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Even though the World Health 
Organization (WHO), the 
United Nations Children’s 

Fund (UNICEF), and the United 
Nations Population Fund have cam-
paigned since 1997 to eliminate 
female genital mutilation (FGM), 
women in a number of areas of the 
world are still experiencing the prac-
tice. It is estimated that 200 million 
women and girls have experienced 
FGM.1 Other terminology for the 
practice includes female genital 
cutting (FGC) and female circumci-
sion (FC). The term FGM has been 
replaced by some with either FGC or 
FC because of the stigma associated 
with the word mutilation.2–4 UNICEF 
and the WHO continue to use the 
term FGM in their ongoing efforts to 
eliminate the practice, while adding 
cutting as a hyphenated ending to 
the term (FGM-cutting).1 

The WHO’s advocacy has had 
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impact in some countries, with one 
example being Kenya, in which the 
incidence of FGC has decreased over 
the years.1 The practice also has been 
declared illegal in a number of coun-
tries, but continues despite illegality.5 

Advocacy measures to eliminate FGC 
have been most successful when the 
local population is convinced to ban 
the practice and leads the change.2,6 
Nevertheless, to this day FGC is per-
formed in over 30 countries.  The 
practice is most often associated with 
several sub-Saharan African coun-
tries but also occurs in Egypt, Iraqi 
Kurdistan, Yemen, and Indonesia.1 
FGC is the cultural norm in these 
communities, and not being cut has 
negative consequences. One reason 
given for proceeding with FGC is that 
it is required by religion. However, the 
practice is not advised by any religion 
and in fact predates Christianity.4,5,7 
Other reasons purported for FGC in-
clude protecting chastity, preserving 
ethnic identity, providing aesthetics/
beauty and hygiene, and enhancing 
fertility.5–7 The procedure is done as 
early as infancy, usually by age 15, 
and traditionally by lay persons with-
out even local anesthesia, but it has 
become medicalized in some coun-
tries.8–11 FGC is considered a transi-
tion to adulthood in some cultures.5

The WHO describes four types of 
FGC. Type 1 FGC involves partial to 
total removal of the clitoris and/or 
prepuce.12 Type 2 involves removal of 
the labia minora and partial or total 
removal of the clitoris. Type 3 or infib-
ulation involves removal of the labia 
minora and all or part of the clitoris 
with anastomosis of the labial minora 
(type 3a) and/or labia majora (type 
3b), with both types leaving an open-
ing for passage of urine and men-
strual flow.12 The opening left with 
infibulation varies in size and may be 
as small in diameter as a pencil. Type 
4 FGC varies from a pinprick of the 
clitoris to cauterization of the clitoris 
or other similar action. Type 3 pres-
ents the most challenge for care in 
the prenatal and perinatal setting.13 
Types 1, 2, and 4 present less signif-
icant risks during the birth process 
and challenges for provision of pre-
natal and perinatal care, even though 
types 1 and 2 are also associated with 
increased risk for postpartum hem-
orrhage and caesarean section.12 See 
the Figure for a diagram of types 1 to 
3 of FGC.

FGC, performed by either medical 
providers or community laypersons, 
has been illegal by federal law in the 
United States for those younger than 
age 18 years (minors) since 1996. The 

law has been updated twice.14–16 
An update in 2017 made it illegal to 
transport a minor out of the US to 
have the procedure, often referred 
to as vacation cutting.15 The 2021 
update clearly describes all types of 
FGC as illegal and also make it illegal 
for parents or guardians to consent 
to such procedure for a minor or take 
a minor, through either interstate or 
foreign travel, to an area to have FGC 
performed. The penalty for perform-
ing FGC has increased from a 5- to a 
10-year sentence.16 Furthermore, the 
American College of Obstetricians 
and Gynecologists (ACOG) condemns 
FGC at any age as well as identifies 
any form of female genital cosmetic 
surgery as generally unnecessary.17,18  
Forty states also have passed legisla-
tion prohibiting FGC.19 Unfortunately, 
the practice still occurs in some com-
munities in the US despite these laws 
and condemnation by professional 
organizations. Also, dispersion across 
the globe of individuals who have 
experienced FGC is growing. Emigra-
tion from countries in which FGC is 
performed is increasing because of 
internal conflicts and decreasing re-
sources as a consequence of climate 
change. Many of these migrants have 
experienced difficult and distressful 
healthcare encounters with Western 

Figure. Types 1 to 3 of female genital cutting
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providers.20,21 Women’s healthcare 
providers need to be familiar with 
FGC, its associated complications, 
care recommendations to reduce the 
risks of complications, and the need 
for a trauma-informed care (TIC) ap-
proach to be able to provide quality 
and respectful care for women who 
have been cut.13 This article provides 
an overview about care for women 
with type 3 FGC during pregnancy 
and birth.* 

Long-term physical and 
psychological impacts 
of FGC
Long-term physical impacts include 
an increased risk for urinary tract 
infection (UTI), menstrual difficulties, 
painful intercourse, pelvic inflamma-
tory disease, vaginal odor, scarring 
that blocks the introitus, and infer-
tility in those who have been infib-
ulated (type 3 FGC).11,13 The flap of 
tissue covering the urethral meatus 
is considered the mechanism for 
the increased risk for UTI and often 
makes urethral catheterization diffi-
cult or impossible. Fusion of the scar 
tissue to the urethral meatus also 
can occur, further making ability to 
catheterize difficult.22,23 Dyspareu-
nia and impaired sexual response 
are common.4,23,24 Penis in the 
vagina intercourse may not be possi-
ble. Pregnancy in woman for whom 
vaginal penetration is impossible 
occurs due to the ability of sperm to 
swim up the vaginal canal.25 

Psychological impacts of FGC in-
clude increased incidence of anxiety/
depression, nightmares, and neuro-
ses/psychoses that may be worsened 
in pregnancy. There often also is fear 
that a healthcare provider might 
not be familiar with how to manage 
FGC in pregnancy and psychological 
distress because of that fear.21 Preg-
nancy, birth, and the accompanying 
vaginal examinations make women 

who have experienced FGC at risk to 
experience a flashback response to 
the traumatic event when FGC oc-
curred. That is, the woman may have 
a post-traumatic stress disorder  
(PTSD)-like response.4,20,21,26 As-
sessment for and attention to both 
physical complications and psycho-
logical conditions in women who 
have experienced FGC are important. 

Prenatal care 
recommendations
Making an appointment to see a 
healthcare provider for prenatal 
care can be a difficult decision for a 
woman who has experienced FGC 
due to fear that she may be judged 
for having had the procedure 
done.3,4,13 So, it is important for the 
provider to identify and confront 
their own biases about FGC and any 
biases in general prior to providing 
care for those with FGC. Confronting 
these biases can decrease risk for 
implicit bias impacting behavior 
toward the woman.13,27 Use of a TIC 
approach is also vital to promote a 
sense of physical and psychological 
safety for those with FGC.18,28 Using 
TIC principles of being sensitive 
to a woman’s life experiences and 
their impact, using trauma-sensitive 
language, educating about care, 
and empowering the woman in 
regard to care decisions are import-
ant practices to adopt for care of 
women with FGC.28 When obtaining 
the health history, if the woman 
indicates she has had FGC, diagrams 
of uncut external female genitalia 
and types of FGC can be helpful to 
explore which type of FGC was per-
formed prior to the physical exam.8 
Asking which diagram most closely 
resembles her genital area is a way 
to have further discussion about 
FGC and reassure the woman that 
you are aware of the practice.  

Many women who have experi-

enced FGC come from a culture in 
which disrobing for a physical exam-
ination is not considered acceptable 
and a female healthcare provider 
may be preferred.29 A policy on how 
to meet cultural preferences would 
be helpful to establish for the clinic 
and/or hospital practice, especially 
when there is a known community 
of individuals who might have expe-
rienced FGC. The woman’s privacy 
should be ensured during the exam-
ination, and adaptations should be 
made to work around clothing. Other 
providers should not be called into 
the exam room to view the infibu-
lated genitalia. That is, this is not the 
time to attempt to create a teaching 
moment about FGC for colleagues, 
as such behaviors have often caused 
embarrassment for the woman and 
show disrespect.13,21 

A pelvic examination has the 
potential to trigger a PTSD-like 
response, so it should be deferred 
unless absolutely necessary.4,20 If a 
pelvic exam is needed, the provider 
can discuss the procedure sensitively 
with the woman, obtain consent, 
and let her know the exam will be 
stopped immediately if she expe-
riences distress.8 If specimens are 
needed and the infibulated opening 
is too small to allow easy insertion 
of any speculum, the examiner may 
collect a sample for Pap or human 
papillomavirus virus testing and/or 
cultures by using a blind sweep tech-
nique of the vaginal vault.11,25

Clarification of any misconcep-
tions, education regarding what to 
expect during labor and birth, and 
discussion of options can allay fears 
that the woman who has experi-
enced infibulation may have. She 
may be fearful of unnecessary cesar-
ean section related to a healthcare 
provider lacking familiarity about 
how to provide care during birth in 
the presence of type 3 FGC.13,20 Rea-

*For more comprehensive information, see the WHO 2018 publication Care of Girls and Women Living with Female Genital Mutilation: A Clinical Handbook.  
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sons when cesarean section would 
be indicated and procedures before 
and during birth that may decrease 
the risk should be explained.8,11,30  

The option of performing a 
deinfibulation to prepare for birth 
should be discussed.11,30,31 Studies 
indicate there may be an associated 
increased incidence of perineal tears 
or trauma, episiotomy, postpartum 
hemorrhage, and longer postpartum 
stays for those not deinfibulated 
antenatally.22,30,32 Obstructed labor 
and resulting fistulas are also a risk 
for those who have not been dein-
fibulated.11,26 Deinfibulation allows 
for easier vaginal exams to monitor 
labor, application of scalp electrodes 
if needed, and other procedures that 
may be indicated in labor.13

Some experts maintain that the 
best timing for the deinfibulation 
procedure is in the second trimester 
to allow for healing of the tissue 
prior to the onset of labor.13,23,31 
Partial deinfibulation (opening to 
urethral meatus) or full deinfibulation 
(opening to clitoris) can be offered 
options.33 Some recommend dein-
fibulation be performed at the time 
of giving birth, and yet others have 
found no impact in relation to the 
timing of deinfibulation on risk for 
cesarean section.33,34 

Deinfibulation is a minor surgical 
procedure used to re-open the vag-
inal introitus. If it is performed in the 
second trimester, either regional or 
general anesthesia is recommended 
for the procedure, and if it is per-
formed during labor, epidural anes-
thesia is recommended. Providers 
performing deinfibulation should 
have training and experience. Refer-
ral to a provider with expertise may 
be needed. The infibulated tissue is 
opened using an episiotomy scissors, 
being careful not to injure the ure-
thral meatus, and the opened labial 
tissue is separately sutured with sub-
cuticular stitches using absorbable 

suture materials.11,13,31 Education 
about increased urine stream after 
deinfibulation needs to be provided. 
Postprocedure sitz baths and pain 
medication are appropriate to aid 
the healing process.13 Informing the 
woman and her partner about risks 
and benefits in regard to timing of 
deinfibulation and allowing choice 
about the timing are important in es-
tablishing a trusting relationship.21

Discussion about reinfibulation 
and stitching back together the 
deinfibulated tissue should also oc-
cur as part of prenatal counseling. 
Involving the woman’s partner in 
the decision about reinfibulation is 
recommended, as culturally there 
may be reliance on partner support 
and the woman may think reinfib-
ulation is desired when in fact her 
partner may not want it done.2,33 
Therefore, shared decision making is 
important.35 Although reinfibulation 
is not recommended by the WHO 
or the International Federation of 
Gynecology and Obstetrics and is 
illegal in the United Kingdom as well 
as some other countries, it is legal 
according to federal law in the US to 
be performed for medical purposes 
following birth.16,22,33 Informed 
consent regarding risks and benefits 
needs to be obtained, and providers 
should have expertise regarding the 
procedure.2,29,33 However, whether 
reinfibulation can be performed may 
vary according to state law, as some 
states ban FGC for women of any 
age.17 Providers must be aware of the 
law in their practice state.17,18   

Discussion about risks and bene-
fits of episiotomy also should occur 
prior to labor and birth. An episiot-
omy may be indicated in addition 
to deinfibulation to decrease risk for 
anal sphincter tears and postpartum 
hemorrhage.36 Midline episiotomies 
are more commonly done in the US. 
The woman might expect a medio-
lateral episiotomy, as that practice 

is more common in other countries, 
and so discussion about faster heal-
ing with a midline episiotomy should 
be considered.11   

Additionally, there may be an in-
creased risk of preeclampsia/eclamp-
sia. Women with type 3 FGC were 
found to have more than 2 times the 
risk for preeclampsia (odds ratio, 2.5; 
95% confidence interval, 1.4–4.6) in 
a recent study of women in Mali. An 
inflammatory response to UTI and/
or bacterial vaginosis impacting pla-
centation has been hypothesized to 
be the mechanism for increased risk 
of preeclampsia/eclampsia in those 
who have had type 3 FGC.37 

Intrapartum care 
recommendations
The birth process presents other 
risks for women with FGC. Use of 
stirrups and/or assisting with pull-
ing back legs when pushing in the 
second stage of labor may cause a 
flashback response to the episode of 
being restrained when FGC occurred 
and cause additional stress for the 
woman.21 Care providers need to 
be cognizant of this risk and adapt 
techniques as needed to reduce it. 

Deinfibulation risks and benefits 
and reinfibulation risks need to be re-
viewed or initiated if not completed 
prenatally. Reinfibulation, if legal to 
perform in the practice state, may 
occur immediately after birth and 
is performed using an absorbable 
suture in a process and timing similar 
to repair of any episiotomy, vulvar, or 
perineal tears that may occur during 
the birth process.13  

Postpartum care 
recommendations
Increased risks after giving birth 
include postpartum hemorrhage, 
postpartum depression, and unsu-
tured labial remnants deinfibulated 
or lacerated during birth healing 
together (re-fusing of tissue). The 
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increased risk for postpartum hem-
orrhage is most closely related to 
prolonged labor in those for whom 
deinfibulation is not performed.36 
There may be slower healing of any 
repair related to scar tissue from the 
previous FGC.23 The scar tissue also 
increases risk for dehiscence of epi-
siotomies or other repaired tissue as 
well as wound infections.13 

Women who have been deinfib-
ulated and not reinfibulated should 
be offered counseling as their new 
appearance may be stressful.8,33 
The woman also may be upset and 
embarrassed by the ease of urination 
and the force accompanying the flow 
of urine, as previously they experi-
enced only a small trickle during uri-
nation because of the blockage from 
infibulation.33 Education prior to 
deinfibulation about what changes 
to expect in genitalia appearance 
and in urination, menstruation, and 
sexual intercourse are important as 
anticipatory guidance and should be 
addressed in follow-up visits. 

Conclusion 
Infibulation is associated with many 
risks during pregnancy and birth. 
Women’s healthcare providers need 
to be aware of these risks and develop 
competence for care of those who 
have experienced type 3 FCG as well 
as understand that type 1 and 2 also 
may be associated with increased risk 
for postpartum hemorrhage and ce-
sarean section. Understanding how to 
provide informed, sensitive, nonjudg-
mental, culturally safe care for women 
with FGC is a crucial component of 
delivery of quality care by women’s 
healthcare providers. �
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