ISPOG Educational Modules
Topic: Female Genital Mutilation/Cutting
Overview:

More than 200 million women and girls worldwide have been subjected to female genital mutilation (FGM), defined as all procedures to the external genitalia for non-medical reasons. It is generally performed on young girls who lack the capacity for consent or approval and is viewed as a violation of human rights. FGM can have both medical and psychosocial consequences that can be devastating. This case will discuss the care and considerations for women that have been subjected to this procedure.
Case:

A 22-year-old student from Somalia is seen at your clinic for a gynecologic exam. She has never had sexual intercourse, but is engaged to be married and would like information on how her history of FGM will affect her ability to conceive and to deliver a child.  Her medical history is notable for recurrent urinary tract infections. Examination reveals a type III infibulation (a 1 cm posterior orifice exists for passage of urine and menstrual blood, but the clitoris and labia minora have been completely removed with labia majora scarred together).
What are the physical consequences of FGM?

The amount of physical deficit is related to the degree of disfigurement. FGM may range from a partial or complete clitoridectomy (Type I) to clitoridectomy with partial or complete removal of labia minora (Type II) to a complete obliteration of the external genitalia (Type III – described above). The procedure is often carried out without anesthesia in non-sterile conditions, leading to severe pain, excessive bleeding, infections, extensive scarring and even death. The long-term consequences of infibulation include recurrent vaginal or urinary infections, difficulty with menstrual hygiene, chronic pain and scarring, and dyspareunia. If pregnant, there is an increased risk of injury and complications at the time of childbirth.
What are the psychological consequences of FGM?


Women who have undergone FGM are at higher risk of depression and anxiety. This may also be related to their situation as a migrant in a strange country. Their self-image may be adversely impacted. They may experience post-traumatic stress disorder from the trauma of the procedure. They may experience severe sexual dysfunction as a result of pain and scarring. They may be fearful of sexual relationships and fearful of childbirth.
Should this student be offered de-infibulation?


Women who are likely to benefit from de-infibulation should be counseled and offered the procedure. Performing the procedure before first sexual intercourse is possible, but may be discouraged in cultures where infibulation is seen as a necessity for marriage. The patient should be extensively educated about the medical consequences and have the opportunity to decide for herself. The World Health Organization (WHO) recommends that de-infibulation should be offered to women with type III FGM either antepartum or intrapartum to facilitate childbirth and prevent obstetric complications. In either case, the procedure should be performed with adequate anesthesia in a controlled setting chosen by the patient to prevent further pain and psychological trauma.
Case continued: 

One year later, she presents in labor at a local hospital. She undergoes de-infibulation at the time of labor and has a successful vaginal delivery. Following the delivery, she requests that her delivering clinician sew the labia back together (re-infibulation). 

How should one respond to this request?


In the Netherlands, the Dutch society of Obstetrics and Gynaecology has issued a moratorium in 1993 against re-infibulation. These means that this request cannot be answered positively by the attending clinician in the Netherlands. However, it does not mean that the clinician has to leave the mother unstitched. It is advised that the possible consequences of childbirth and de-infibulation are discussed and counseled before childbirth. Laws and regulations about this may differ between countries.
Sociocultural considerations:


Although the practice of FGM seems heinous to practitioners in developed nations, it is an accepted part of the culture in regions where it is performed. Women may be convinced that the procedure is necessary to conform to cultural standards, or to be desirable to a partner. Due to the severe adverse consequences of this practice, the medical community (and the WHO) condemns FGM. However, discussions with affected women and their partners should be respectful and sensitive to their feelings and beliefs. The medical community may achieve more good in promoting education about the detrimental effects of FGM to prevent future generations from being subjected to FGM.
Patients’ perspective:


Be sure to use language that the patient can understand, and ask for her to express her values and beliefs. If necessary, use professional interpreters. Although medical recommendations are clear regarding the treatment of infibulation, it is important to respect the patient’s wishes and her provenance over her own body.
Clinicians’ perspective:


If the practice of FGM is relatively unknown to you, you may be abhorred when you see the detrimental effects of FGM. However, it is important to distinguish between the practice and the patient. Beware of appearing judgmental or disapproving, and provide information to the patient that is objective and evidence-based.
Key points:

• FGM is a violation of human rights

• FGM has many detrimental health consequences

• A culturally sensitive approach is needed
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Disclosure

M.Caroline Vos has contributed and still contributes to several projects in the Netherlands for the prevention of FGM and care for women and girls after FGM. She feels the practice of FGM should be abandoned, but as long woman are still victims of this practice, they need the best available care.
