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ABSTRACT 

 

Objectives: To assess labor, delivery and postpartum complications in nulliparous women with FGM/C and evalu-

ate the attitude of mothers towards elimination of  female genital mutilation.  

Methods: A prospective hospital based study using structured questionnaire was conducted between January to 

March 2015 at Karamara hospital, Jijiga, Ethiopia. All nulliparous women admitted for labor and delivery were 

included. Data were collected regarding circumcision status, events of labor, delivery; postpartum and neonatal 

outcomes as well as attitude of mothers towards elimination of female genital mutilation.  

Results: Two hundred sixty four (92.0%) of the women had female genital mutilation  with most (93.0%) undergo-

ing Type III female genital mutilation.. The mean age of the women was 22 yr. Failure to progress in 1st stage and 

prolonged 2nd stage of labor occurred in 165 (57.0%) and189 (65.6%) of the cases respectively. Caesarean section 

was performed in 17.0% and instrumental delivery in 23.0%. 64.5% required episiotomies, 83.3% had an anterior 

episiotomy, 29 % had perineal tears, 25.7%% experienced post-partum hemorrhage and 24% postpartum infec-

tion. Among the newborns, there were 6.4% perinatal deaths; 18.8 % low birth weight and 1.5% birth injuries. 

Almost all complications were more frequently seen in circumcised compared to non-circumcised women.   

Conclusions: The prevalence of female genital mutilation  is high and it substantially increases the risk of many 

maternal complications. Health professionals should be aware of these complications and support/care of women 

with female genital mutilation.  should be integrated at all levels of reproductive health care provision. Capacity 

building of responsible health professional should be initiated in the area with intensification of female genital 

mutilation.  eradication activities.   
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INTRODUCTION 
 

 

Female genital mutilation (FGM) is gender based 

violence against women and a violation of basic hu-

man rights. FGM comprises all procedures involving 

partial or total removal of the external female genita-

lia or other injury to the female genital organs for 

non-medical reasons (1,2). According to WHO, ap-

proximately 100–140 million girls and women 

worldwide have undergone some form of FGM and 

about 3 million girls undergo this procedure each 

year mainly in Africa(1). Estimated prevalence of 

FGM in 27 countries across Africa ranged from 98% 

in Somalia to less than 1% in Uganda (1,2). Accord-

ing to most recent data 91, 5 million girls and women  

 

 

 

 

above 9 years old in Africa are currently living with  

the consequences of female genital mutilation (1). 

According to the 2005 demographic and health sur-

vey (DHS), around 74% of girls and women in 

Ethiopia have undergone some form of FGM with 

wide regional differences (3). FGM associated with 

many immediate and late complications. A recent six

-country study  published by WHO in The Lancet has 

shown that women who have had female genital mu-

tilation (FGM/C) are significantly more likely to 

experience difficulties during childbirth, and that the 

likelihood of complications increases by the extent 

and severity of the FGM/C (4).  
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 The most recent systematic review of the scientific 

literature and quantitative meta-analyses of the ob-

stetric consequences of FGM/C was done in 2013 in 

Norway which included 44 primary studies involving 

almost 3 million participants (5). The results showed 

that prolonged labor, obstetric lacerations, instrumen-

tal delivery, obstetric hemorrhage, and difficult de-

livery are markedly associated with FGM/C, indicat-

ing that FGM/C is a factor in their occurrence and 

significantly increases the risk of delivery complica-

tions (5).  

 

The only single study done in Ethiopia concluded 

that negative impact of FGM/C was observed more 

on the maternal side than on the neonatal (6). Despite 

many elimination efforts, FGM is still a deep rooted 

practice in Somali region, where the severest form of 

FGM (infibulation) is practiced, and nearly 97% of 

females are reportedly affected (3). But there are no 

systematic data on the obstetric complications associ-

ated with female genital mutilation in the area. The 

identification of labor and delivery complication in 

circumcised women in the Somali region where 

prevalence of FGM & fertility rates are high, is of 

paramount importance in order to devise strategies 

for prevention and clinical management of obstetric 

complications of FGM and for increasing public/

health professional awareness on the birth complica-

tions of  FGM In light of the above facts a hospital 

based study was conducted between Jan 2015 to 

March 2014 to identify and describe labor and deliv-

ery complications seen in circumcised laboring 

women who are admitted to the labor ward of 

Karamara Regional Hospital. The attitude of the 

women towards elimination of FGM was also as-

sessed. 

 
General Objective: To identify labor, delivery and 

immediate postpartum complications in nulliparous 

women with FGM/C admitted to Karamara hospital   

Specific objectives: To determine the incidence of 

labor, childbirth and postpartum complications in 

circumcised women. To characterize labor and deliv-

ery complications in circumcised women. To assess 

the attitude of women towards elimination of FGM. 

 

 

PATIENTS AND METHODS 
 

A hospital based cross sectional, descriptive study 

was conducted between Jan 2015 to March 2015 at 

Karamara hospital located in Jigjiga town of the So-

mali Regional State, in Eastern Ethiopia. Somali re-

gional state is located 780 km away from the capital 

of Ethiopia, Addis Ababa. It is geographically and 

culturally close to Somalia. It has a population of 

around 5 million people. According to the 2008 Na-

tional BeMONC base line assessment there are 5 

hospitals (3 governmental) and 21 health centers 

involved in the provision of emergency obstetric and 

newborn care. Karamara hospital is the only regional 

hospital which also serves as the highest referral cen-

ter for the region. The hospital provides an all round 

comprehensive emergency obstetric care with an 

estimated 3500 deliveries annually.  

 

Purposive sampling was used and all 288 nulliparous 

women out of 1,125 mothers admitted for labor and 

delivery in the study period were included. The in-

clusion criteria were; women who are in active 1st 

stage/2nd stage of labor; laboring women who are 

conscious & willing to participate in the study. All 

subjects unwilling to participate in the study; mothers 

who are too ill to respond were excluded. 

 

Data collection was made using pretested, structured 

and interviewer administered questionnaire. The 

questionnaire was prepared in English. For inter-

viewing, Somali language was used.  Data collectors 

were trained labor ward clinical and/or midwife 

nurses who comprehend Somali Language. An ex-

perienced nurse was employed for supervision of 

data collection. The questionnaire included questions 

on socio-economic data, data on labor and delivery 

complications, maternal FGM status and type; beliefs 

and attitudes towards the obstetric effects of FGM 

and towards the discontinuation of the practice. The 

questionnaires were attached with patients’ records 

throughout their stay in the ward and neonatal and 

maternal outcomes were also recorded upon dis-

charge of patients and on the 1st postpartum visit. 

Data collectors were given a 2 days training on the 

classification, complication of FGM and detection 

and management of the complications using the 

WHO clinical guideline on labor delivery and post-

partum care in women with FGM.  

 

Participants were given explanation about the pur-

pose of the study. Verbal informed consent was ob-

tained. Data was collected anonymously. Official 

letters were collected from the RHB of Somali re-

gional state and the medical director office of 

Karamara hospital. Data collection accuracy was 

checked by inspector. Data was filtered, entered, and 

analyzed using SPSS 2002 statistical package. Pro-

portions, means and tables were used for data sum-

marization and presentation. 
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RESULTS 

 

 

Magnitude of FGM & Socio-demographic Profile: 

The prevalence of Female Genital Cutting was 

91.7%. The types of FGM/C were Type-II in 20 

(7.6%) and type III in 244 (92.4%). Most of them 

were circumcised at the age 7(40.3%) (Range 2-

9yrs). The mean age of the women was 21.8; most  

 

 

 

 

 

(32.4%) were of age 22 and 64 (22.2 %) of them 

were teenagers (<20yrs). All of them were Muslims 

and housewives; 284(98.6%) Somali; 260(90.3%) 

married and 204(70.8%) were illiterate (Table 1). 

Table 1: Socio-demographic Characteristic of Nulliparous Women with Female Genital Mutilation,  

Karamara Hospital, Ethiopia, Jan 2015 - March 2015 

 

Characteristic Frequency Percent 

Address     

  Jijiga town 132 (45.8%) 

  Out of Jijiga 156 (54.2%) 

Age     

  < 20 64 22.2 % 

  > 20 224   77.8 % 

Marital Status     

   Married 260 (90.3%) 

   Divorced/widowed 28   (9.7%) 

Educational status     

   Illiterate 204 (70.8%) 

   Primary school 60 (20.8%) 

   Secondary school 24 (8.3%) 

Religion     

    Muslim 288 (100%) 

Ethnicity     

   Somali 284 (98.6%) 

   Oromo 4 (1.4%) 

 Women’s’ beliefs regarding complications of FGM 

during labor: Two hundred twelve (73.6%) of the 

mothers were not having any ANC follow up. Most 

of the women 260(90.3%) believed FGM has a nega-

tive impact on labor and delivery and 284 (98.6%) 

heard that FGM is associated with complications 

during labor/delivery. All of the circumcised women 

were afraid of problems arising during labor and de-

livery because of their circumcision status. 

 

 

Complications during labor, delivery & post par-
tum: Problems in the first stage labor were detected 

in a total of 228(79.2%) of the mothers. These were 

failure to progress in 1st stage of labor in 165 

(57.3%); mean duration of 1st stage was 10hrs; use of 

Pitocin (augmentation) in 141(49.0%). Other prob-

lems associated with intra-partum care were: diffi-

culty of vaginal examination in 210(73.0%); diffi-

culty of catheterization in 152(53.0%) and refusal of 

digital vaginal examination at admission in 106 

(37.0%). (Table 2) 



 14 

Table 2: Labor and delivery complications by female genital mutilation/cutting status in  

nulliparous women, Karamara Hospital, Ethiopia, Jan 2015- March 2015   

 
Characteristics FGM (n, %) No FGM (n, %) 

difficulty of vaginal exam 205 (77.7%) 5 (22.3%) 

difficulty of catheterization 150 (56.8%) 2 (8.3%) 

Poor progress in 1st stage 160 (60.6%) 5 (22.3%) 

use of pitocin 131 (49.6%) 10 (41.7%) 

delayed 2nd stage 179 (67.8%) 10 (41.7%) 

anterior episiotomy 240 (83.3%) 0 

Postero-lateral episiotomy 173 (65.5%) 13 (54.2%) 

Perineal tear (spontaneous) 82 (31.1%) 2 (8.3%) 

Instrumental delivery 66 (25.0%) 1 (4.2%) 

Cesarean section 45 (17.0%) 3 (12.5%) 

 The mean duration of the 2nd stage was 2hrs and de-

layed 2nd stage was noted in 189(66 %). Two hun-

dred forty (83.0%) of the parturients, all with type III 

FGM, needed an anterior episiotomy (defibulation) 

to facilitate delivery. Postero-lateral episiotomy was 

done in 186 (64.6%).  Eighty four (29.0%) developed 

spontaneous perineal tears. The mode of delivery 

was vaginal in 173(60.0%); instrumental in 67 

(23.0%) and cesarean in 48(17.0%). 

 

 Postpartum complications were detected in 112 

(39%) of the mothers. post partum haemorrhage in 

74(25.7%); Postpartum genital infections in 69 

(24%) and postpartum psychological disturbance in 

35(12%). There were 120(42%) fetal/neonatal com-

plications. Perinatal asphyxia) in 62(21.0%); birth 

injuries in 4(0.7%); perinatal deaths in 18(6%); need 

for resuscitation in 95(33%) and low birth weight in 

54(19.0%). Comparison of complications among the 

circumcised and uncircumcised women was done as 

summarized in Table3. Almost all complications 

were more frequently seen in circumcised compared 

to non-circumcised women except low birth weight.  

The biggest difference between the two groups were 

seen for: failure to progress in 1st stage (61%V22%); 

delayed second stage (69% V42%); need for anterior 

episiotomy (83%V 0); perineal tears (31%v8%); in-

strumental delivery (24% V 4%); postpartum hemor-

rhage (27%V8%); postpartum infections (14%v 4%); 

and birth injuries (1.5% V0).  

Table 3: Post partum and neonatal complications by female genital mutilation/cutting  

status in nulliparous women, Karamara Hospital, Ethiopia, Jan 2015 - March 2015  

 
       Characteristics FGM (n, %) No FGM (n, %) 

Post partum hemorrhage 72 (27.2) 72 (27.2) 

Post partum Infections 38 (14.4%) 38 (14.4%) 

Perinatal asphyxia 60 (22.7%) 60 (22.7%) 

Low birth weight 49 (18.6%) 49 (18.6%) 

Birth injuries 4 (1.5%) 4 (1.5%) 

Still birth/ENND 17 (6.4%) 17 (6.4%) 

 Attitude/practice towards discontinuation of FGM/

C: Attitude towards the discontinuation of FGM was 

assessed in the study and most (67%) were against 

the continuation of the practice. Two hundred thirty 

six (82%) of the women had at least one family 

member circumcised and 92(32%) women said they 

will circumcise their daughters in the future (Table 

3). Only 32(12.1%) of the women have undergone 

defibulation (correction of infibulation) and most 

(88.2%) have the procedure done just after marriage. 

None of the mothers had the correction done during 

pregnancy.  
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Table 4 : Attitude & practice of women towards female genital mutilation/cutting status in  

nulliparous women, Karamara Hospital, Ethiopia, Jan 2015 - March 2015   

Attitude/practice Frequency Percent 

Women having at least one family younger member circumcised  236 82% 

Intention to circumcise daughters in the future  92 32% 

Support towards elimination of FGM 193 67% 

  

 

DISCUSSION 

 
 

The prevalence of Female Genital Cutting (92.0%) in 

this study is comparable to that of the report in DHS 

2005 (97%) (3); but it is strikingly higher than re-

ports in other similar settings suggesting that the 

practice is still deep routed in the society (6-9). Our 

result contradicts the change in practice of FGM 

from infibulation to less sever forms of FGM (Sunni) 

reported in some studies as most (92.0%) have un-

dergone infibulation (type III FGM/C). This shows 

that large scale hospital based studies focused on 

objective evaluation of circumcision status are 

needed as most reports of shift in practice of FGM/C 

were based on self-reported circumcision status. But 

another possible explanation is that the shift of prac-

tice might have started recently and it was not seen in 

this study which included only reproductive age 

women who were most likely circumcised before 

eradication efforts were initiated. 

 

 Most (74%) of the women didn’t have any ANC 

attendance but most (98.6%) of them have heard 

about the complications of FGM/C during labor/

delivery and were afraid of these complications. But 

only 32(12.1%) of them have undergone defibulation 

(reversal of infibulation) and all of them had it after 

marriage. This might suggest that women with FGM 

don’t have the knowledge where to get the services 

and the maternal health service provision is not com-

prehensive enough to address individual needs of 

those women who have undergone FGM in whom 

correction of FGM could have been done pre-

pregnancy or earlier during pregnancy. There might 

also be sociocultural factors which could affect indi-

viduals’ decision & health care seeking for correction 

of infibulation despite having negative attitude to-

wards the effect of FGM on childbirth. Hence all 

factors associated with delay/failure in seeking medi-

cal care for the management of FGM and its compli-

cations should be addressed in future studies. 

 

 

 

The incidence of complications in this study was 

comparable to many previous reports in similar set-

tings (7-10). In this study, deliveries to women who 

have undergone FGM/C are more likely to be com-

plicated by prolonged labor, perineal tears/

lacerations, anterior episiotomy, instrumental deliv-

ery, obstetric hemorrhage, birth injuries and postpar-

tum infections than deliveries by comparable women 

who have not had FGM/C. Generally the complica-

tion rates in this study were higher than most previ-

ous reports which could be explained by the very 

high (92%) prevalence of the severest form of FGM 

(infibulation). It is to be noted that only nullipara 

women were included in the study because ascertain-

ment of circumcision status & determination of com-

plications rate would be made more reliably.  Multi-

parous women were not included for they might un-

dergo defibulation in previous delivery which may 

bias the determination FGM status and the rate of its 

complications. 

 

The first stage abnormality (poor progress of labor) 

seen in 61.0% of the mothers with FGM compared to 

the 22% without FGM/C in the study was much 

higher. This was also higher than reports included in 

the meta-analyses which ranged from 2% to 43%. 

(5). although there is no convincing scientific reason 

why FGM leads to first stage abnormalities; the psy-

che is one of the factors in the 4 ‘P’s of dystocia. 

Most mothers in the study were afraid of complica-

tions which might have contributed to poor progress 

in labor. The significantly high rate of difficulty in 

catheterization (57%) and difficult vaginal examina-

tion (78%) posed by FGM compromises the quality 

of intra-partum care and incurs unnecessary pain 

which should not also be ignored. 

 

Most women with FGM/C (66%) had prolonged 2nd 

stage which was higher than the rate in women with-

out FGM (42%). This could be explained by inelas-

ticity of vulvar scar tissue leading to soft tissue dys-

tocia. This is even more pronounced as most women 

have undergone infibulation. Our finding is compara-

ble to most reports (5-7),(10) except a study from 

Sweden (which involved only nulliparous women) 

which found patients with FGM had a significantly 

shorter second-stage of labor and a lower risk of pro-

longed labor (11). 
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 The fact that the instrumental delivery rate (25%) 

was much higher in women with FGM compared to 

those without FGM (4%) is explained by the higher 

rate of prolonged second stage in women with FGM 

which is an indication for assisted vaginal deliveries. 

The difference in Caesarean rate between circum-

cised and uncircumcised women (17%V12.5 %) was 

not striking. Our finding is the same as the study in 

Nigeria which involved nullipara women (7) and a 

Ghanaian study (9). But the rate of caesarean section 

might be underestimated in our study because of the 

general tendency of many Somali women preferring 

vaginal delivery and refusing cesarean delivery de-

spite clear indications which was also seen in a study 

involving migrant Somali women in Europe(10).  

Although the rate of CS in other case-control studies 

from Europe and USA comparing Somali-born with 

native women, was significantly higher among the 

circumcised women (10,12-14) it was not seen in the 

biggest meta-analysis (6). 

 

The rate of episiotomy (66% V 54% for those with 

and without FGM respectively) was comparable in 

both groups and it was not higher than the generally 

accepted rate of 39% to 88% which varies between 

centers (6). But it was higher than the 39% rate re-

ported by Hakim Y. in a study done in the same 

country (Ethiopia)(6). The Anterior episiotomy 

(defibulation) rate was very high (83.3%) which im-

plies that infibulation is associated with narrow in-

troitus necessitating surgical incision which is trau-

matizing to laboring women who may additionally 

need postero-lateral episiotomy to effect delivery. 

The perineal laceration rate of 31.0% in circumcised 

women in our study is much higher than the 14% rate 

reported by Hakim Y in the same country (6) and all 

other reports (3% to 21%) (5). The increased risk of 

obstetric lacerations can be explained by the in-

creased inelasticity of vulvar scar tissue and poor 

tensile strength which is liable for tear.     

 

The rate of PPH (27%) in women with FGM/C in our 

study was higher than most reports included in the 

largest systematic review which ranged from 2.9 to 

30% (5). the risk of obstetric hemorrhage was much 

higher in women with FGM (27%) compared to 

those without FGM (18%). The higher rate of PPH 

could be attributed to increased bleeding from high 

rate of lacerations, uterine atony and instrumental 

deliveries. The Post-partum genital infection rate of 

14% in women with FGM has never been reported 

previously. The incidence in the single Ethiopian 

study was 8% (6). In the WHO collaborative study 

and the other biggest systematic review the reported 

incidences vary from 0.2% to 8% (4,5). But in our 

study, there might be other confounding risk factors 

predisposing the patients for infection other than 

circumcision status. 

 

In contrast to many other African studies, the only 

perinatal complication which was significantly asso-

ciated with FGM/C status was birth injury (7-9). But 

our findings are in agreement with that of the conclu-

sion made by the WHO collaborative study in which 

neonatal complication were not found to be signifi-

cantly associated with FGM/C status (4). Since 2nd 

stage of labor was significantly prolonged in circum-

cised women more perinatal asphyxia would have 

been expected with corresponding increase in perina-

tal mortality. But the relatively small number of con-

trols (uncircumcised women) used in the study might 

be the reason why the expected neonatal complica-

tions were not significantly higher. Another possible 

explanation for lack of association between circumci-

sion status and perinatal deaths may be an improved 

neonatal care in the hospital as it is a center for basic 

emergency maternal and newborn care training. 

 

The frequency of complications seen in this study 

may not be true reflection of the picture in circum-

cised women in the general population as most of the 

pregnant women don’t deliver at health facilities. 

This is evidenced by the DHS 2011 report of low 

institutional delivery rate in the area (6.5%) (15). 

This suggests there may be many women with FGM/

C who deliver at home suffering possibly many ob-

stetric complications. Additionally, postpartum com-

plications might have been under reported because 

women who deliver at home and present to the hospi-

tal with complications were not included in the study. 

 

Most (67%) of the mothers were against the con-

tinuation of the practice of FGM/C. this was compa-

rable to similar study done in Ethiopia where 74 % 

were in favor of discontinuation of FGM (16). Only 

one third of the mothers had the intension to circum-

cise their daughter. Despite these facts, the preva-

lence of FGM is still high in the community. This 

can be explained by social desirability bias in moth-

ers’ response to the question or it might be that 

women’s’ response was influenced by the fact that 

practicing FGM is punishable by law. Since the prac-

tice of FGM/C is intricate; individuals’ attitudes 

might be affected by other factors (sociocultural, 

geographic, economic, and institutional) that lead to 

perpetuation of the practice. Hence all factors affect-

ing the attitude/practice of the community towards 

FGM should be assessed by large scale study so as to 

devise community specific elimination strategies. 
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 Conclusions/Recommendations: The practice of 

FGM is still deep routed in the study area and most 

women are in favor of discontinuation of the prac-

tice. Hence community specific preventive efforts 

based on scientific data should be intensified. FGM/

C is associated with significant labor, delivery and 

postnatal complications. Hence clinical care and sup-

port of FGM victims should be integrated at all levels 

and sectors of health care provision and capacity 

building of the responsible health professionals in the 

management and prevention of FGM and its compli-

cations should be initiated. Further well designed 

large scale studies are recommended. 
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