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ABOUT 
FLOURISH 

 
FLOURISH - Communities Collaborating to Address Female Genital Mutilation/Cutting 
(FGM/C) is a community-based, survivor-centred program which works within an inclusive 
feminist, pro-choice, anti-racist, anti-oppressive, and multilingual participatory framework. 
The program advocates with survivors to address FGM/C as part of a spectrum of gender-
based violence and to meet the needs of those affected. 

FLOURISH seeks to transform the narratives of FGM/C in ways that affirm and respect the 
agency of survivors and their right to freedom from oppression and injustice while working 
towards prevention. The program has engaged survivors, academics, healthcare providers, 
peers, social service providers, students, social workers and artists from diverse 
communities through local and global partnerships, spanning across four continents, 
diverse contexts and backgrounds. 

Through training, workshops, digital storytelling, community forums, conferences, policy 
papers, internal policy review, focus groups, promotional videos, interviews, special 
programming and partnerships, the program undertakes a multilingual and collaborative 
approach to understanding and addressing FGM/C as a global issue with many 
ramifications for survivors. 

Survivors’ narratives are key to the success of the program, which has brought together 
dozens of partners from various contexts to undertake an interdisciplinary approach to 
survivor-led interventions. FLOURISH is a collaborative community project that seeks to 
address the gap in access to dignified and appropriate health care and resources for 
people affected by FGM/C. 

The objectives of the project include: to develop a service provider’s framework for 
providing support to survivors of FGM/C; to develop a sustainable network of community 
leaders and organizations active in addressing the impact of FGM/C and working towards 
reducing the risk for the girl-child; and lastly, to produce awareness-raising resources for 
survivors and mainstream media in order to strengthen the voice of women and 
communities to speak against FGM/C. 
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TOOLKIT & 
FACILITATORS 
GUIDE 

WHO IS THIS TOOLKIT FOR? 

This toolkit is for advocates, survivors, journalists, and allies of those affected by FGM/C. 
The toolkit explores practices and frameworks for supporting diverse communities of 
survivors through culturally sensitive, survivor-centred, and trauma-informed approaches. 

Grounded in the narratives of those affected by FGM/C, the various elements of this 
workbook underscore the agency of survivors through intersectionality, tools for critical 
self-reflection, collaboration and advocacy. 

 
HOW TO USE THIS TOOLKIT? 

This toolkit can be used independently or with a collective of colleagues/classmates, in its 
entirety or in parts. 

The toolkit can be used by educators, community facilitators, and media professionals to 
increase their cultural competence and sensitivity and to fill knowledge gaps about 
FGM/C. 

We recommend that you make your way through this workbook over the course of a few 
sessions in order to allow space for reflection and discussion. 

 
LANGUAGE NOTE 

This toolkit uses FGM/C to describe a wide range of practices, which are explained in more 
detail in the section titled “What is FGM/C?”. We recognize that those affected by FGM/C 
may use different words to describe their experiences. 

Additionally, those individuals may or may not identify with the term “survivor.” We affirm 
the agency of those affected by FGM/C in naming their experiences and sharing their 
stories. 
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TOOLKIT & 
FACILITATORS 
GUIDE 

CONTENT WARNING 

This toolkit includes first-hand narratives from those affected by FGM/C and some 
descriptions of types of FGM/C as defined by the World Health Organization (WHO). 

 

FACILITATOR SUGGESTIONS 

• Review the table of contents, note the coding system which indicates the type of 

content (Tools & Frameworks, Background & Context, Articles & Case Studies)  

• Review the Flourish Program Overview and the Flourish Program Video. 

• Begin with the sections “Understanding FGM/C” and “FGM/C Myths.” Then Read 

“Survivors: Resistance & Resilience.” 

• Select an article or case study, read through and reflect. 

• Choose one of the tools and frameworks indicated in the table of contents to review, 

working through the prompts and reflection questions. 

• Review another article or case study, followed by another tool/framework. Encourage 

self-reflection and external reading for all workshop participants. 

• Continue working your way through the various elements of this workbook, connect, 

collaborate and share your reflections with colleagues and cross-sectorally where 

possible. 
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UNDERSTANDING 
FGM/C 
What is FGM/C? 

According to an interagency statement published by the WHO, female genital mutilation or 
cutting refers to all procedures performed for non-medical reasons, which may involve 
partial or total removal of the external female genitalia. UNICEF estimates that at least 200 
million women and girls in more than 30 countries have been subjected to the practice, 
which is often performed due to social, spiritual, religious or cultural tradition. 

FGM/C Advocacy and education has been a key contributor to the reduction in practice 
rates globally; however, we are a long way from eradicating it entirely. Since most people 
who are affected by FGM/C undergo this procedure as children, it also represents a 
violation of the rights of children and a form of gender-based violence. 

The impacts of FGM/C on those affected by the practice can include, but are not limited to: 

• Loss of agency 

• Lifelong reproductive health issues 

• Short-term or long-lasting adverse impact on sexual health and expression  

• Psychological trauma 

• Physical pain and other health complications, sometimes resulting in death during the 
procedure or from subsequent infections 

 

FGM/C advocacy focuses on eradicating the practice, as well as lifelong, trauma-informed 
support and care for those affected by the practice. 

 

“What I want most is to completely remove this practice from my community. But I am very 
concerned that if we are afraid to talk about it because of the way we are perceived, we will never 

be able to free ourselves and our daughters from this great pain.” 

- Warda, survivor 
 

“The pain was severe. But the psychological pain lasts way longer. I was in pain, but being unable to 
understand what was going on was more painful.” 

- Program participant & survivor 
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SURVIVORS, 
RESILIENCE & 
RESISTANCE 
 
 

Those affected by FGM/C have worked tirelessly to eradicate the practice, reduce harm, 
and provide culturally competent medical, reproductive, advocacy, and mental healthcare 
for themselves and their communities. 

 
Mainstream FGM/C discourse often criminalizes these cultures and contributes to racist, 
Islamophobic, xenophobic and saviour narratives that harm those most impacted by 
FGM/C. For decades, women’s rights, human rights, and gender-based violence advocates 
who are also survivors have led local and global efforts to challenge these harmful stories. 

 
Generations of women, girls, and trans people who have experienced FGM/C, and those 
who hail from communities where the practice is common, have invaluable expertise and 
insights. They are working to create affirming, culturally competent and survivor-centred 
services, political movements and interventions to address FGM/C. Their contributions can 
help to fill knowledge gaps and create intergenerational connections that facilitate healing 
through respect for the agency and self-determination of those individuals. 

 
Supporting survivors through collaborative approaches, cultural humility, and 
intersectional design allows for better healthcare outcomes, social interventions, and 
opportunities for those affected by FGM/C to tell their own stories. 

 
Under the leadership of those affected by FGM/C, networks of service providers, media 
partners, and community organizers can better coordinate culturally competent 
interventions and care for those who have already experienced FGM/C. Survivors are 
already saving themselves; through collaboration and solidarity, we can work collectively 
towards freedom from shame and violence for those affected by FGM/C. 

 
 

“I am a woman, a survivor, and no one can ever take that away from me.” 

- Program participant & survivor 
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FGM/C 
MYTHS 

FGM is one specific procedure. 

There are many forms of the practice, and the procedure varies greatly from person to 
person. The World Health Organization has four formal categorizations: 

Clitoridectomy is the partial or complete removal of the clitoris  
Excision is any cutting and removal of the clitoris and labia 
Infibulation is the creation of a seal to narrow the vaginal opening by cutting and 
stitching the labia — infibulation may or may not include clitoridectomy.” 
All other harmful procedures to the female genitalia for non-medical purposes” — this 
includes pricking, scraping, cauterizing 

The practice is religious or based on one cultural context. 

FGM/C has no religious basis and is not cited in any religious text; the practice is situated 
within the context of social and cultural norms and expectations. FGM/C is practiced in 
over 30 countries, with different religious contexts, racial backgrounds and ages of those 
affected by the practice. 

There is a correct way to perform FGM/C, which eliminates adverse effects. 

FGM/C is a fundamental violation of the agency and the privacy of those affected by the 
practice. It is a form of gender-based violence which coerces marginalized individuals 
directly or indirectly and violates the human rights of children. Although the short and 
long-term impacts may vary in type and severity, FGM/C can never be safe. In extreme 
cases, FGM/C can result in death. 

It’s no longer an impactful issue, and the practice is disappearing. 

While it is true that the practice is dwindling through the relentless advocacy of survivors 
and those working in solidarity with them, increased legislative restrictions on FGM/C and 
shifting cultural norms, in some contexts, the practice rate is 98%, and the impact on 
survivors can be lifelong. 

 
 

“My activism is rooted in the idea that FGM/C can be eliminated if survivors share their stories. Laws 
alone are not enough to make change happen, even though they are key.” 

- Program participant & survivor
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QUESTIONS, REFLECTIONS & PROMPTS 
 
 
 
 
Healing centred engagement (HCE) is a non-clinical, strength-based approach that 
advances a holistic view of healing and re-centers culture and identity as a central feature 
in well-being. HCE compliments trauma-informed practice and expands it to acknowledge 
the collective and individual nature of trauma. Additionally, HCE recognizes that 
transforming the conditions that lead to trauma is essential to healing and freedom from 
violence. 
 
 

How might the principles and elements of the HCE framework inform 
your practice and role in addressing FGM/C? 
e.g. The principle of collaboration can lead to more active and engaged participation from affected 
communities. Choice indicates the need for agency in the ways that communities participate and 
have control over the outcomes of their contributions. 
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INTERSECTIONALITY 
IN ACTION 

 
 
WHAT IS INTERSECTIONALITY? 

 

Intersectionality, first coined by academic and writer Kimberlé Crenshaw, is the reality that 
as individuals, we inhabit a multitude of identities that overlap and interact with each other 
to create our unique lived experiences. Some aspects of our identities create access to 
relative power within our systems, while others relatively marginalize us. Intersectionality 
teaches us that there are unique types of inequity and injustice that are experienced by 
those at intersecting margins. The same is true for our intersecting privileges, which give 
us greater access to power. 
 

Intersectionality also refers to the shared historical and contemporary relationship between 
systems and the overlap between political, cultural, and economic institutions, which amplifies 
power dynamics. As a practice, intersectionality teaches us that injustice cannot be confronted 
through the lens of a single identity or struggle and that our movements and interventions 
must begin with the most marginalized members of our communities. 
 

Intersectionality is therefore, a practice, a systemic reality and an embodied one.
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INTERSECTIONALITY 
IN ACTION 

Intersectionality teaches us that: 

Those affected by FGM/C are a diverse group of people with many intersecting identities, 

experiences and needs. 

 
Intersectionality invites us to challenge our assumptions about who is affected by FGM/C: 
 
• Although FGM/C mainly impacts women and girls, it also affects trans people, intersex 

people, and non-binary individuals of various ages  

• Survivors may also identify as LGBTQ2SA 

• Survivors live at various intersections of disability, and chronic illness  

• Survivors hail from many different cultural, ethnic, religious and/or spiritual backgrounds 

• Survivors exist at various levels of education and financial access  

• Those affected by FGM/C may also have precarious citizenship status 

• Those affected by FGM/C also experience other forms of intersecting injustices (such as 

Islamophobia, homophobia, anti-black racism etc.) 

• Those affected by FGM/C can have different healthcare and reproductive priorities, 

unrelated to their experience with cutting 

• Those affected by FGM/C may be navigating complex and intersecting traumas  

• Different survivors have different needs 
 
 
 
 

In LGBTQ communities, Fode navigates anti-Blackness and a lack of cultural safety. In Black 
communities, he navigates transphobia. In both communities and their many intersections, he fears 

sharing his experiences of FGM/C. In spaces that work towards addressing gender-based violence, shock 
and shame, there is a clear lack of cultural awareness and anti-racist practice. It means that Fode rarely 

accesses these spaces. An apparent and painful lack of intersectionality across spaces and contexts has a 
tremendous impact on Fode’s healthcare outcomes, love life and sense of belonging. 

Article excerpt: Coming out twice: In conversation with Fode 

- Participant & survivor 
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INTERSECTIONALITY 
IN ACTION 
Optional Self Reflection 

 

The power flower is a tool which can help us reflect on our identities and experiences within 
our communities and a broader (even global) context. 

 
The center of the flower represents one facet or category of our social identity. The inner petals 
of the circle identify which social groups, traits or identities are deemed as socially “good,” 
“desirable,” or “acceptable” (dominant culture identities and experiences). In the outer petals, 
note your identities, traits, and experiences. These may be the same or different than those 
which are dominant in your specific context. 
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QUESTIONS, REFLECTIONS & PROMPTS 
 
 
 
What questions does intersectionality invite you to ask?  
How does it complicate your understanding of who a survivor is?  
How can intersectionality help us to meet the complex needs of 
diverse people impacted by FGM/C? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
EXTERNAL RESOURCES 

 
Intersectionality Matters Podcast with Kimberle Crenshaw | Apple Podcasts | 

podcasts.apple.com 
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CULTURAL 
COMPETENCE 

WHAT IS CULTURAL COMPETENCE? 

“Cultural competence is about our will and actions to build understanding between 
people, to be respectful and open to different cultural perspectives, strengthen cultural 
security and work towards equality in opportunity. Relationship building is fundamental to 
cultural competence and is based on the foundations of understanding each other’s 
expectations and attitudes and subsequently building on the strength of each other’s 
knowledge, using a wide range of community members and resources to build on their 
understandings.” 

- Educators’ Guide to the Early Years Learning Framework 

 
Cultural Competence is a set of values, behaviours, attitudes & practices within a system, 
organization, and program or among individuals which enable them to work effectively 
across cultures and anticipate/respond to the needs of diverse cultural communities. These 
skills and perspectives allow individuals or organizations to provide services in ways that 
honour & respect the beliefs, interpersonal styles & behaviours of diverse communities 

 
RECOGNIZING CULTURAL DIFFERENCES 

• Naming cultural frames of reference and recognizing that we each speak from a location, 
our cultural differences are not a negative thing; they are part of our context  

• Communicating across differences 

• Recognizing the power dynamics within and between various frames of reference  

• Intersectionality is a radical practice that recognizes intragroup dynamics and differences 

• Learning to understand differences as an asset/valuable rather than a problem to be 
managed, changed, or assimilated 

• In the context of FGM/C, recognizing that gender-based violence is not exclusive to one 
culture and that confronting violence will strengthen our cultural practices and 
communities  

• Cultural competence helps to fill knowledge and service gaps, as we defer to those 
affected by FGM/C as experts of their own experience and ourselves as humble learners 
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CULTURAL 
COMPETENCE 
 

 

For those affected by FGM/C, culturally competent 
media, service providers, healthcare professionals, 
and broader communities confront the shame, 
silence and discrimination surrounding FGM/C 
and ultimately contribute to ending FGM/C and all 
forms of gender-based violence. 

Cultural competence is an important framework 
for meeting the needs of diverse communities 
and for reducing harm and ongoing violence 
(secondary victimization) towards those affected 
by FGM/C. 

 
PERSONAL PRACTICES FOR CULTURAL 
COMPETENCE 

• Self-awareness, critical self-reflection & self-
accountability 

• Empathy & empathetic listening (listening 
with the intention to understand) Cultural 
humility 

• Active, self-driven learning 

 
“Cultural humility is a process of self-reflection to 
understand personal and systemic biases and to 
develop and maintain respectful processes and 
relationships based on mutual trust. Cultural 
humility involves humbly acknowledging oneself 
as a learner when it comes to understanding 
another’s experience.” 
 

- First Nations Health Authority
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DEGREE OF 
ACCULTURATION 

FAMILY 

LANGUAGE 

REASON FOR 
MIGRATION 

IF RELEVANT 

LANGUAGE 
PROFICIENCY 

LEVEL OF 
EDUCATION 

EDITOR 

HISTORY OF 
CULTURAL 

COMMUNITY 
IN CURRENT 

CONTEXT 

RELATIONSHIP 
TO CULTURE 
OF ORIGIN 

LEVEL OF 
INVOLVEMENT 

TIME IN 
COUNTRY 
IF RELEVANT 

ACCULTURATION 
 

The adoption of the behaviour patterns 
of the dominant culture; the process of 
integrating new ideas into an existing 
cognitive structure. Acculturation is the 
process of acquiring a second culture. 
Assimilation is the process of replacing 
one’s first culture with a second 
culture. 
 
Those affected by FGM/C are not 
either belonging to one culture or 
another. A confluence of cultural 
factors and influences shapes their 
perspectives and social norms. Self-
definition is key for an 
intersectional and trauma-informed 
practice. 
 
Assumptions about the values, 
beliefs and needs of survivors are 
harmful and contribute to the 
mainstream culture of shame and 
silence surrounding FGM/C. 
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QUESTIONS, REFLECTIONS & PROMPTS 
 

What are some collectively held (common) cultural assumptions about 
FGM/C? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

What are your assumptions about FGM/C and those who are affected by 
it? How do they relate to mainstream assumptions? 
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TOOLS & 
REFLECTIONS FOR 
MEDIA PARTNERS 

HISTORICAL & CONTEXT 

Media plays a key role in shaping public discourse and perspectives surrounding FGM/C. 
Research and content analysis conducted by the School of Journalism and Mass 
Communication at the University of North Carolina shows that media coverage 
substantially drives FGM/C policy and international aid interventions. 

 
Studies also show that coverage surrounding these issues is spotty, misinformed, culturally 
biased and largely unchanged over the years, despite relentless grassroots advocacy and huge 
strides towards eradicating FGM/C on a global scale. 

 
Media narratives contribute to the shame, criminalization, xenophobia and racism that 
affected communities by the practice experience. Service providers, healthcare 
professionals and those working in the gender-based violence sector are also informed by 
these sensationalized and singular narratives. These media narratives often result in 
secondary trauma, microaggressions, discrimination and further harm for those affected by 
FGM/C. 

 
Media professionals can be great allies for survivors and contribute to shifting perspectives 
and creating safer spaces for survivors and their stories. This survivor-centred approach is 
key to filling knowledge gaps in service delivery and interventions. 

 
KEY COMPETENCIES AND CONSIDERATIONS: 

• Trauma-informed practice and healing-centred engagement 

• Awareness of ongoing organizing, resistance and interventions within affected 

communities 

• Survivor-centred lens with a focus on self-definition and agency  

• Cultural competence and humility 
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QUESTIONS, REFLECTIONS & PROMPTS 
 
 
 

Explore some existing media coverage of FGM/C in your local 
context.  
What do you notice about the coverage? Is it culturally competent, 
intersectional and survivor-centred?
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TOOLS & 
REFLECTIONS FOR 
ADVOCATES 
 

Guiding Questions for Case Advocacy 

 
• What are our challenges and barriers? 
• What are our assets and opportunities (enablers of 

success)? 
• What is the background history of the client (context)? 
• What are the key issues? 
• What are the client’s priorities? 
• What are their desired outcomes? 
• Who do we have to advocate to? 
• What power do they have to influence the situation or 

address the issue? 
• What might their objections be? 
• What potential solutions are there to their objections? 
• Who are our allies and collaborators? 
• What can the client do to contribute to their self-

advocacy? 
• What is the client’s story, and how can we empower them 

to tell it? 
• Does the client have privacy concerns? 
• What are the cultural realities and expectations of the 

client? 
• Is there an opportunity or relationship to be leveraged? 
• What risk is there to the client? 
• What assets and skills do we have to contribute to their 

self-advocacy? 
• What skill building, capacity building, or professional 

development do we need to support this client or clients 
like them? 

• What are the timelines for the client? Are these timelines 
consistent with what is feasible/my capacity? Is the client 
aware of the possibility of failure? What outcomes are 
unacceptable? 

• What compromises are possible? 
• What alternatives are there in the case of failure? 
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ADVOCACY  

STRATEGY  

PLANNING 
 

CONTEXT 
BACKGROUND 

 
Relevant background information. Understanding 
client needs through developing trusting and 
transparent relationships. Understanding adjacent 
needs and overlapping barriers. Cultural context, 
socioeconomic reality, etc. 

NARRATIVE 
THE CLIENT’S STORY 

 
What is the client’s story, and how do we empower 
them to share it and work towards self-advocacy? 
What is the client’s comfort level? Do they have 
privacy concerns? Are we in alignment in terms of 
narrative, confidentiality, priorities etc.? What are the 
key messages? Informed consent 
 

ISSUES 
PRIORITIES &  
OUTCOMES 

 
Identifying issues. Gathering 
information and support 
materials. Understanding and 
outlining the consequences of 
the issue.  
Priorities (as identified  
with the collaboration of the 
client).  
Desired outcomes 
(unacceptable outcomes, 
potential alternate 
approaches) 
 

AUDIENCE 
ADVOCACY &  

INTERVENTION 
 
Identifying where to direct our 
advocacy: multilateral 
advocacy. 
Who has the capacity to 
intervene? 
What are their objections? 
What are potential solutions? 
Negotiation, compromise 
 

COLLABORATORS 
ALLIES & SUPPORTERS 

 
Co-advocates.  
Client self-advocacy capacity, skills 
and challenges. 
Existing resources and asset mapping.  
Similar cases/success stories. Creative 
interventions/ unconventional 
solutions. 
Cross sectoral/intersectional 
collaboration. 
Warm referrals and leveraging 
relationships. 
Leveraging expert and collective 
power and privilege Alignment with 
collaborators (values, privacy, cultural 
competency, outcomes etc.) 
 

ASSETS & 
CHALLENGES 

SKILLS, OPPORTUNITIES  
& OPPOSITION 

 
What challenges do we have within our current 
reality? What is our capacity? What are our 
boundaries? What obstacles will we face as 
advocates? How can we care for ourselves? What 
skills do we bring? What expertise and insights? 
What skills do we lack? Where do we need 
institutional support? 

 

EVALUATION & 
ACCOUNTABILITY 

ADDRESSING 
UNACCEPTABLE 

OUTCOMES 
 
What backup plans can we devise?  
What are alternate sources of support?  
What are less than ideal but acceptable outcomes?  
Long-term results and follow up 
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ARTICLE 
Coming out twice: In conversation with Fode 
 
 

by Rania El Mugammar 

In this short article, I document my conversation with a trans-identified FGM/C survivor 
referred to as Fode, to ensure their privacy. Fode speaks to me from his home in Quebec. 

I speak to Fode on a misty summer morning; he has a pleasant voice and a calm, humorous 
demeanour. After we introduce ourselves, we discuss our childhoods in our respective home 
countries, and Fode speaks to me about what he calls “coming out twice.” 

He tells me that as a trans man, he has had many experiences of “coming out” in different 
contexts and at different times in his life with regard to his gender identity. He feels a 
palpable and justifiable fear as a trans person in the world. He tells me he also feels like he 
has to “come out” about his status as a survivor of FGM/C in healthcare contexts and to 
potential intimate partners especially. This time, he fears racism, rejection, dehumanization 
and additional discrimination. 

For Fode, his experiences of FGM/C are traumatic in an otherwise serene childhood and 
within a family that is accepting of his transition and his gender identity. He makes sure to 
remind me that he loves his family and that they love him too. “They did what they knew, 
and yes, they should know better,” he says. 

I empathize with his desire to portray a fulsome reflection of his family, particularly as 
dominant culture narratives paint FGM/C as a “barbaric” practice and those who perform it 
or facilitate it as irredeemable abusers. Fode is noticeably relieved at my understanding. 

He jokes about winning “discrimination bingo.” Where his experiences as a Black trans man, 
a survivor of FGM/C while dating and accessing healthcare, mean that even the language of 
“female” genital cutting does not encompass his identity, and his disclosure renders 
healthcare providers and potential lovers hesitant, confused or at times outright 
discriminatory. 
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In conversation with Fode, Continued  
 
 
In LGBTQ communities, Fode navigates anti-Blackness and a lack of cultural safety. In Black 
communities, he navigates transphobia. In both communities and their many intersections, 
he fears sharing his experiences of FGM/C. In spaces that work towards addressing gender-
based violence, shock, shame, and a clear lack of cultural awareness and anti-racist practice 
mean that Fode rarely accesses these spaces. An apparent and painful lack of 
intersectionality across spaces and contexts has a tremendous impact on Fode’s healthcare 
outcomes, love life and sense of belonging. 

He tells me that he has connected with other queer and trans survivors and feels that only in 
spaces led by people who share these experiences can he be whole. In these spaces, Fode 
explains, he doesn’t have to be as guarded. He can share everything from excitement about 
meeting a new love interest to fears around navigating healthcare as a trans FGM/C survivor. 
He says they mostly keep in touch through social media and messaging apps, where they 
can share self-advocacy advice, provide mutual aid and mental health support for one 
another, and generally exist in a safer space. 

“I used to be very frustrated that there is not a log of good social services for someone with 
my experiences. Now, I feel that I have taken the matter into my own hands. It’s still the 
responsibility of everyone who works to eradicate cutting to have these anti-racist, trans-
inclusive lenses, at the very least. At the end of the day, I will support my community, and 
my community will support me.”
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ARTICLE 
I AM NOT BROKEN! In conversation with Warda  
 

by Rania El Mugammar 

This interview was conducted on September 9th, 2020. The interview was conducted in 
Sudanese Arabic and later translated to English. The interviewee is referred to as Warda to 
protect her privacy. Warda identifies as a woman who has experienced FGC; she speaks to 
me from her home in Canada. I asked Warda questions about how she identifies, her 
experiences, what is important to her, and how she wants to address FGC. She asks me 
about speaking to me in Sudanese, and I agree.  

Warda: First of all, I hate the word “mutilation.” English is kind of ugly, but this word 
especially. You can’t deny that when you call someone mutilated, there is something 
humiliating about it. It makes you feel as if you are broken. I don’t mind being called a 
survivor. I have survived this and even worse. I am a Black Muslim woman who immigrated 
to the west just days before September 11th, 2001. Every day is survival. 

Don’t get me wrong, the experience of FGC for me was violent, certainly. It left me scared 
and confused, but at the same time, it was kind of an ordinary thing for a lot of people 
around me. I remember when I was young hearing lots of hushed things about circumcision 
but never really speaking directly about it, we attended parties for those who were 
circumcised. I know that basically all the women in my family until my generation were 
circumcised. 

When I got older, I heard stories of people who suffered complications or experienced a 
more extreme type of FGC. I respect whatever words people want to use to talk about 
themselves. My real frustration is with Western Academia and the obsession with saying, 
“wow, look at this thing that Africans, Muslims and Brown people do; look at the backwards 
cultures they come from.” You know what I mean? 

Rania: Yes, I do. It’s definitely made to be an awful thing that only happens because of 
people’s cultures. 

Warda: Exactly! So it makes it very difficult to talk about it. To be honest, the first time I 
heard the word mutilation, I felt sick. It was in a social studies class; I can’t even remember 
how it came up. I remember, suddenly, everyone was shocked and disgusted as some 
classmates started speaking about the practice in detail. I left and didn’t come back to class 
for three days
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In conversation with Warda, Continued  
 
 
Rania: I am sorry to hear that. Can I ask, you’re a parent, how has it been navigating 
pregnancy and childbirth? 

Warda: That was the hardest part. I felt like I had to battle everyone, my family doctor, my 
OBGYN, nurses, CAS, you name it! Everything from whether or not I could become pregnant, 
how I will have my babies, and if I could even take care of them came into question because 
of my FGC. People accused my husband of being abusive. I can’t imagine that if he really 
were, I would feel safe enough to tell the doctors, social workers and nurses who were not 
listening to me about anything. People say racist things when you talk to them about your 
experiences, or they think that’s your first concern. I even had several unrelated health issues 
that were not getting attention because of the obsession with my FGC. 

I wanted to yell: Hello! Women have been having babies with FGC for a long time; please 
listen! 

Rania: What did you end up doing? 

Warda: I talked to my mom, my aunts, and my friends who already had kids with FGC and 
got advice from them. Finally, I got in touch with a doctor who is a Black woman, and she 
was a very strong advocate. She really had a compassionate understanding, and most 
importantly, she listened. 

Rania: What do you want people to learn from your story? 

Warda: I want people to listen, to stop telling the same story about FGC. It makes it hard to 
talk about FGC without being afraid. But then we can’t stop the practice if we can’t even talk 
about it. I want people to understand that people who live with FGC are not broken; we are 
full human beings! 

We need to be able to talk about FGM/C if we are to end it. We need to be able to say this is 
how it happened to me, what it looks like for me and here are the consequences. There has 
to be space for that story to be different from person to person. We can’t end a practice that 
we cannot even talk about because we are afraid that they will use it against us. 

I hope people will learn that I have a voice, that people like me have a voice, and that 
they will listen to that voice. Listening to our voices is the only way to stop young 
girls from being cut generation after generation.
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ARTICLE 
Birthworkers & FGM/C: At the Intersection of Survivor & Advocate  
 
 

by Rania El Mugammar 

In this short interview, I speak with an informal collective of Black and Brown birth workers 
based in London, Montreal and New York. Many of the group members are survivors of 
FGM/C, while others join in solidarity with them to meet the reproductive needs of those 
who have experienced FGM/C. 

Rania: Hi folks, thank you for taking the time to speak with me. I am wondering if you can 
share a little about your work with me. 

BW: Thank you for having us, Rania. We are a collective of Black and Brown women and 
non-binary birth workers, based globally in the UK and on Turtle Island (Canada & the 
United States). We work through a whisper network of grassroots advocacy so we can 
protect the privacy of those who have experienced FGM/C. People don’t want to be 
associated with the midwife or doula who specifically works with people who have been cut. 
So we are careful to invite people to disclose if they feel safe enough to do so in any of our 
workshops or intake visits. We work to provide abortion doula care from a pro-choice, 
reproductive justice framework, pregnancy, birth and labour support, and postpartum care 
for birthing parents (gestational parents), and doula support for women, trans and non-
binary survivors of FGM/C who experience miscarriage or stillbirth. We are a gender-
affirming, queer-positive collective that is survivor-led. 

Rania: That sounds amazing. Can you tell me a little bit about how you got together and 
why you focus on FGM/C survivors? 

BW: We got together because many of us are survivors of FGM/C or were approached to 
care for survivors of FGM/C, only to realize we were operating on assumptions, biases and a 
lack of knowledge and education. We focus on FGM/C because we fundamentally believe in 
reproductive justice and that every person has the right to determine their reproductive 
destiny. Due to poor education, lack of cultural safety and serious medical racism in each of 
our unique contexts and communities, survivors of FGM/C do not have that freedom. We 
got together to share what knowledge, tools, experiences and supports we had developed 
or learned about. We’re sort of like the aunties you can come to, and we can connect you 
with someone.
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Birthworkers & FGM/C, Continued  
 
 

Rania: What does your day-to-day work look like? 

BW: On a day-to-day basis, we do a lot of grassroots advocacy and mutual aid work. We 
accompany survivors to medical appointments and terminations and to access social 
services and support. We help to provide for the material needs of survivors in order to help 
them in their healing. We provide primary reproductive care (through midwives on our 
team). We work with other healthcare providers (such as nurses and doctors) working in 
obstetrics in order to share knowledge and build networks. Most importantly, we connect 
with elders in our communities who have survived FGM/C as well as midwives globally in 
order to understand the types of the practice and how to care for those who have 
experienced cutting. 

We occasionally collaborate to offer training and workshops for other birth workers and 
social workers in order to increase the competencies of our communities and their 
capacities to meaningfully address FGM/C from an intersectional feminist, anti-racist 
perspective. 

Rania: In your work, what are some of the biggest challenges facing those affected by 
FGM/C? 

BW: Some of the key challenges we see survivors experience in our practice as birth workers 
include: 

• Lack of culturally safe service providers 

• Fear of criminalization or judgement, fear of child apprehension of existing children if 
survivors disclose that they’ve been directly affected by FGM/C because of 
assumptions of abuse 

• Islamophobia and racism when accessing reproductive care and primary healthcare 
really discourages disclosure which worsens healthcare outcomes 

• Lack of consultation and consent in reproductive choices because of assumptions of 
what a woman’s body looks like and is able to do because of being cut 

• The idea that all cutting looks the same means that sometimes, service providers who 
have worked with one client affected by FGM/C will make assumptions about the next 
person who has been affected 

• Lack of translation and language support, no time or care is given to explain the 
implications and choices for really meaningful and informed consent
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Birthworkers & FGM/C, Continued  
 

 

• Treating survivors as if they are not able to make choices for themselves 

• Lack of trained healthcare providers and birth workers with experience working with 
people who experienced FGM/C from an anti-racist perspective  

• Lack of awareness of or even the existence of networks of practice 

• Also, quite frankly, poverty, which makes so many of these barriers much more 
difficult to navigate 

 
Rania: Thank you for your work. In closing, can you tell me some of the key lessons you’ve 
learned being survivors of FGM/C and working with other survivors? 

BW: This might seem obvious, but we say this all the time, listen to survivors, don’t speak 
for them, lift up their voices. Survivors know what they need. 

Don’t assume anything about the identity of survivors or what their relationship to their 
community or their experiences of FGM/C is like. 

BE HUMBLE. It’s okay not to know. It’s not okay to judge and shame survivors without 
accountability. Most importantly, as birth workers, survivors of FGM/C can have full 
reproductive experiences of their choosing; it is our job to learn to provide that care.
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CASE STUDY 
ADVOCACY 
 
 
 
 

Dina is a 25 year old teacher who is affected by FGM/C. She was cut when she was young, 
as were most of the women in her family and community. Dina resides in Toronto. She is 
sexually active, in a committed relationship and is currently using birth control prescribed 
at a sexual health clinic. 
 
 
As she begins to consider having children and her reproductive choices, Dina decides to 
consult with a physician before discontinuing her birth control. When searching for a 
family doctor, she feels anxious about her status as an FGM/C survivor and navigating the 
intake process with a new primary care provider. Dina searches online resources, but none 
indicate whether any of the general practitioners are culturally competent and experienced 
in caring for those who have experienced FGM/C. She calls local service agencies and is 
mostly met with confusion or surprise. 
 
 
Dina decides to take a chance on a well-reviewed practice. However, when Dina discloses 
her experience of FGM/C during her intake process, the doctor is visibly disturbed and 
quickly makes assumptions about her care needs, discouraging remarks about her 
reproductive future, and negative assumptions about her community. The doctor begins 
making recommendations for reconstructive/cosmetic surgery and makes remarks about 
“how severe the damage is” without examining or speaking to Dina. Dina is upset and 
disheartened. She leaves the appointment, and her anxiety about her search for a 
healthcare professional who understands her needs intensifies. She feels triggered, 
devalued and re-traumatized.
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CASE STUDY 
ADVOCACY 
 
 
 
 

With support from her partner, Dina decides to share her story. Several journalists are 
interested in publishing her experiences; however, it quickly becomes clear that their focus 
is her actual circumcision rather than the lack of intersectional and culturally safe 
healthcare and social services. Dina decides to reach out to members of her community. 
She quickly gathers dozens of similar narratives from survivors and through this course, 
develops strong relationships, knowledge and tools to advocate for herself and her 
reproductive future. 
 

Dina connected with generations of women who experienced FGM/C and learned from 
their experiences. She felt much better about her reproductive options. Dina wants to 
continue building networks of solidarity to better understand the complex needs of 
survivors and to support her healing and self-determination. She seeks support with 
advocacy from a broader community of organizers. 
 
 
 
 

Questions to Consider: 
 

What are some examples of poor cultural competence in the above case study? 
 

What practices from healing-centred engagement and survivor-centred lenses could be 
instituted to better meet Dina’s needs? 
 
 

Complete the advocacy strategy plan based on this case study on the following page. 
Work with a partner if possible.
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