

246 BIRTH 43:3 September 2016

http://www.who.int/mediacentre/factsheets/fs241/en/index.html
http://www.who.int/mediacentre/factsheets/fs241/en/index.html
http://www.stat.fi/meta/svt/index_en.html
http://www.stat.fi/meta/svt/index_en.html
http://www.refworld.org/docid/4e37aac92.html
http://www.refworld.org/docid/4e37aac92.html
http://dx.doi.org/10.1111/jsm.12938
http://www.awepa.org/wp-content
http://www.awepa.org/wp-content
http://dx.doi.org/10.1136/bmj.38873.649074.55
http://dx.doi.org/10.1136/bmj.38873.649074.55

