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Abstract
Background: Female Genital Mutilation (FGM,) the partial or total removal of the
external genitalia for non-medical reasons, is a cultural tradition widely practiced
in Africa and other parts of the world for the past 3000 years, with severe health
hazards and serious complications on the physical, and psychological levels. Most
FGM victims are unaware of the availability of clitoral reconstructive surgery to
reverse the ill effects of FGM.

Method: 107patientswere selected for this study, with female genital mutilation
Type II and Type III (91 Type II & 16 Type III), aged 18 - 36 years, who consulted
the Urogynecology& Reconstructive Vaginal Surgery unit at El Galaa Teaching
Hospital for Women. All patients answered a Female Sexual Function Index (FSFI)
questionnaire on admission, noting their sexual characteristics, and pain level.
Postoperatively; patients were asked to come in every 3 months for 1 year for
follow up.
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Results: Mean age of women was 28.3 years, mean age at cutting 9.1 years,
countries where the mutilation was done include Egypt, Sudan, Somalia, Djibouti,
and Yemen. Reconstructive repair procedures were performed at El Galaa
Teaching Hospital.

Conclusion: Clitoral Reconstructive Surgery after Female Genital Mutilation
provides an improvement in patient’s psychology noted by an increase in
confidence, self-esteem, and feminine body image, it has also improved sexual
desire, arousal, and satisfaction; with minimal improvement in orgasm, lubrication,
and pain. We suggest it be offered to FGM victims, who consult gynecology clinics,
in other hospitals, and training doctors in genital reconstructive techniques.
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Introduction
FGM seems to have originated in ancient Egypt and is
documented by Herodotus in 440 BC, a papyrus from Memphis
dated 163 BC, and Strabo in 25 BC. Some ancient Egyptian
mummies have been found circumcised on examination. It is
estimated that 150 million young women have been circumcised
worldwide, and an additional 3 million are at risk / circumcised
every year [1], approximately 8000 per day, mainly in Sub-Saharan
Africa. In Egypt type 1a (sunna circumcision / clitirodotomy) is
more common, about 70% of cases. Egypt has the highest number
of FGM/C cases in the world [2]. The Egyptian parliament banned
and criminalized FGM practice in 2008, helping to drop FGM/C
rates to 61% in 2015, from 91% in 1995, while aiming to stop
FGM/C in Egypt by 2030. Hoping other African countries would
follow. Female genital mutilation has spread globally with the
increased influx of African refugees and immigrants to Europe
and North America [3], and has become a global problem
(650,000 cases in Europe & 570,000 in the United States) with
severe physical and psycho-sexual medical consequences [4],
increasing health care financial burdens on the host country.
Female circumcision is believed to decrease sexual desire, arousal,
and orgasm [5], which is the leading reason for the practice of
FGM. Many women mistakenly believe that sexual dysfunction in
Submit Manuscript | http://medcraveonline.com

women with FGM results from the cutting of sexual organs, for
which no treatment is available [6]. The WHO reports that FGM
may involve total removal of the clitoris. However, it is the visible
part of the clitoris (the glans) that is cut. The rest of the body and
crura of the clitoris remain intact under the scar [7,8] (Figure 1).

The clitoris is composed of the glans (visable portion of the
clitoris, covered by the prepuce), the body (attached to the pubic
symphysis by the suspensory ligament), the crura (two stems
attached to the ischio-pubic rami), and bulbs (erectile structures
that become engorged during arousal and lie under the labia) [8].
FGM can involve cutting of the labia minora or majora (type II
or III). Because most erectile structures are not excised, healthy
women with FGM can reach orgasm and experience satisfying
sexual relationships, since most of the clitoris remains, the clitoral
stump palpable beneath the scar tissue can be exposed, a neoglans reconstructed, and repositioned at the clitoral anatomical
site [3,9]. The surgery is reported to improve sexual function as
it decreases clitoral pain by removing peri-clitoral fibrosis, thus
making the clitoris more accessible to stimulation [10].

However, many women are unaware of the availability of
clitoral reconstructive surgery, and request it after it is offered to
them to improve their female identity and genital image, despite
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having an already functional clitoral stump [4,11]. In these cases,
sexual function is improved by enhanced body image, female
identity, and self-confidence, rather than by a more accessible
clitoris (psycho- sexual impact) [12]. Genital reconstructive
surgery after FGM/C remains a major challenge in reconstructive
gynecology; new techniques of clitoral reconstruction, clitoral
hood restoration, and labial de-infibulation have been adopted
to reverse the effects of FGM; the effectiveness and safety of such
techniques are debated and inconclusive [12]. Further scientific
study regarding sexual function in women with FGM is required
to offer the best available medical, surgical, and psychosexual care
for complications after FGM.

Figure 1: The female clitoris.
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of clitoral reconstructive surgery services [13-15]. They all filled
out a Female Sexual Function Index questionnaire on admission,
clitoral reconstructive surgery was offered to these women, all
patients received spinal anesthesia.
De-fibulation: Infibulation is narrowing of the vaginal orifice
with creation of a covering seal by cutting and suturing the labia
minora and labia majora together on both sides, after excision of
the clitoris (infibulation), women who have undergone type III
mutilation require a de-fibulation(cutting the skin seal) before
delivery or vaginal surgery. Functional improvements have been
described after this de-fibulation procedure in many women with
type III [13,14,16-18]. (Figure 2 & 3)

Figure 2: Infibulation.

Aim

To study the impact of genital reconstructive surgery on
females with FGM type II & type III with regards to; improvement
of desire, arousal, lubrication, orgasm, satisfaction, and pain
reduction.

Patients

107selected patients with female genital mutilation aged 18
- 36 years who had mostly consulted the Urogynecology & pelvic
reconstructive surgery unit at El Galaa Teaching Hospital in Cairo
were included in the study. Mean patient age was 28.3 years,
mean age at cutting 9.1 years. Countries where the mutilation
was done include Egypt, Sudan, Somalia, Djibouti, and Yemen.
Reconstructive repair procedures were performed mostly at
El Galaa Teaching Hospital. We used the WHO classification to
include women with type II or type III mutilation (infibulation)
with excision of clitoris. (91 with Type II & 16 with Type III) Our
study complied with all medical ethics requirements according
to Egyptian research guidelines. Patients were informed about
outcome and side effects of the procedures and signed a written
consent.

Procedure

All patients came to the clinic asking to improve physical
appearance or reduce pain, most were unaware of the availability

Figure 3: De-fibulation

Clitoral Reconstructive Surgery: Restoring clitoral anatomy
and improve clitoral function, Most patients had undergone type
II mutilation (removal of the clitoris glans and part of the labia
minora). The skin covering the clitoris stump was cut longitudinally
with knife or scissors, and the fibrous tissue around the clitoral
stump removed. The suspensory ligament was cut close to the
bone to allow sufficient downward freeing and mobilization of the
clitoris, bringing it to the original glans’ anatomical position; the
dorsal neurovascular bundle was preserved. PDS sutures were
used to hold the tip of the neo-clitoris inferiorly at 5 & 7 O’clock
to the vestibular skin to prevent retraction; additional interrupted
sutures were carefully placed fixing the sides of the clitoral shaft
to underlying structures. (Figures 4 & 5)
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rejuvenation and enhancement of damaged tissue due to FGM
and dissection during clitoral reconstruction, which might injure
nerve endings around the neuro-vascular bundle. Injection of PRP
in the clitoris in newer cases (2015 - 2016), improved numbness,
clitoral sensation, and promoted healing; noted after 12 weeks
from the primary injection [19]. Laser and radiofrequency heat
releasing devices may also help increase blood supply and may be
beneficial in improving numbness, sensation, and healing; but still
have to be tried [20].

Results

a. Cosmetic outcome satisfaction

90%

c. Sexual desire improvement

24%

b. Psychological improvement

d. Sexual arousal improvement

27%

e. Sexual lubrication improvement

4%

g. Sexual satisfaction improvement

16%

i. Clitoral numbness incidence
weeks)

18% (improves after 8

f. Sexual orgasm improvement
Figure 4: Type II FGM.

82%

h. Pain reduction improvement

8%

12%

No significant improvement in lubrication, and orgasm were
noted

We believe the psychological benefit of clitoral reconstructive
surgery far exceeds the physical and sexual improvement effects
[12], it may also enhance intimate interest and acceptance, as
indicated in our study; the question whether we should offer this
type of surgery to all women with FGM is a difficult one. However
we have seen an increase in confidence, self-esteem, and enhanced
perception of ones sexuality and genital image, which makes us
more optimistic to continue this line of treatment [21,22]. All 107
patients had a follow up after 2 weeks, and 3 months; 6 month and
12 month follow ups were made by phone. As we are a referral
center, few patients see a need to travel for follow up checkups
[23-25].

Conclusion

Figure 5: Clitoral Reconstructive Surgery.

Above the clitoris, the opened hood skin was closed with
interrupted absorbable stitches passing on both sides. Dissected
areas were infiltrated with local anesthetic (5 ml of lidocaine),
to decrease post operative pain. Patients were discharged the
following day with minimal pain and little or no bleeding, with
hygiene instructions and medication for one week, and reconsultation for follow up after 2 weeks, then every 3 months
for one year. Platelet Rich Plasma (PRP) from autologous blood
was used in recent cases, PRP activates pluripotent stem cells
in the area of injection, and increases blood flow, resulting in

Women’s sexual function is multifactorial and depends on more
than the genitals. FGM can physically and psychologically affect
the sexuality of women and should be abolished [2,26]. In women
with FGM, most erectile organs responsible for sexual function are
present beneath scar tissue. The widespread but incorrect notion
that women with FGM no longer have a clitoris should be revised.
Women with FGM who experience sexual dysfunction should be
counseled and treated appropriately regardless of whether FGM
was the cause. Safe and effective medical, psycho-sexual, and
surgical treatments should be studied further in future studies
[12]. More long term, multicenter studies, applying advanced
reconstructive surgical techniques should be performed, to better
evaluate the outcome of surgery in regards to improvement of
psychological and sexual function in women with FGM.
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