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Abstract
Purpose of Review Global migration trends necessitate that
health care providers, regardless of location, address sequelae
from female genital cutting (FGC). Surgical interventions to
treat sexual dysfunction in this population are proliferating
despite limited evidence of their impact.We conducted a scop-
ing review to describe interventions to address sexual dys-
function in FGC-affected women.
Recent Findings Thirty-four citations in four categories of
peer-reviewed literature emerged: surgical technique descrip-
tions, case reports, literature reviews, and original research
including qualitative analyses, anatomically focused studies
and surgical interventions.
Summary Surgical strategies to address sexual function in
FGC-affected women, although promising, are limited by
low-quality evidence. FGC-affected women require, but are
rarely receiving, multidisciplinary care to address myriad

influences on sexual function. Research is needed to clarify
the impact of surgical interventions and promising non-
surgical strategies including education and counseling.

Keywords Female genital cutting . Female genitalmutilation/
female circumcision . Sexual function/dysfunction . Surgical
interventions . Defibulation . Clitoral reconstruction

Introduction

Strategies to address sexual function in women who have
experienced female genital cutting (FGC), otherwise known
as female genital mutilation or female circumcision, are quick-
ly proliferating. Procedures such as clitoral reconstruction are
becoming readily available across Europe [1, 2] and North
America [3]. For example, surgeries intended to address the
sexual impact of FGC are now covered by the national health
systems in France [4••] and the UK [5]. There are also spe-
cialized clinics to provide these services in sub-Saharan Africa
[6].

FGC is a cultural practice that predates the Abrahamic
religions and continues to occur in 28 African countries
as well as regions of the Middle East and Southeast
Asia. Prevalence rates vary depending on ethnicity, re-
gion of origin, as well as urban versus rural locale with
prevalence rates ranging from less than 10 to more than
90% [7] UNICEF estimates that up to 200 million
women and girls have been affected by this practice
worldwide [8]. According to the World Health Organization,
FGC is defined as “all procedures involving partial or total
removal of the external female genitalia or other injury
to the female genital organs whether for cultural, reli-
gious or non-therapeutic reasons.” [9]. There are four
types of FGC (Table 1) ranging from partial removal
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of the hood of the clitoris to removal of external geni-
talia and near obliteration of the vaginal orifice [9].
Motivations for continuing the practice vary widely
and may include religion, concerns for marriageability
and social acceptance, protection of virginity, esthetic
preference, and preparation for womanhood [9].

Global migration trends make FGC a challenge for
health care providers regardless of location. An estimat-
ed 513,000 African women or girls in the USA are
from or born to a parent from an FGC-practicing coun-
try [10•]. Estimates for European countries vary from a
few hundred in Hungary to more than 65,000 in the UK
[11]. Although data are limited, evidence suggests that
few health care providers are well-informed about car-
ing for FGC-affected women. A global review of pro-
viders’ knowledge, perceptions, and attitudes related to
FGC demonstrated low knowledge about the different
types of FGC, infrequent use of care guidelines, and
limited awareness of the legal implications of the practice
[12].

There are a variety of female sexual dysfunctions (FSD)
that concern clinically significant and distressing problems
with arousal, desire, orgasm, and pain [13]. In the USA, ap-
proximately 12% of women report distressing sexual health
concerns, although as many as 40% report overall sexual con-
cerns [14]. While the prevalence of FSD among FGC-affected
women is uncertain, two recent systematic reviews have sum-
marized its impact. Berg and colleagues [15] explored

multiple health impacts of the practice, including sexual func-
tion, and found that dyspareunia was more common in FGC-
affected women. A “dose-response” relationship may exist
with more severe cutting having greater impact. This was
consistent with findings in a meta-analysis specifically fo-
cused on sexual function that suggested FGC-affected women
were more likely to report dyspareunia, lack sexual desire, and
less sexual satisfaction than unaffected women [16]. Despite
adverse effects of the practice, FGC-affected women report
high rates of orgasm and other signs of normal sexual function
[17, 18]. These seemingly conflicting findings highlight the
challenges in measuring sexual function which is dependent
on a complex interplay of physiologic—anatomic, hormonal,
and neurophysiological—sociocultural and psychosocial fac-
tors including individual, relationship, and community-level
influences.

Anti-FGM campaigns have increased awareness among
women in and from FGC-practicing countries that FGC is
not a global norm. In settings where FGC is highly stigma-
tized, Western norms on the bodily integrity of women and
girls may negatively affect the body/genital self-image of
FGC-affected women [19••], a known influence on sexual
function [17, 20]. Given global migration trends, there is in-
creasing demand for and supply of strategies to improve sex-
ual function after FGC. To date, the impact of these proce-
dures has not been well described. The aim of this paper is to
describe the evidence on interventions to address FSD in
FGC-affected women.

Table 1 2007 WHO-modified
classification of female genital
mutilation

Type Definition

I Partial or total removal of the clitorisa and/or the prepuce (clitoridectomy)

Type Ia—removal of the clitoral hood or prepuce only

Type Ib—removal of the clitorisa with the prepuce

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

Type IIa—removal of the labia minora only

Type IIb—partial or total removal of the clitorisa and the labia minora

Type IIc—partial or total removal of the clitorisa, the labia minora and the labia majora

III Narrowing of the vaginal orifice with creation of a covering seal by cutting and appositioning the
labia minora and/or the labia majora, with or without excision of the clitoris (infibulation)

Type IIIa—removal and apposition of the labia minora

Type IIIb—removal and apposition of the labia majora

IV Unclassified: all other harmful procedures to the female genitalia for non-medical purposes, (i.e.,
pricking, piercing, incising, scraping and cauterization)

Reprinted from OHCHR, UNAIDS, UNDP, UNECA, UNESCO, UNFPA, UNHCR, UNICEF, UNIFEM, and
WHO. Eliminating female genital mutilation: an interagency statement. Available at: http://www.un.
org/womenwatch/daw/csw/csw52/statements_missions/Interagency_Statement_on_Eliminating_FGM.pdf.
Retrieved 9 January 2017. Copyright 2016. Table originally published in Abdulcadir et al. [71]. Copyright
Permission obtained from Wolters-Kluwer Health, Inc
a In theWorld Health Organization classification, when there is reference to removal of the clitoris, only the glans
or the glans with part of the body of the clitoris is removed. The body or part of the body and the crura of the
clitoris remain intact as well as the bulbs, two other sexual erectile structures [48••]
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Methods

We conducted a scoping review to describe the evidence on
interventions to treat sexual dysfunction in FGC-affected
women. When the evidence is limited and there are few ran-
domized trials, scoping reviews describe the landscape of lit-
erature available on the topic, discern whether a systematic
review is even possible, and identify gaps in the evidence
[21]. We used an adapted version of the methodologic frame-
work described by Arskey and O’Malley [22] and Levac et al.
[23] which includes the following steps: (1) identify the ques-
tion, (2) identify relevant studies, (3) select studies for review,
(4) chart the data, and (5) synthesize the results.

Our research question was: what is the evidence on interven-
tions to address sexual functioning in FGC-affected women? To
identify relevant studies, a specialist in library science/informatics
conducted a systematic search of PubMed, Cochrane Library,
CINAHL, PsychInfo, and Google Scholar. Search terms includ-
ed, depending on database, some combination of the following:
“defibulation,” “defibulation,” “reconstructive surgery,” “recon-
struction,” “circumcision, female,” “female genital mutilation,”
“female genital cutting,” “dyspareunia,” “sexual dysfunction,”
“physiological,” “sexual dysfunction, psychological,” “therapy,”
“rehabilitation,” “interventions,” “assessment,” “quality,” “out-
comes,” and “rehabilitation.” The detailed search strategy by da-
tabase is available upon request. Per scoping reviewmethods, we
used an iterative process to continually refine our inclusion
criteria ensuring a selection of relevant literature. Ultimately,
our inclusion criteria were English or French language, peer-
reviewed citations of interventions to address sexual function in
womenwith FGC (Fig. 1). There were no date limits.We exclud-
ed abstracts, conference proceedings, dissertations, and work that
discussed interventions to address obstetrical issues.

Data were extracted from articles that met inclusion criteria
by both authors using a standardized spreadsheet.We assessed

all citations using the Johns Hopkins Nursing Evidence-
Based Practice Research and Non-research Evidence ap-
praisal tools [24].

Results

Thirty-four citations met criteria and fell into four groups of
peer-reviewed literature: descriptions of surgical techniques,
case reports, literature reviews, and original research compris-
ing qualitative studies, anatomically focused studies, and sur-
gical interventions.

Surgical Techniques Four citations, while focused on describ-
ing surgical techniques often used to address sexual function in
FGC-affected women, namely defibulation [25] and clitoral
reconstruction [26–28], did not report on the efficacy of these
surgical techniques. Defibulation entails the surgical release of
the vulvar scar tissue by making a vertical incision along the
infibulation to expose the urethral meatus and introitus, follow-
ed by reapproximation of the incised edges of each labia majora
[25]. This can be accomplished via a traditional knife/scalpel or
laser [20]. Clitoral reconstruction, first described in 2003, is a
technique intended to improve genital sensation, sexual plea-
sure, and reduce clitoral pain in FGC-affected women [29]. All
three surgical descriptions in this sample described the same
technique, popularized by Foldes and colleagues, which entails
resection of the clitoral stump scar, dividing the suspensory
ligament, excising the surrounding fibrosis, and repositioning
the mobilized clitoral stump to create a neoglans [30].

Case ReportsWe included 13 articles that represented a total
of 43 cases demonstrating the surgical techniques of
defibulation and clitoral reconstruction. Two authors de-
scribed non-surgical strategies to address women’s concerns
including sexual therapy [31] and biofeedback [32]. Overall,
authors mentioned dyspareunia (n = 8), apareunia (n = 7), and
urinary problems (n = 11) as the most common presenting
patient concerns. Seven of eight women who were
defibulated, whose main complaint included dyspareunia,
apareunia, desire for functional vagina, or perineal/pelvic
pain, reported a resolution of symptoms [31, 33–37]. Two
women in Burkina Faso reported persistent dyspareunia after
defibulation [37]. No sexual outcomes were reported after
defibulation for 28 women [38, 39] who presented for
dyspareunia, apareunia, or desire to facilitate delivery, or
two women who presented for pelvic/perineal pain, bleeding
abnormalities, and urinary complaints [40]. Pathohistological
data suggests that keratinized epithelial inclusion cysts are
common. Seven authors reported pathology results with the
most common results including two clitoral neuromas [41]
and eight inclusion cysts [39, 42, 43]. Case report details by
author are available in Tables 2 and 3.
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Fig. 1 Scoping review study selection flowchart
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Table 2 Evidence level and quality Guide

Evidence levels Quality guide

A B C

Level 1 Experimental study;
randomized controlled trial
(RCT); systematic review of
RCTs with or without
meta-analysis

High quality: consistent,
generalizable results;
sufficient sample size for the
study design; adequate
control; definitive
conclusions; consistent
recommendations based on
comprehensive literature
review that includes thorough
reference to scientific
evidence

Good quality: reasonably
consistent results; sufficient
sample size for the study
design; some control, fairly
definitive conclusions;
reasonably consistent design;
recommendations based on
fairly comprehensive
literature review includes
some reference to scientific
evidence

Low quality or major flaws:
little evidence with
inconsistent results;
insufficient sample size for
the study design;
conclusions cannot be
drawn

Level 2 Quasi-experimental studies;
systematic review of
combination RCT and
quasi-experimental studies;
quasi-experimental studies
only with or without
meta-analysis

Level 3 Non-experimental study;
qystematic review of a
combination of RCTs,
quasi-experimental studies,
or non-experimental studies
only, with or without
meta-analysis; qualitative
study or systematic review of
qualitative studies, with or
without meta-synthesis

Level 4 Opinion of respected authorities
and/or reports of nationally
recognized expert committees
or consensus panels based on
scientific evidence

High quality: material officially
sponsored by a professional,
public, private organization,
or government agency;
documentation of a
systematic literature search
strategy; consistent results
with sufficient numbers of
well-designed studies;
criteria-based evaluation of
overall scientific strength and
quality of included studies
and definitive conclusions;
national expertise is clearly
evident; developed or revised
within the last 5 years

Good quality: material officially
sponsored by a professional,
public, private organization, or
government agency;
reasonably thorough and
appropriate systematic
literature search strategy;
reasonably consistent results,
sufficient numbers of
well-designed studies;
evaluation of strengths and
limitations of included studies
with fairly definitive
conclusions; national expertise
is clearly evident; developed or
revised within the last 5 years

Low quality or major flaws:
material not sponsored by
an official organization or
agency; undefined, poorly
defined, or limited literature
search strategy; no
evaluation of strengths and
limitations of included
studies, insufficient
evidence with inconsistent
results, conclusions cannot
be drawn; not revised
within the last 5 years

Level 5 Evidence obtained from
literature reviews, quality
improvement, program
evaluation, financial analysis,
or case reports; nationally
recognized opinion
(organizational experience)

High quality: clear aims and
objectives; consistent results
across multiple settings; formal
quality improvement, financial
or program evaluationmethods
used; definitive conclusions;
consistent recommendations
with thorough reference to
scientific evidence

Good quality: clear aims and
objectives; consistent results in
a single setting; formal quality
improvement or financial or
program evaluation methods
used; reasonably consistent
recommendations with some
reference to scientific evidence

Low quality or major flaws:
unclear or missing aims and
objectives; inconsistent
results; poorly defined quality
improvement, financial or
program evaluation methods;
recommendations cannot be
made

Evidence obtained from
literature reviews, quality
improvement, program
evaluation, financial analysis,
or case reports; nationally
recognized opinion (literature
review, expert opinion, case
report, community standard,
clinician experience,
consumer preference)

High quality: expertise is clearly
evident; draws definitive
conclusions; provides
scientific rationale; thought
leader(s) in the field

Good quality: expertise appears
to be credible; draws fairly
definitive conclusions;
provides logical argument for
opinions

Low quality or major flaws:
expertise is not discernable
or is dubious; conclusions
cannot be drawn

Table used with permission; ©The Johns Hopkins Hospital/The Johns Hopkins University
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Literature Reviews Two literature reviews provided in-
sight into interventions to address sexual function among
FGC-affected women. Paterson et al. [44] evaluated or-
gasmic functioning of FGC-affected women with and
without an intact clitoris and the effect of surgical inter-
ventions, both defibulation and clitoral reconstruction, on
orgasmic functioning. Their review included seven stud-
ies; however, their methods were not well described. They
found the impact of FGC on orgasm unclear, mostly due
to lack of control groups and a clear definition of orgasm.
In women without an external clitoris, they concluded
FGC-affected women can have orgasms but with in-
creased difficulty. Based on a study with 18 women,
Paterson concluded that defibulation significantly im-
proved sexual desire, arousal satisfaction, and less pain
with intercourse, as reflected in FSFI scores [44]. No
effect sizes are reported in the review. Clitoral recon-
struction’s ability to improve sexual function overall and
capacity for orgasm is reportedly based on two studies; no
measurement data are provided.

Abdulcadir [4••] focused exclusively on clitoral reconstruc-
tion surgeries and stressed the lack of information available
about the impact and outcomes of the procedure. Only studies
that included safety or clinical outcomes were included. None
of four included studies used validated measures of sexual
function and outcome assessments were only conducted by
the surgeon. Follow-up was poor, and 25% of patients had
complications in two of three studies reporting safety data.
The review included one study that had a control group of
FGC-affected women who did not undergo clitoral recon-
struction. Given the few studies, and their major flaws, the
authors urged cautioned against discussing clitoral reconstruc-
tion without noting its still experimental nature. Dyspareunia
appeared to decrease in one study; however, the others either
did not report post-procedure pain findings or combined it
with other outcomes making it impossible to discern the im-
pact on pain.

Original Research

There were 15 original research articles. These included de-
scriptions of outcomes following surgical interventions, qual-
itative analyses, and studies on the anatomy of FGC-affected
women and its implications on sexual function.

Qualitative Analyses Three qualitative studies were included
in our sample. Villani [45] examined consultative notes from
55 women’s medical records who underwent clitoral recon-
struction. The methods and analyses were not clearly de-
scribed. The authors described how the women’s attitudes
toward FGC influenced whether or not she was offered sur-
gery: the “patient’s maturity also consists in awareness, and

being able to integrate the opinion of the specialist, show that
she rejects ‘all the cultural claims’ that go with excision” (p.
261), suggesting a conditional approval for surgery that hinges
on a woman demonstrating a shift to the dominant ideas of
femininity and sexuality in the host country of resettlement.

Safari [46] and Ndiaye et al. [47] provided different per-
spectives on the motivations for and impact of surgery. Safari
explored the experiences of nine women of Somali and
Eritrean origin in the UK who had undergone type III FGC
with subsequent defibulation. Marital factors, the stability of
the relationship, and social acceptability were critical factors
influencing women’s experience after defibulation.
Specifically, after defibulation, a majority of the nine partici-
pants disliked their new genital appearance or were not com-
fortable with their new physical sensations. However, five
said they would not wish to be infibulated again. Some wom-
en were ashamed of their decision, keeping their defibulation
secret from family. For single women, being defibulated could
mean rejection by potential partners because virginity would
be questioned. Some women reported valuable support from
husbands throughout the process.

Drawing upon the practice’s experience providing multi-
disciplinary care to women requesting clitoral surgery in
France, Ndiaye et al. [47] synthesized notes from 169 women
who underwent surgical, psychological, and/or sexological
consultations. Of the 169 who underwent surgical consults,
36 (21%) went on to pursue surgery, suggesting that some
women’s needs are met through psychological or sexological
counseling alone. The authors posit that women’s previous
history of trauma, including forced marriage and sexual as-
sault, motivates one to consider surgery, and is further
compounded by repeated messages in Europe that they are
somehow incomplete and devoid of any capacity for sexual
pleasure. In effect, they are stigmatized for being circumcised
and then seek to meet local cultural norms, the direct inverse
of what prompted their original circumcision. The authors
caution that “you cannot operate on shame” (p. 866) and that
providers in contexts of resettlement should acknowledge that
surgical “repair” will not meet the needs of all FGC-affected
women.

Anatomically Focused Studies Our review included two
studies focused on that anatomy of cut women. Abdulcadir
et al. [48••] conducted a cross-sectional study examining
whether differences in sexual anatomy and function exist
among 30 women (15 FGC-affected and 15 unaffected with
FGC types II and III). Measures included results from pelvic
MRIs of non-aroused clitoral tissue and validated sexual func-
tion measures. This is the first study to characterize the sexual
erectile tissue responsible for sexual arousal, orgasm, and
pleasure which were found intact in women with FGC. The
authors conclude that sexual erectile tissue was largely intact
in FGC-affected women and their clitoral bodies were not
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significantly smaller than unaffected women. FGC-affected
women were more likely to report dyspareunia, however
they did not score lower on orgasm, desire, or satisfac-
tions sexual function sub-scales. They did score lower
with respect to sexual function and desire. They con-
cluded that women with FGC who experience FSD
should receive anatomical education, counseling and
treatment regardless of whether or not FGC is the etiology
of their concerns.

Thabet [49] conducted a prospective cohort study of 50
unaffected and 125 FGC-affected (FGC types I and II) women
with small to moderate anterior vaginal wall descent to
examine the impact of FGC on the G-spot anatomically,
functionally, and histologically. While no validated sex-
ual function measures were used, findings suggest that
neither sexual function nor the G-spot was affected by
FGC. If there were changes, G-spot stimulation could
potentially compensate.

Surgical Interventions Clitoral reconstruction (n = 7) and
defibulation (n = 3) procedures were examined. The studies
examining clitoral reconstruction varied considerably in terms
of sample sizes andmethodologic rigor and are summarized in
Table 4. With respect to defibulation, Akotionga et al. [50]
performed defibulations on 49 women in Burkina Faso and
reported on the challenges of using local anesthetic for the
procedure. They described their outcomes as satisfactory;
however, no measurement details were provided. Nour et al.
[51] and Krause [52] specifically addressed sexual function
which improved in both studies; however, only the latter in-
corporated a validated scale (The Female Sexual Function
Index (FSFI)). Nour’s unique contribution is the inclusion of
husband’s satisfaction following defibulation. In a follow-up
interview with husbands, all (28 out of 32 they attempted to
reach) reported being satisfied with the results. Krause [2011]
provided methodologic variation in her description of CO2

laser as a defibulation technique. Complications ranged from
10% [50] to 16% [52]. Safety data for clitoral reconstruction
surgery was provided in five of seven studies with complica-
tions rates ranging from 5% [1] to 30% [53]. The defibulation
studies reported complications rates from 0% [54] to 16%
[52]. In all of these studies, there was only short-term fol-
low-up post-procedure.

Discussion

Strategies to address sexual function in FGC-affected women
are being informed by case reports and studies of low quality
that suggest sexual function is improved after surgery.
However, FGC-affected women require, but are rarely receiv-
ing, multidisciplinary care to address the myriad influences on
sexual function.

Surgical Interventions

Surgical interventions are a promising approach to improve
women’s sexual function. Both the original research and case
studies included here suggest defibulation can restore normal
genitourinary function and resolve dyspareunia and apareunia
among women with type III FGC with few complications [52,
54]. However, the physical benefits of defibulation cannot be
considered without its potential social implications. Both
Nour [54] and Safari [46] report that defibulated women kept
their changes secret, suggesting defibulation was not accept-
able in their community. Safari’s work provides a glimpse
into the long-term psychological and social implications
of defibulation including impaired self-image and
shame. These data suggest women should be counseled
not just about the positive physical changes she may
experience, but the potential social implications as well.
Moreover, long-term follow-up of defibulated women is
necessary to assess ongoing sexual function and identity
concerns.

Clitoral reconstruction is arguably more complex as both
the procedure and existing literature is controversial. While
several authors [1, 37, 44, 55] and a non-profit organization,
Clitoraid [6], purport the legitimacy of clitoral reconstruction,
the plausibility of the procedure have been questioned [56].
Specifically, Creighton and colleagues argue that the
neurovascular bundle cannot be preserved by clitoral recon-
struction. Despite these concerns, innovations in clitoral
reconstructive surgery have outpaced the available evi-
dence surrounding its safety and effectiveness. Not un-
commonly, new procedures are desired by surgeons and
patients alike. The necessity and safety of clitoral recon-
struction has been readily accepted in an effort to pro-
vide FGC-affected women with the orgasms many as-
sume they cannot achieve. While the evidence suggests
that women have more positive clitoral function follow-
ing clitoral reconstruction, most studies report only
short-term follow-up. It is important to consider to what
extent the stigma of FGC is more influential than the
need for safety and quality evidence.

The studies on defibulation and clitoral reconstruction fur-
ther discredit two myths about women with FGC. First, FGC
cannot remove the entirety of clitoral tissue. This was demon-
strated by Abdulcadir’s [57] study using pelvic MRI imaging
to demonstrate that a large portion of clitoral mass and func-
tionality remains intact in women with FGC. Second, the ex-
tent of cutting is not necessarily consistent with degree of
orgasmic function. There is evidence that many women with
type III, where more external tissue is removed, have intact
clitorises [51, 52]. This suggests they may have higher orgas-
mic functioning as compared to women with types I and II
which, in principle, removes some or all of the external clitoris
but less total tissue.
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Table 4 Studies exploring clitoral reconstruction surgeries

Author [ref.] Study design Patient background
and FGC type

Sample
size

Country of
research

Intervention Outcomes and complication rates Study
quality level
(level, rank)

Abramowicz
et al. [53]

Retrospective
cohort

Mostly Mali,
Senegal, and
Mauitanita; 70%
with type II

30 France Clitoral
reconstruction

Increases in sexual function;
100% satisfaction per surgeon
vs. 58% of patients (seeking
more visible clitoris). 96% of
patients found anatomical
improvement. 9% early
post-operative complications
(n = 30) 30% rate w/in 8 days

Level 3, good

Foldes et al.
[1]

Prospective
cohort

Mali, Senegal, Ivory
Coast, Djibouti,
Ethiopia, Egypt:
types II and III

2938 France Clitoral
reconstruction

Improvement (no worsening) in
pain (98%) and clitoral
pleasure (98%), with 51%
experiencing orgasm at 1 year;
5% complication rate, 3.7%
required readmission

Level 3, low

Foldes et al.
[2]

Prospective
cohort

Unspecified; types II
and III

453 France Clitoral
reconstruction

Satisfactory anatomical
restoration of clitoral mass per
surgeon in 87% of cases;
satisfactory functional results
obtained in 75% of cases;
22.5% (n = 102) complication
rate within first 10 days of
procedure, of which 18.6%
(n = 19) required hospital
readmission, and 16.7%
(n = 17) required reoperation

Level 3, low

Merckelbagh
[61]

Retrospective
cohort

Three-quarters Mali,
Senegal, Cote
d’Ivoire; type not
specified

169 France Clitoral
reconstruction
versus
non-surgical
treatment

For women with
multidisciplinary care,
including surgery, increases in
desire, pleasant clitoral
sensations, and orgasm.
Decrease in dyspareunia.
Results were an esthetic
improvement for women and
increased their sense of
femininity

Level 3; good

Ouedraogo
et al. [55]

Retrospective
cohort

Burkina Faso with
FGC types II and
III

120 Burkina
Faso

Clitoral
reconstruction

Higher post-operative sexual
desire scores; 71.3% satisfied
with esthetic results, 28.7%
unsatisfied. Improved sexual
function in 83.6%.
Complications experienced in
22.5% (n = 27)

Level 3, low

Thabet and
Thabet [29]

Prospective,
quasi--
experimental
trial

Egyptian; types I, II,
and III

147 Egypt Clitoral
reconstruction
and clitoral cyst
excision

Women with more severe FGC
demonstrated lower scores on
sexual desire, arousal, orgasm,
and appearance of external
genitalia, with improvement in
post-operative sex scores

Level 2, low

Vital et al. [58] Prospective
cohort

Burkina Faso,
Guinea, Senegal,
Sierra Leone:
FGC types I (3)
and II (9)

12 France Clitoral
reconstruction

Global sexual dysfunction
improved across all FSFI
domains except lubrication.
92% satisfied with genital
appearance/sense of
femininity, 83% had clitoral
sensations, and 92% were
satisfied with surgery; 8%
complication rate

Level 3; good
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Methodologic Challenges

Regardless of the procedure’s legitimacy, existing studies
examining clitoral reconstruction suffer from design
and measurement limitations including small sample
sizes that limit power and generalizability. The well-
powered studies lacked reliable measures and had a
high loss to follow-up [1, 2].

Measurement was a major limitation of most studies. There
is no baseline sexual function prevalence against which to
compare surgical outcomes among FGC-affected women. In
the USA, prevalence of female sexual concerns is approxi-
mately 44% with only 12% experiencing distress [14].
Without similar prevalence data for unaffected women from
similar cultural and ethnic background as FGC-affected wom-
en being studied, the impact of therapies is difficult to de-
scribe. Few authors reported using any measurement tool with
psychometric support. Three studies used the FSFI [52, 53,
58]. Only Abramowicz [53] attempted to adapt the tool for
their FGC-affected sample. Thabet and Thabet [29] reported
acceptable reliability and validity for their measure but pro-
vides no detail about the tool itself.

We found only one study that included a control group
[29]. Given the number of women seeking clitoral reconstruc-
tion and defibulation, it is plausible to compare outcomes for
women who opt for surgery, to those who prefer non-surgical
interventions, and those who pursue neither. Several factors
impact sexual function including educational level, religiosity,
intimate partner violence, or sexual abuse [59, 60]. However,
no studies controlled for these influences. This is particularly
relevant for displaced populations who may have been ex-
posed to war-related, sexual and gender-based violence.
FGC-affected women often present with a history of violence,
trauma, and social challenges which may impact their mo-
tivation to pursue surgery [47]. In a review of female
dysfunction among mostly FGC-affected women in
Egypt, Elnashar [59] stressed the main challenges were
psychosocial in nature, not anatomical. The lack of con-
trol for potential confounders is further obscured by the
complexity of female sexual function illustrating that
clitoral reconstruction alone will not ensure sexual func-
tion for FGC-affected women.

Sociocultural Influences on Treatment

Studies conducted in Western countries where FGC-affected
populations reside must consider the individual, family, pro-
vider, and society-level influences on treatment. Women may
acquire a pathologic view of their bodies/sexual function
when they live in Western cultures that stigmatize FGC.
This is especially relevant for adolescents just beginning to
explore their sexuality partners who may not share their
cultural/ethnic background.

At the provider level, Villani [45] described how a
woman’s rejection of FGC influences providers’ decision-
making to offer her surgery. Previous research with FGC-
affected women suggests providers can be judgmental and
make FGC-affected women feel ashamed. The extent to
which this influences informed and autonomous decision-
making about treatment is not well understood.

Reproductive health decision-making processes at the fam-
ily level may involve male partners. Male decision-making
power may not be comfortable for many Western providers.
However, including male partners in treatment decisions may
increase their overall acceptability in the community. Only
one study explicitly evaluated the post-surgical perceptions
of the male partner, highlighting men’s critical role in
women’s decisions [51].

Ndiaye [47] discussed individual level decision-making,
describing women self-selecting for surgery if sexologic and
psychologic consultations did not adequately address their
needs. She notes that of the 169 who sought surgery, only
36 went on to have the procedure. This is consistent with other
studies: Merckelbagh [61] found that some women who ini-
tially seek surgery find “relief through psychosexual support
in lifting the taboos” (p. 635). Abdulcadir [31] reported that 6
of 11 women who initially requested surgery had their needs
met through information and sexual therapy alone.

It is impossible to review these studies without drawing
analogies to the myriad cosmetic genital surgeries available
inWestern countries. At present, genital surgeries for cosmetic
reasons are widely available but not recommended by the
American College of Obstetricians and Gynecologist [62].
Notably, in two studies in this review, patient satisfaction
was included as an outcome [55, 63]. They reported some
womenwere not satisfied with their post-operative appearance
following clitoral reconstruction, having expected more of a
genital protrusion. Abramowicz [53] found an association be-
tween dissatisfaction with clitoral reconstruction results and
indication for surgery: womenwho presented for sexual health
concerns were less satisfied with the surgical result than wom-
en who presented for identity or pain issues. Women under-
going defibulation reported dissatisfaction with their post-
operative genital appearance [46, 47]. The delineation of what
comprises genital cosmetic surgery, its ethical implications
and self-perceived impact on genital anatomy, function, and
self-image warrants further exploration [64•].

Implications for Future Research

This review provides clear directions for future research.
These include clarifying neuropathophysiologic pathways,
improving measurement tools, incorporating multidisciplin-
ary approaches to care, and facilitating access to quality, cul-
turally informed care.
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Clarify Neuropathophysiologic Pathways

Future research should build on existing work regarding the
neurovascular innervation of FGC scar tissue to determine the
extent of neural responsiveness [56], the potential for
neuroplasticity [65] and impact of FGC scar thickness on gen-
itally focused sensory perception to touch, pain, and manual
stimulation in both the resting and engorged [genitally
aroused] state [48••].

Develop Reliable and Valid Measurement Tools

Researchers should build upon the efforts of Abramowicz
et al. [53] and Catania [17] to further adapt tools like the
FSFI to account for cultural, linguistic, and contextual factors
unique to FGC-affected communities. In addition, baseline
FSD prevalence rates should be established and incorporated
into analyses. Strategies to adapt and test the reliability and
validity of previously established tools in a new cultural con-
text around sensitive issues have been well described by
others [66].

The validity of future research is also dependent on use of
control groups and control for known influences on sexual
function (e.g., history of trauma/violence, age, FGC type, re-
lationship status, and well-being). Developing long-term,
trust-based relationships with community partners will be crit-
ical so that these studies can be conducted. Coordinating pro-
grams of research across multiple sites would increase the
sample size and ability to include geographically dispersed
FGC-affected populations.

Incorporate Multidisciplinary Treatment Approaches

A multidisciplinary approach to addressing sexual function
incorporates surgical and non-surgical options relevant to the
patient’s history and circumstances. Surgical options appear to
benefit some women; however, techniques need to be stan-
dardized and supported by long-term safety and efficacy data.
The impact of non-surgical interventions—pelvic floor
physical therapy, individual/couples sexual counseling,
and vibratory and other insertional dilator devices—
needs to be assessed to determine if they are safer and
more effective than clitoral reconstruction alone. The
acceptability of these myriad options will vary depend-
ing on the woman, her partner, and their cultural/
religious values. Researchers may consider delayed in-
tervention designs to address ethical dilemmas of pro-
viding these services Algorithms may guide providers
and their patients in considering treatment options. A
stepwise approach is needed that helps providers deter-
mine if surgical options are the right first-line treatment
choice or for use only after non-surgical options have
been exhausted. Patient-centered multidisciplinary care

should be highly individualized, emerging collaborative-
ly following an exchange of information and discussion
of risks and benefits of the available options.

Facilitate Access to Quality, Culturally Informed Care

Accessing quality, culturally informed care is particularly
challenging for FGC-affected women. Providers with the req-
uisite clinical, language, or cultural skills may be difficult to
find, particularly outside of large urban areas. Health insur-
ance may or may not cover interventions to manage sexual
sequelae of FGC. Access may also be limited by distrust of the
health care system, condescending attitudes toward FGC that
does not foster open, culturally sensitive dialog, lack of gender
concordance between patients and providers, and community
stigma around sexual concerns [67–69]. Therefore, we en-
courage research that examines the effectiveness of innovative
provider training such as the “Extension for Community
Healthcare Outcomes.” This model uses networks of pro-
viders to decentralize specialized expertise so that more pa-
tients can access high quality care [70].

Conclusion

Caution is needed when interpreting the scant evidence on
sexual function following clitoral reconstruction. The evi-
dence on surgical techniques is promising but does not ade-
quately address the complex influences on sexual function.
Non-surgical options like education about normal anatomy
and counseling may adequately address sexual concerns but,
like clitoral restoration, also need to be systematically evalu-
ated. The findings of this review can guide research to validate
measures of sexual function in FGC-affected populations and
discern which elements of multidisciplinary care are most ef-
fective. Providers are urged to engage patients using a multi-
disciplinary approach to assessment and treatment. All plans
should emerge collaboratively following an exchange of in-
formation and a discussion of risk and benefits of available
options, their cost, accessibility, safety, and efficacy.
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