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In their Target Article, Connor, Brady, Chaisson, Sharif
Mohamed, and Robinson (2019) present an integrative pain
response model to conceptualize sexual pain in migrant
and immigrant women who have experienced female geni-
tal mutilation/cutting (FGM/C). They propose it as a guide
for clinical assessment, treatment of sexual pain, and future
research with women with FGM/C. This interesting model
is based on pre-existing pain response models to other types
of pain (e.g., back pain, vulvodynia, headache) (Hasenbring,
Verbunt, 2010; Sturgeon & Zautra, 2016; Vlaeyen & Linton,
2000). It distinguishes the four following types of sexual
pain response, each of them with specific cognitive, affec-
tive, and behavioral processes that can worsen or cope with
the experience of pain:

(1) Fear avoidance, where pain is viewed by the woman as
catastrophic, leading to anxiety, hyper-vigilance around
the partner, no communication about the pain, and fear
and avoidance of sex and intimacy. According to Con-
nor et al., a similar response can undermine the quality
of relationship and sexual experience and contribute to
chronic pain (maladaptive response).

(2) Distress and (3) eustress endurance, where the expe-
rience of pain is minimized or ignored with oneself
and others, focusing on other things (e.g., family, rela-
tionship, work). In distress endurance, the thoughts
about pain are suppressed. In eustress endurance,
pain is acknowledged but minimized and approached
positively. Connor et al. hypothesize that women who
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engage in both eustress and distress endurance behav-
iors will experience pain and eventual injuries, creating
painful body memories, anxiety, and possibly under-
mining the quality of relationship and sexual experience
(maladaptive response). Connor et al. consider eustress
endurance response as a form of adaptive response when
acculturation is low.

(4) Resilience, where cognitive and coping processes
and positive social interactions and communications
(including with a partner) facilitate acceptance of
chronic pain and lead to psychophysical adjustments.
Painful sexual activities are stopped, but less painful
forms of sexual contacts and activities are maintained.
Exploring alternatives to penile—vaginal intercourse
is beneficial for the woman and the couple (adaptive
response). However, such flexibility might be limited in
some cultures where vaginal penetration is seen as the
only acceptable form of sex.

Connor et al. (2019) underline that other factors such as
acculturation, history of sexual trauma, relationship dynam-
ics, and other biopsychosocial causes for sexual pain different
than FGM/C should be assessed while using this model. They
also suggest possible interventions that can facilitate resil-
ience. These include: (1) finding or creating positive mean-
ings, (2) treating anxiety and depression, (3) enhancing social
support, particularly communicating needs to one’s partner,
(4) finding and exploring sexual activities and adaptive strate-
gies that are culturally appropriate and without pain, and (5)
couple therapy, cognitive behavioral therapy or acceptance
commitment therapy (a form of mindfulness-based therapy,
theorizing that greater well-being can be attained by over-
coming negative thoughts and feelings).

Connor et al. (2019) finally call for more quantitative and
qualitative research: (1) to understand how each type of sex-
ual pain response applies to populations living in both high-
and low-income countries, (2) to identify further resilience
mechanisms, and (3) to assess psychotherapy. The suggested
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research outcomes to be evaluated are the decrease in sexual
pain intensity and the increase in positive mood, relationship
satisfaction, and sexual satisfaction.

There is still a lack of research and literature on promot-
ing sexual health and understanding and treating sexual pain
among women with FGM/C and their partners in high prev-
alence, migration, and immigration countries (Abdulcadir,
Rodriguez, & Say, 2015a). The existing evidence has mainly
focused on the etiologies and surgical treatments of sexual
pain after FGM/C (Berg, Denison, & Fretheim, 2010; Berg,
Taraldsen, Said, Sorbye, & Vangen, 2017a, 2017b) and not
on the responses to such pain. Women and girls with FGM/C
present some specific biological, psychological, and socio-
cultural factors that cause and can maintain sexual pain.

Biological factors include: (1) the type of cutting, its
severity, and complications, (2) past obstetric perineal trau-
mas (Belihu, Small, & Davey, 2016; Wuest et al., 2009), (3)
recurrent genitourinary infections that can lead to pelvic
inflammatory disease (Berg, Underland, Odgaard-Jensen,
Fretheim, & Vist, 2014), (4) recurrent vulvar fissures and
abscesses (Abdulcadir et al., 2016a), (5) post-traumatic
granulomas and neuromas of the clitoris (Abdulcadir.
Pusztaszeri, Vilarino, Dubuisson, & Vlastos, 2012), (6)
painful incarceration of the clitoris (Abdulcadir, Manin,
& Huber, 2019), (7) vulvoclitoral cysts (Abdulcadir et al.,
2012; Rouzi, 2010), and (8) keloids and adhesions or bridles
(Abdulcadir et al., 2016a).

Psychological factors include depression, anxiety, or post-
traumatic stress disorder (PTSD) related to FGM/C and per-
sonal coping strategies of the past experience of cutting (Berg
etal., 2010; Vloeberghs, van der Kwaak, Knipscheer, & van
den Muijsenbergh, 2012). FGM/C is often physically and
psychologically traumatic even though a considerable num-
ber of women are capable of coping and may regard the ritual
as “normal” and not distressing. The interpretation, memo-
ries, and experience of the FGM/C are diverse and can affect
sexual pain and sexual response (Vloeberghs et al., 2012).
In addition, some painful genital experiences can recall the
trauma of FGM/C (Abdulcadir, Bianchi Demicheli, Willame,
Recordon, & Petignat, 2017). Many migrant and immigrant
women with FGM/C have also lived other past traumatic
events that can contribute to the onset or maintenance of
sexual pain (e.g., sexual violence, reinfibulation after rape
to preserve marriageability) (Abdulcadir, Marras, Catania,
Abdulcadir, & Petignat, 2018; Antonetti Ndiaye, Fall, & Bel-
tran, 2015).

Relational and sociocultural factors involve: (1) educa-
tion, (2) information on FGM/C, on female genital anatomy,
physiology, and sexuality, (3) beliefs; norms, (4) religion, and
(5) migration and acculturation. In some ethnic groups where
FGMY/C is traditional, forced and arranged marriages can also
be a common practice (Antonetti Ndiaye et al., 2015).
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Younger migrant women with FGM/C, growing up in the
West, exposed to negative or stigmatizing messages about
their genital cutting, have been reported to be at increased
risk of sexual dysfunction, genital or body image dissatisfac-
tion, and negative expectations about their future sexuality
(Johnsdotter, 2018). It was also found that the first pain-
ful sexual intercourses can differently contribute to future
chronic sexual pain among women with FGM/C type Il who
are not yet defibulated, depending on where and how such
pain is experienced and perceived (Catania et al., 2007). In
the study by Catania et al., older infibulated women who had
started sexual intercourses in a high FGM/C prevalence coun-
try, a long time before migration, described and considered
sexual pain at first intercourses as the “norm.”

These women experienced little, or no, effect on sexual
pleasure and satisfaction once sexual pain was gone (e.g.,
after their infibulations were surgically re-opened, which
often occurred at the time of first parturition). In contrast,
sexual pain at first intercourses was often described as abnor-
mal, terrifying, and traumatizing among younger infibulated
women who had migrated to the West at a young age and had
had their sexual debut in a country where such pain was not
the norm (Catania et al., 2007).

Research on sexual response after FGM/C using the
Female Sexual Function Index also showed that in spite of
high sexual pain scores, sexual pleasure and satisfaction
scores can remain normal (Abdulcadir et al., 2016; Catania
et al., 2007). Connor et al.’s (2019) integrative psychologi-
cal pain response model will be useful to understand bet-
ter the mechanisms behind such findings. The model can
be employed: (1) to assess, document, and investigate the
response to sexual pain in women with FGM/C in a common,
scientific, and standardized language; (2) to prevent maladap-
tive responses that might worsen chronic sexual pain; (3)
to promote alternative responses that might improve sexual
health and decrease pain; (4) to explain to women and men
their cognitive, affective, and behavioral responses; (5) to
study therapeutic surgical and non-surgical interventions for
sexual pain after FGM/C.

This model could be applicable to several clinical condi-
tions causing sexual pain other than FGM/C, such as endo-
metriosis, vulvodynia, genitopelvic pain penetration disorder,
and painful scar tissue caused by other vulvovaginal or per-
ineal traumas or surgeries. In the case of FGM/C, the specific
biopsychosocial factors discussed above should be assessed
and managed together with all the possible co-existing factors
responsible for sexual pain that might be different than the
genital cutting itself. Health professionals should be careful
not to focus only on the FGM/C, forgetting all other diagnosis
and possible managements of sexual pain. Health profession-
als should also avoid exclusive focus on non-surgical man-
agement (e.g., counseling, psychosexual therapy), when the
cause of the pain is treatable surgically. FGM/C often differs
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from a form of localized or generalized vulvodynia as sexual
pain has often a visible and surgically treatable cause such
as a cyst, an adhesion, a neuroma, or the cutaneous barrier
of infibulation.

The Target Article by Connor et al. (2019) focuses on the
possible use of the model for assessment and management of
sexual pain. In addition, this same model could be probably
used to study, assess, and manage those factors that facilitate
acceptance or cause refusal of treatments for such pain. Many
women with FGM/C type III (infibulation) can suffer from
genitourinary problems and severe sexual pain but still refuse
defibulation (Abdulcadir et al., 2018). Defibulation is the
opening of infibulation, a technically easy and effective treat-
ment reducing or completely resolving sexual pain as well as
other symptoms. Women’s refusal can be due to sociocultural
reasons or fears regarding the defibulated genitals and future
marriageability (Abdulcadir et al., 2018). When the woman
refuses the treatment for sexual pain, she can engage in a fear
avoidance, an endurance response, or a resilience response. In
this particular case, a resilience response consisting of find-
ing strategies to avoid penetration and defibulation might be
interpreted as a maladaptive response too. Refusing defibula-
tion can negatively affect a woman’s sexual, obstetric, geni-
tourinary, and relationship health.

Surgical interventions to reduce or treat sexual pain
include defibulation, removal of cysts, adhesions and bridles,
post-traumatic neuromas, and clitoral reconstruction (Berg
et al., 2017a). Connor et al. did not mention clitoral recon-
struction. This surgery is indeed not universally accepted as
effective and safe yet (World Health Organization (WHO),
2016). However, clitoral reconstruction is increasingly
requested and performed, in part, to treat sexual pain. Cur-
rent guidelines and expert opinions (Abdulcadir, Rodriguez,
& Say, 2015b; WHO, 2016) insist on the importance of psy-
chosexual therapy or psychotherapy before and after surgery,
and future research on this topic is needed. Connor et al.’s
(2019) model could certainly be used to study and describe
in a standardized way sexual pain response before and after
clitoral surgery.

Non-surgical treatments for sexual pain include pelvic
floor therapy, psychosexual therapy, and all the possible
resilience interventions mentioned by Connor et al. (2019).
Non-surgical treatments have not yet been studied in the pop-
ulation of women with FGM/C and their partners. Moreover,
they are not always available, refunded, offered, or adapted
to the population of women with FGM/C.

Among the resilience strategies mentioned by the Connor
et al., it is supposed that women might obtain advice from
friends and relatives about sexual pain reduction methods and
communicate with their friends and husband. This might vary

considerably in different ethnic and cultural groups and age
groups. Unmarried sexually active women or lesbian women
might have more difficulties in obtaining such advice where
sex is socially acceptable only in a heterosexual married cou-
ple. Subjects like defibulation are extremely private and not
disclosed within some groups. Especially where the opening
of infibulation is still considered a sign of men’s virility, a
pre-marital surgical opening could be shameful and so, not
easily disclosed and advised (Abdulcadir et al., 2018).

Intra-couple communication about sexual practices,
preferences, adaptive strategies, and sexual pain can also
vary considerably according to the ethnic group considered.
FGMY/C is often discussed as a unique condition, but there
is a huge diversity in types and consequences, age at which,
and setting in which, the cutting was performed, beliefs, cul-
tures, religions, countries, traditions, practices, misconcep-
tions, myths and attitudes toward sex, communication about
sex, and sexual pain. Future research on sexual pain should
acknowledge such diversity. Discussing anal and oral sex as
alternatives to vaginal penetrative sex for instance could be
seen as a sin among some communities (Catania et al., 2007).
The same goes with masturbation (Abdulcadir et al., 2016b).
Future research using Connor et al.’s (2019) model could
explore the strategies that can facilitate the self-exploration
of the genitals, communication, and peer education among
women and their partners. Women’s inter-generational peer
education about sex is also a resource to be explored. In
some communities, however, communication about sex is
restricted to the moment of marriage only.

In conclusion, Connor et al.’s (2019) model will be a useful
resource to study, understand, and manage sexual pain among
women who have experienced FGM/C. The model could be
enriched by considering the response of the woman’s part-
ner to the sexual pain. The partner’s different responses can
positively or negatively influence the woman’s sexual pain
and function. In our clinical experience with mostly hetero-
sexual women with FGM/C, men can engage in very different
behaviors and responses to the sexual pain of the partner,
which range from successful adaptive resilience strategies
including advocacy and support of surgical defibulation in
case of FGM/C type III, mutual masturbation or to more
maladaptive responses that can worsen pain, distress, suf-
fering, and loss of physical and emotional intimacy in both
members of the couple.

Connor et al.’s (2019) integrative model will certainly
improve and encourage the understanding and management
of sexual pain response. As such, it will aid our understanding
and management of sexual function in women with FGM/C,
which is one tile in a bigger mosaic of women’s sexual health.
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