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Abstract

Background: Female genital mutilation or cutting (FGM/C) is considered a human
rights violation and is practiced all over the world. It has been used as a basis for seek-
ing asylum in various countries, including in the USA since 1996, and the precedent-
setting matter of Kissindja. Clinicians in the USA and elsewhere who perform asylum
evaluations may be called upon to evaluate women who seek asylum based on their
FGM/C status or risk. In this manuscript, we provide expert-informed best practices
to conduct asylum evaluations based specifically on FGM/C. We review evidence-
based history taking, physical examination unique to the population of women and
girls affected by FGM/C, and consider the evaluation in the context of trauma-in-
formed care.

Conclusion: Although general clinical skills often suffice to perform asylum evalu-
ations, FGM/C represents a unique niche within the field of gynecological asylum
evaluations and requires additional background knowledge and clinical competencies.

Ethical approval: As this is a clinical review and does not involve patients or research
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1 | BACKGROUND

Female genital mutilation or cutting (FGM/C) is practiced all over the
world and is defined by WHO as a practice that “comprises all pro-
cedures that involve partial or total removal of the external female
genitalia, or other injury to the female genital organs for non-medical
reasons”. It is estimated that more than 200 million girls and women
have undergone FGM/C.! The practice is most commonly carried
out on girls between the ages of 2 and 15 years.? FGM/C s illegal
in many countries but remains prevalent in many cultures and eth-
nic groups and is considered a human rights violation.»? FGM/C has
been used as a basis for seeking asylum in various countries.®>™* In
the USA, FGM/C has been used as a basis for seeking asylum since

1996, and the precedent-setting matter of Kissindja.'?*3

subjects no ethical approval was sought or was necessary.

Asylum evaluations, Asylum seekers, Female genital mutilation/cutting, Human rights,
Immigrants, Medico-legal medicine, Violence against women

Asylum cases related to FGM/C must demonstrate an alignment
with protected grounds defined as race, religion, nationality, politi-
cal opinion, or membership in a “particular social group”. Although
FGM/C is recognized as a form of persecution, affected girls and
women have the burden of proof to show a credible fear of being
forced to undergo FGM/C, or to show that they suffer long-term and
significant consequences as a result of the procedure. According to
international law, as well as to US legal precedent, it is a form of gen-
der-based violence, a child-specific form of persecution, a violation
of the right to non-discrimination, a violation of health and bodily
integrity, and even a form of torture. In some cases, it can be con-
sidered as a continuous form of persecution, because of its potential
chronic health issues.>™1* Immigration relief can be claimed on any or

all of these grounds.
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Women and girls may be considered members of a “particular
social group” because they are at risk for undergoing this procedure
as a result of their immutable characteristics of gender and anatomy.
Some clients may also claim protection on the basis of “nationality”
if FGM/C in their home country is practiced as a ‘rite of passage’ by
an ethnic group, justified on the basis of religious obligation, or in
the absence of in-country legal protection from FGM/C. Finally, an-
ti-FGM/C activists may be able to claim persecution based on their
political or advocacy activities against this practice.3’11

There are no available data on the number of asylum cases in
the USA specifically related to FGM/C. However, anecdotal infor-
mation suggests that this is a common means of seeking asylum in
the USA, and may be a primary or only reason that asylum is granted,
regardless of other persecutory or torture history. Little guidance
has been published for clinicians who conduct asylum evaluations
based on FGM/C status.** The authors have performed, collectively,
over 100 such evaluations in the past 15 years, and have conducted
multiple training workshops for asylum evaluators on best practices
in addressing FGM/C as part of a forensic asylum evaluation. In this
manuscript, we provide best practices related specifically to cases
of FGM/C based on their experience. Guidance about conducting

asylum evaluations in general can be found elsewhere.'®

2 | IMPORTANT ELEMENTS IN THE
HISTORY

Clinicians receive referrals for asylum evaluations through legal
partners, asylum programs associated with human rights organiza-
tions, or medical schools. An asylum evaluation is meant to provide
expert assessment and corroboration of allegations of ill-treatment,
torture, or abuse presented by the client. As such, the goals of the en-
counter are different from those for a therapeutic physician/patient
encounter and do not involve providing diagnoses, ongoing care, or
treatment recommendations. Asylum evaluations, therefore, are not
considered medical encounters, those evaluated are referred to as
clients or asylum seekers, not as patients, and those performing them
are described as clinician experts, forensic experts, or asylum evalu-
ators not as healthcare providers. Although many clients receive this
information from their lawyer, because of the potential for cultural
and language barriers or misunderstandings, it is important to clarify
this with the client before the evaluation, including that this is not a
medical evaluation and that a detailed description of the encounter
(an affidavit) will be written and given to their lawyer and the courts.

The history obtained from the asylum seeker is meant to help
corroborate the alleged effects of the practice of FGM/C on the
client (or their family member), with physical or psychological evi-
dence. Always start with a general medical history, including past
medical history, hospitalizations, medications, surgeries, injuries, fe-
cundity, and obstetric history. The evaluator should then proceed to
focus on specific FGM/C-related practices and issues.

Importantly, FGM/C is sometimes noted as part of a contin-
uum of gender-based violence, or other violations of human rights,

including child and forced marriage, rape, and sexual assault.*

Before proceeding with an FGM/C-focused evaluation it is imper-
ative that the clinician check with the client's legal representative
to determine whether those elements should be part of the as-
sessment. For the purpose of this manuscript, we only focus on
FGM/C.

It is also important to note that not all women who have under-
gone FGM/C suffer long-term consequences.

Table 1 describes specific elements of the history that should be

obtained when evaluating a client seeking asylum based on FGM/C.

3 | THE PHYSICAL EXAMINATION

It is critical to take a trauma-informed approach to the history tak-
ing and physical examination. Trauma-informed care is an approach
that assumes the person in front of you has experienced trauma. Its
principles emphasize establishing trust, ensuring safety, and yielding
control to the client, while striving to minimize discomfort, re-trau-
matization, and shame.r” This is particularly important in the context
of inquiring about intimate details of the client's sexual life and per-
forming a genital examination, which may elicit strong emotional re-
actions. A critical part of creating a safe environment for the client is
to clearly describe the purpose of the evaluation, provide a concrete
description of the steps in the evaluation, and reassure her that she
may pause or even stop the evaluation at any time.

The physical examination itself should not be confined to the
genitals, unless specifically requested by the client or the attorney.
The identification of the specific type of FGM/C undergone by the
client can be challenging given the evolving appearance of the gen-
italia with age and childbirth. For adults, there is a visual reference
atlas,*® though not every client will fit clearly into a particular cat-
egory. WHO describes four primary types and several sub-types.
Figures 1-5 provide visual representations.19

The clinician should document exactly what structures were re-
moved (e.g. clitoral hood, labia minora, labia majora) or altered. In
addition, the clinician must document the presence of keloids or
other dermatologic findings. It is important to note that if the client
has had vaginal deliveries, the appearance of her genitalia—and thus
evidence of her FGM/C—may be dramatically altered. Identification
of episiotomy scars can help to substantiate a client's report of a dif-
ficult vaginal delivery. Additionally, a previously infibulated woman
who has delivered vaginally, may appear on examination as if she has
undergone Type 2a/b FGM/C rather than Type 3. This may need to
be addressed in the affidavit, in order to educate the adjudicator,
particularly if the client reports infibulation or Type 3 FGM/C as part
of her history.

A brief psychological assessment can be informative to doc-
ument the mental health consequences of FGM/C, which may in-
clude depression, anxiety and post-traumatic stress disorder.?° In
settings where a separate psychological evaluation with a mental
health expert is not feasible, standardized outpatient screening or
diagnostic instruments can be used. Several studies have also shown
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TABLE 1 Specific elements of the history that should be obtained when evaluating a client seeking asylum based on FGM/C.

History element

Ethnic, tribal, and

religious history

Geographic location

FGM/C status of
other female

family members

The procedure?’

Acute
complications?

Chronic
Complications?

7

7

Specific questions

= Ask about ethnic/tribal and religious affiliation of the

client, her spouse, parents, grandparents.

Ask about place of birth (country, village/town,
region) and residence prior to migration.

Inquire about the FGM/C status of sisters, mother,
grandmothers, daughters.

Obtain detailed information about the practice the
client has undergone:

At what age; how do they know about the details
(what do they personally recall versus what a family
member told them happened)?

Who did it (grandparent, midwife, medical
professional)?

The social situation surrounding it

Where was it done (village, hospital, house)?

Was it done in a group? If so, did anyone die?

Was there kidnapping/ trickery involved?

Was it done with parental consent or against their
wishes?

What tools were used?

Memories of restraints (ropes or held down)

What kinds of hygiene measures were taken?
What was done immediately after the procedure for
hemostasis, pain control?

Ask about other genital modification practices such
as use of caustic substances, pricking, nicking, and
labial elongation practices.

Ask the client to recall any acute reactions or
complications suffered during or immediately after
the procedure, including bleeding, pain at the wound,
pain with urination, infections, musculoskeletal
injuries, fear, anxiety.

Inquire about how those were addressed (use of local
remedies, need to see physician, hospitalizations).

Inquire about long-term physical and mental health
complications the client associates with undergoing
FGM/C.

Inquire about difficulty with routine reproductive
health activities, such as use of tampons, undergoing
preventive health exams and cervical smears.

Reasons

Ethnic, tribal and religious variations exist, and are reflected in
different FGM/C prevalence rates. The client data can be
compared with published statistics.'®

Family members’ affiliations may be an important element
in discussions about fear of the practice being forced on
daughters.

The role of patrilocal marriage traditions should be ascertained
as well. Anecdotally, we have seen cases when even if
a girl's parents did not believe in the practice, she was
forced to undergo the practice in deference to the groom's
parents’ demands.

Regional variations exist in FGM/C prevalence. The client's
personal information can be presented in the context of
published regional statistics.'®

Bear in mind that the geographic distribution of ethnic/tribal
groups does not always fall neatly within national borders.
A high-prevalence ethnic group may reside in a low-
prevalence nation.

This information may help establish the community social
norms about FGM/C as well as the potential threat of
FGM/C if the asylum seeker is, as yet, uncut.

Such details offer more data, which can be described
in context with common practices published in the
literature.-?

Such details can also offer additional hints to facilitate further
probing about acute and chronic complications.

Type IV FGM/C may not be visible on physical examination,
but is still considered a human rights violation.:

Labia minora elongation is practiced in some countries
(Rwanda, Uganda, Mozambique) and is considered a form
of FGM/C in some contexts.?”

This information may establish the severity of the event
(especially if linking it with allegations of torture).

The history of intense fear, anxiety, and panic at being
removed from loved ones or being injured by one's loved
ones, held down against one's will and injured painfully
contribute significantly to the chronic psychological
effects, such as PTSD.

Those may include chronic pelvic pain, sexual dysfunction
(vaginismus, low/ no satisfaction, inability to achieve an
orgasm), chronic urinary problems, scars/keloids, PTSD,
anxiety and depression, permanent avoidance of marriage
or intimacy, which may result in rejection and anger by a
husband if married, or if single, ostracization by family and
social group, as being single is not acceptable.

This information may help establish lasting physical and
mental health effects of the practice.

(Continues)



Table 1 (Continued)

History element

Issues related to
pregnancy and
delivery?’

Other Human Rights
Violations

Status of daughters

Activism

Status of friends/

MISHORI ET AL.

Specific questions

Assess whether the client had any pregnancy-related
complications potentially related to FGM/C during
the prenatal, perinatal, and postnatal periods.
Inquire about a history of undergoing defibulation
and when.
Inquire about a history of reinfibulation and if done,
at whose request it was carried out.

Assess whether the client has experienced other
forms of sexual and gender-based violence, such as
child marriage, forced marriage, rape, IPV, sexual
assault.

Inquire about the asylum seeker's daughters’ FGM/C
status, and, if not cut, assess their risk of being cut if
forced to return to the family's country of origin.

Ask about any political, social, advocacy anti-FGM/C
activities the client may have been involved with.

Ask about deaths or significant morbidity/chronic

Reasons

For example: whether a cesarean or an episiotomy was
required; whether the birth attendant attributed the need
for the intervention to the FGM/C specifically; or whether
they recall a significant tear/laceration requiring lengthy
repair, which may be from FGM/C.

There are some (low-quality) studies and case reports about
an association between FGM/C and stillbirth, cesarean
section, need for assisted delivery.21

Some studies suggest that FGM/C co-occurs with other forms
of gender-based violence.*®

Such information may help establish the need for protection
under the “specific social group” criterion.

This may help establish fear of future persecution and may
offer an opportunity to also assess the risk to daughters of
“vacation cutting” and associated legal issues.

This may help bolster claims of persecution due to political
activities.

May bolster claims of harm from the practice.

family
childbirth due to FGM/C.

complications witnessed directly after FGM/C or in

Abbreviations: FGM/C, femal genital mutilation/cutting; IPV, intimate partner violence; PTSD, post-traumatic stress disorder.

19,21-24 50

an association between FGM/C and sexual dysfunction,
screening for female sexual dysfunction may be warranted.

Table 2 lists some of the screening instruments that can be used
during an asylum evaluation of a person alleging FGM/C.

Presenting additional evidence in the form of mental health or
sexual health dysfunction, in addition to documenting the physical
signs of the client's FGM/C, may help corroborate the allegations
and strengthen her case. However, it is important to note that many
of these screening tools have not been validated in the languages
and cultural contexts where the majority of clients alleging FGM/C

will be coming from.

4 | WRITING THE AFFIDAVIT
The medical affidavit is a summary of the information collected by the
clinician and serves as the clinician's expert assessment of the case.
Because the target audience is members of the legal profession, the
clinician should make every effort to avoid using medical jargon. The
affidavit should include: the clinician's qualifications, the client's medi-
cal history, her FGM/C history, and the physical examination findings.*®

It is considered best practice to offer an interpretation of the
findings that is based on the principles of the Istanbul Protocol,?®
which seek to integrate the degree of consistency between the al-
leged abuse (in this case FGM/C) and the client's history, physical ex-
amination findings, and continuing related physical or mental health
effects. Table 3 summarizes the recommended Istanbul Protocol
language.

It is important to remember that a clinician should never ren-
der judgment or make legal suggestions regarding the merits of
the case. The clinician's sole role is to report the data and medical

findings and put them in context. One such contextual supple-
ment may be a summary of country, regional, or ethnic statis-

tics to further support the client's allegations, because it helps

TYPEI]

Partial or total removal of the clitoral glans (clitoridectomy)
and/or the prepuce

prepuce

clitoral glans

labia minora
urethra

labia majora . . .
vaginal introifus

bartholin glands .
perineum

j; J——

Type I(A):removal of the prepuce/clitoral hood (circumcision)

+.Type 1(B): removal of the clitoral glans with the prepuce
(clitoridectomy)

FIGURE 1 FGM/C Types laand Ib.
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TYPE Il

Partial or total removal of the clitoral glans and the labia minora,
with or without excision of the labia majora (excision)

prepuce

may be affected clitoral glans

labia minora
urethra

labia majora A ;
vaginal introifus

bartholin glands -
perineum

anus

BlType 11 (A): removal of the labia minora only

m-u-

Type lI(B): partial or total removal of the clitoral
glans and the labia minora (prepuce may be affected)

FIGURE 2 FGM/CTypes lla, llb, and llc.

prepuce

may be affected clitoral glans

labia minora
urethra

labia majora SR -
vaginal introitus

bartholin glands .
perineum

anus

Type lI(C): partial or total removal of the
clitoral glans, the labia minora and the labia
majora (prepuce may be affected)

FIGURE 3 FGM/CTypes llla, lllb.

TYPE Il

Narrowing of the vaginal opening with the creation of a covering
seal by cutting and appositioning the labia minora or labia

majora with or without excision of the clitoral prepuce and glans
(infibulation)

prepuce
may be affected

clitoral glans
may be affected

labia minora

urethra
labia majora S -
vaginal infroifus
bartholin glands .
per
*.I anus
Type llI(A):

u-N-

+ appositioning of the labia minora

FIGURE 4 WHO classification Type 3a

prepuce
may be affected

clitoral glans
may be affected

labia minora
urethra

labia majora o i
vaginal infroitus

bartholin glands >
perineum

anus

Type 11I(B):

m-m-

+ appositioning of the labia majora

FIGURE 5 WHO classification Type 3b

to place the experience of the asylum seeker into a larger socio-
cultural context. Use of scholarly citations (not news articles) is
recommended and may bolster the evaluator's designation as an
expert in the field.
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TABLE 2 Common Screening tools and checklists.

Name of tool
PHQ-9
Patient Health Questionnaire

GAD-7
Generalized Anxiety Disorder 7-item

PCL-5
PTSD Checklist for DSM-5

HTQ
Harvard Trauma Questionnaire

HSCL-25
Hopkins Symptom Checklist-25

RHS-15
Refugee Health Screener-15

FSFI
Female Sexual Function Index

Purpose

An instrument for screening, diagnosing, monitoring
and measuring the severity of depression

Rapid screening for the presence of a clinically
significant anxiety disorder, especially in
outpatient settings

The PCL-5 is a 20-item self-report measure that
assesses the 20 DSM-5 symptoms of PTSD;
it serves as a screening tool for PTSD and for
making a provisional PTSD diagnosis

Developed to measure torture, trauma, and PTSD
symptoms in refugee populations

The HSCL-25 is a symptom inventory that measures
symptoms of anxiety and depression and has
been translated into many languages

The RHS-15 is a tool developed to sensitively
detect the range of emotional distress common
across refugee groups

A brief questionnaire measuring sexual functioning
in women, in the following domains: sexual
arousal, orgasm, satisfaction, pain. It is not
a measure of sexual experience, knowledge,
attitudes, or interpersonal functioning in women

Link

https://www.phgscreeners.com/sites/g/files/
g10016261/f/201412/PHQ-9_English.pdf

https://www.integration.samhsa.gov/clinical-
practice/gad708.19.08cartwright.pdf

https://www.ptsd.va.gov/professional/asses
sment/documents/PCL5_Standard_form.PDF

https://www.ptsd.va.gov/professional/asses
sment/adult-sr/ptsd-checklist.asp

http://hprt-cambridge.org/screening/harvard-
trauma-questionnaire/

http://hprt-cambridge.org/screening/hopkins-
symptom-checklist/

https://www.healtorture.org/mental-healt
h-evaluators/screening-tools

https://x9yjk2t419ghu7ty7bhu8lac-wpeng
ine.netdna-ssl.com/wp-content/uploa
ds/2012/09/RHS15_Packet_PathwaysTo
Wellness-1.pdf

https://www.fsfiquestionnaire.com/

Abbreviations: DSM-5, Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition; PTSD, post-traumatic stress disorder.

5

OTHER CONSIDERATIONS

clinicians generally forgo photography. If the clinician feels that a

5.1 | Referrals

Although the purpose of the encounter is not to offer a medical ser-
vice, the clinician may determine that clinical services are necessary
to address FGM/C-related, or other, issues. The clinician has a duty
to refer the client for additional services such as primary care, psy-
chology, psychiatry, social work, sex therapy, pelvic physical ther-
apy, urology, gynecological service, or plastic surgery follow ups.

5.2 | Photography

Forensic photography is sometimes helpful as an additional form
of evidence.?® Given the intimate anatomical location of FGM/C,

TABLE 3 Istanbul Protocol language.?*

Level of consistency

Not consistent

Consistent
are many other possible causes.

Highly consistent
possible causes.

Typical of

Diagnostic of

photograph would provide stronger evidence than a written descrip-
tion or illustrations, a separate, written consent should be sought
from the client to photograph the genitalia. Alternatively, an illus-
tration from the WHO classifications may be included in the affi-
davit as an approximate representation of what was observed on

examination.

5.3 | An educational opportunity

Though the goals of an asylum evaluation are very specific, the en-
counter may be an opportunity to educate the client about various
issues. For example, discussion of uncut or unaltered female genital
anatomy may be useful, as many of the clients may come from coun-

tries and cultures where such discussions are not the norm, or are

Description

The physical/psychological finding could not have been caused by the trauma described.

The physical/psychological finding could have been caused by the trauma described, but it is non-specific and there

The physical/psychological finding could have been caused by the trauma described, and there are few other

This is an appearance that is usually found with this type of trauma, but there are other possible causes.

This appearance could not have been caused in any way other than that described.


https://www.phqscreeners.com/sites/g/files/g10016261/f/201412/PHQ-9_English.pdf
https://www.phqscreeners.com/sites/g/files/g10016261/f/201412/PHQ-9_English.pdf
https://www.integration.samhsa.gov/clinical-practice/gad708.19.08cartwright.pdf
https://www.integration.samhsa.gov/clinical-practice/gad708.19.08cartwright.pdf
https://www.ptsd.va.gov/professional/assessment/documents/PCL5_Standard_form.PDF
https://www.ptsd.va.gov/professional/assessment/documents/PCL5_Standard_form.PDF
https://www.ptsd.va.gov/professional/assessment/adult-sr/ptsd-checklist.asp
https://www.ptsd.va.gov/professional/assessment/adult-sr/ptsd-checklist.asp
http://hprt-cambridge.org/screening/harvard-trauma-questionnaire/
http://hprt-cambridge.org/screening/harvard-trauma-questionnaire/
http://hprt-cambridge.org/screening/hopkins-symptom-checklist/
http://hprt-cambridge.org/screening/hopkins-symptom-checklist/
https://www.healtorture.org/mental-health-evaluators/screening-tools
https://www.healtorture.org/mental-health-evaluators/screening-tools
https://x9yjk2t4l9ghu7ty7bhu81ac-wpengine.netdna-ssl.com/wp-content/uploads/2012/09/RHS15_Packet_PathwaysToWellness-1.pdf
https://x9yjk2t4l9ghu7ty7bhu81ac-wpengine.netdna-ssl.com/wp-content/uploads/2012/09/RHS15_Packet_PathwaysToWellness-1.pdf
https://x9yjk2t4l9ghu7ty7bhu81ac-wpengine.netdna-ssl.com/wp-content/uploads/2012/09/RHS15_Packet_PathwaysToWellness-1.pdf
https://x9yjk2t4l9ghu7ty7bhu81ac-wpengine.netdna-ssl.com/wp-content/uploads/2012/09/RHS15_Packet_PathwaysToWellness-1.pdf
https://www.fsfiquestionnaire.com/
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associated with stigma. The clinician may show the client illustra-
tions or photographs of a similar FGM/C type to hers, or propose
using a mirror to view her own external genitalia. The clinician may
also use this opportunity to review and answer questions about
sexual function and dysfunction, the menstrual cycle, or other re-
productive health issues, and to let the client know there are options
for improving the chronic side effects, even many years following
FGM/C.

6 | SUMMARY

Clinicians in the USA and elsewhere who perform medico-legal asy-
lum evaluations may be called upon to evaluate women who seek
asylum based on their FGM/C status or risk. General clinical skills
often suffice to perform asylum evaluations, but FGM/C represents
a unique niche within the field of asylum medicine and requires ad-

ditional background knowledge and clinical competencies.
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