
Received: 25 November 2018 | Accepted: 28 November 2018

DOI: 10.1002/nau.23923

SOUNDING BOARD

International continence society white paper regarding female
genital mutilation/cutting

Christopher K. Payne MD1 | Jasmine Abdulcadir MD, PD, FECSM2 |

Charlemagne Ouedraogo MD3 | Sebastien Madzou MD4 |

Fasnéwindé Aristide Kabore MD5 | Elise JB De MD6 |

Ethics Committee if the International Continence Society

1Department of Urology, Stanford
University Medical School, Stanford,
California

2Department of Gynecology and Obstetrics,
Geneva University Hospitals, Faculty of
Médicine, UNIGE, Geneva, Switzerland

3Department of Obstetrics and Gynecology,
Centre Hospitalier Universitaire de
Bogodogo, Ouagadougou, Burkina Faso

4Department of Obstetrics and Gynecology,
Pole Femme Mere Enfants, Angers, France

5Department of Urology, Universite de
Ouagadougou, Centre Region, Burkina Faso

6Department of Urology, Massachusetts
General Hospital, Boston, Massachusetts

Correspondence
Elise JB De, MD, Massachusetts General
Hospital—Harvard Medical School,
Department of Urology, 55 Fruit Street,
Boston MA 02114.
Email: ede@mgh.harvard.edu

Female genital mutilation/cutting (FGM/C)—also known as Female Genital Cutting

or Mutilation—is defined as the partial or total removal of the female external

genitalia for non-therapeutic reasons. This White Paper, prepared under the auspices

of the International Continence Society (ICS), is intended by the ICS as a statement

promoting the abandonment of this practice. The ICS also supports the respectful and

evidence-based care or treatment of women and girls already affected by FGM/C, in

keeping with theWorld Health Organization (WHO) Guidelines on theManagement

of Health Complications from Female Genital Mutilation.1 Our members specialize

in pelvic floor disorders from perspectives within a range of specialties; we encounter

and treat women living with FGM/C and its consequences—particularly inconti-

nence, infections, voiding dysfunction, sexual dysfunction, chronic pelvic pain, and

obstetric trauma. Understanding the ethical, sociocultural, medical and surgical

factors surrounding FGM/C is central to caring for women and girls with a history of

FGM/C. The ICS voices herein state strong opposition to FGM/C. We encourage

members to apply their skills to improve prevention strategies and themanagement of

those affected.

KEYWORDS

circumcision, complications, cutting, defibulation, female genital mutilation, public health

1 | INTRODUCTION

Female Genital Mutilation (FGM/C), in its official World
Health Organization Definition, “comprises all procedures
that involve the partial or total removal of external genitalia or
other injury to the female genital organs for non-medical

reasons.”1 FGM/C is distinguished from female genital
cosmetic surgery by consensual and other factors, as
discussed below. This paper specifically addresses non-
consensual procedures, which are for the most part performed
on minors. There are no health benefits to FGM/C. FGM/C
violates basic human rights. In addition there are significant
immediate and long-term risks associated with FGM/C
including obstetric, neonatal, urologic, gynecologic, infec-
tious, sexual, and psychological health consequences as
outlined below. FGM/C is a deeply ingrained sociocultural
practice in many countries. The practice is seen within a range
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of cultures and ethnicities, and within Muslim, Animist, and
Christian societies. However, it predates the Islamic and
Christian religions and mention is absent from both the Koran
and the Bible. Explanations for the practice may include
safeguarding virginity, aesthetics, prevention of rape, ensur-
ing fidelity—and therefore social acceptance, family honor
and marriageability—and establishing ethnic identity.1

The ICS position is that:

1. FGM/C should be prevented and progressively eradicated.
2. Healthcare professionals should not perform FGM/C, as

medicalization1 of the practice does not prevent many of
the complications. Healthcare professionals should be
trusted promoters of prevention/abandonment of the
practice and care of already affected women and girls.

3. FGM/C complications should be screened, recognized,
treated, and recorded appropriately and ultimately prevented.

1.1 | Status of FGM/C

FGM/C is in fact illegal in many countries (Figure 1).
However, FGM/C is still practiced in approximately 30
countries around the world,2 including many where out-
lawed.3 An estimated 200 million women have undergone
FGM/C to date.3 A 2013UNICEF report estimated another 30
million girls are at risk in the coming decade.3 The vast
majority of FGM/C occurs in children prior to the age of 15.3

Cultural factors continuing the practice of FGM/C are not
simple to change and will be explored below.

The WHO classification distinguishes four basic types of
FGM/C with subclassifications (See Figure 2). These

comprise a wide range of practices from the excision of the
labia with or without the external part of the clitoris, with or
without covering/narrowing the introitus, to performing
genital piercing, pricking or stretching. Research shows
that women can accurately answer whether they have
undergone FGM/C; therefore, simple surveys can provide
reasonable estimates of prevalence.4,5 For the most part,
women who have undergone FGM/C cannot correctly
identify specifically what was done to them; this is not at
all surprising as in many countries the majority of girls are cut
before age five. Accurate classification requires examination
by a trained observer (a visual reference and learning tool
describing the WHO classification, including a video, has
been published6). Proper classification, recording, and coding
may have value clinically to individuals living with FGM/C
as well as in research efforts to understand risks associated
with the condition, optimal treatments, and in communication
for academic and clinical endeavors. Classification is
important for epidemiological and statistical purposes, for
example, to study changing trends of the practice and the
quality of care provided to patients. For example, following
campaigns aimed at abandoning FGM/C, there is evidence
that FGM/C may be performed at an earlier age and/or in a
milder form.3,7

1.2 | FGM/C should be prevented and
ultimately eradicated

It is the position of the ICS that FGM/C should be prevented
and thereby eradicated. There are no studies showing any
medical benefit to any form of FGM/C. FGM/C causes

FIGURE 1 Prevalence of Female Genital Mutilation in the world. Courtesy of GAMS, based on DHS, MICS March 2016 and other
nationally representative surveys, ©GAMS Belgium http://gams.be
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significant immediate and long term complications. Most
importantly, FGM/C is a violation of basic human rights.

1.2.1 | FGM/C violates human rights

As the WHO Guidelines state, “FGM/C violates a series of
well-established human rights principles, including the
principles of equality and non-discrimination on the basis of
sex, the right to lifewhen the procedure results in death, and the
right to freedom from torture or cruel, inhuman or degrading
treatment or punishment, as well as the rights of the child.”
Many other international human rights organizations have
called for an end to the practice, including the United Nations
Populations Fund (UNFPA)/United Nations International
Children's Emergency Fund (UNICEF),8 the United Nations
Convention on the Elimination of all Forms of Discrimination
Against Women (CEDAW), the United Nations Convention
on the Rights of the Child (CRC), and the Protocol on the
Rights of Women in Africa (“the Maputo Protocol”), and the
Pan African Parliament (PAP)9 among others.10

1.2.2 | Immediate morbidity and mortality of
FGM/C

There are no reliable estimates of the morbidity and mortality
attributable to FGM/C. Only a portion of the most serious
complications ever reachmedical attention. Nevertheless, given
that the procedures are performed forcibly on young girls who
are generally unaware of what will happen, and (the vast
majority of the time) without the benefit of anesthesia, it is
reasonable to assume that nearly all suffer pain and
psychological trauma and that all are at risk of serious adverse
events.Most subjectswill experience bleeding. Inmany thiswill
be physically and/or emotionally significant; hemorrhage and
death can occur.11 In a large majority of countries traditional
practitioners without medical training do the cutting, typically
using crude instruments (Figure 3). The lack of sterile
environment and proper antiseptics leads to a risk of tissue
infection, sepsis, and even death from infectionxi. Tetanus is a
particular risk given the circumstances and the lack of uniform
national vaccination programs. Urinary tract infections also
occur. There can be inadvertent injury to the urethra or even the

FIGURE 2 Classification of FGM/C. Photos courtesy Jasmine Abdulcadir. Drawings reprinted from World Health Organization. WHO
guidelines on the management of health complications from female genital mutilation. https://www.who.int/reproductivehealth/topics/fgm/
management-health-complications-fgm/en/ Geneva (Switzerland): World Health Organization; 2016. Box 1.1 pages 2, 3, 4 (drawings of FGM
types). (A) FGM Type Ia. (B) FGM Type Ib. (C) FGM Type IIa. (D) FGM Type IIb. (E) FGM Type IIc. (F) FGM Type IIIa. (G) FGM Type
IIIb. (H) FGM Type IV.
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rectum. Swelling and pain can produce acute urinary retention.
Although unquantified, these risks are potentially serious and
substantial. They are not offset by any type of benefit.

1.2.3 | Long-term consequences of FGM/C

Damage caused by FGM/C can have a domino effect leading
to many long-term consequences as presented in Figure 4. In
2005, a systematic review regarding the health consequences
of FGM/C was published, noting difficulty in study design
and capturing the data.12 Observation itself is complex in
limited health delivery systems; reportingmay not be accurate
(observers or subjects may not identify the FGM/C type
correctly); sampling bias is present on multiple levels
(incidence of complications, time of data collection, difficulty
in finding comparison groups); and confounders abound
(FGM/C effect vs poor medical care). Regardless, ICS
specialists should be familiar with the spectrum of possible
complications following FGM/C, and be prepared to screen,
diagnose, record, code and manage them. The WHO has

published a detailed handbook “Care of Girls and Women
Livingwith Female GenitalMutilation” (http://www.who.int/
reproductivehealth/publications/health-care-girls-women-
living-with-FGM/en/) which covers each of these topics as
well as the general approach to these patients.

1. Obstetric andNeonatal complications: FGM/C, particularly
type III, includes an increased rate of adverse obstetric13 and
neonatal14 outcomes including hemorrhage, obstructed
labor, perineal tears and stillbirth.15 FGM/Cmay contribute
to the obstetric factors leading to fistula. A 2006multicenter
study by the WHO showed increased relative risks for:
cesarean delivery (RR 1.31), postpartum hemorrhage (RR
1.69), extended maternal hospital stay (RR 1.98), infant
resuscitation (RR1.66), and stillbirth or earlyneonatal death
(RR1.55).16 A secondary analysis of such data showed that
women with FGM/C had an increased risk of C-section
performed for unclear indications, probably due to a lack of
training of providers in performing defibulation or in
managing FGM/C.17 A large systematic review and meta-
analysis written in the USA and Europe in 201414 as well as
a prior review from 200512 corroborated these findings.
Several studies performed on obstetric outcome after FGM/
C in high income countries show that with trained and
appropriate management, such risks can be significantly
reduced and controlled.18–20 Educational material on
deinfibulation has been published and is available online.21

A great concern in managing a pregnant woman with
FGM/C, particularly Type II and III, is perineal tearing.
More recent studies and secondary analysis of the 2006
WHO paper showed that the high rate of C-section in
FGM/C seems related to inappropriate indications for the
C-section. This probably relates to unfamiliarity of
providers concerning defibulation during/outside preg-
nancy or in labor and a low threshold for Cesarean for
women with FGM/C. One study showed that there was no

FIGURE 3 Representative instruments used for typical FGM/C.
Courtesy Charlemagne Ouedraogo

FIGURE 4 Conceptual framework for long term consequences of FGM/C. Reproduced from Morison L, Scherf C, Ekpo G, Paine K, West
B, Coleman R, Walraven G. The long-term reproductive health consequences of female genital cutting in rural Gambia: a community-based
survey. Tropical Medicine and International Health 2001 6(8) 643–653
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difference in the incidence of strong medical indications
for C-section between women with and without FGM/C.
However, C-sections were performed more often on
women with FGM/C lacking a clear medical indication
in relation to various maternal factors or arrest disorders.16

Another study found that episiotomies were protective
against anal sphincter tears and post-partum hemorrhage
after Type III FGM/C, however in this study it is unclear if
an associated defibulation was also performed.22 Routine
episiotomy is not currently recommended for women with
FGM/C in the 2016 WHO guidelines,i however a lower
threshold for episiotomy is recommended in this group.23

2. Urinary tract complications: Lower urinary tract complica-
tions are of special concern to ICSmembers and are prevalent
following FGM/C.24 Damage to the urethra at the time of
FGM/C is common due to its intimate relation to the clitoris
and labia25 (Figures 5 and 6)—the cephalad apex of the
clitoral hood is only 12mm from the urethral orifice at age 0-
3 and 17mm at age 4-8.26 Urethral injuries result in scarring/
stricture/stenosis and subsequent lower urinary tract dys-
function. Unfortunately, good data on urinary complications
is lacking. ICS membership could contribute in research
initiatives. A 2005 systematic review reported significant
prevalence of dysuria (58-64%), urinary retention (12-70%),
urinary tract infection including recurrent UTI (2-38%),
incontinence (6%) and unspecified urinary symptoms (15-
25%).12 Another group recruited 251 patients specifically to
investigate lower urinary tract symptoms (LUTS). They
found at least one LUT symptom was present in 38.8% of
women. Nocturia was reported in 38.6%, intermittency in

23.5%, and incomplete voiding in 22.7%, with all three
reported in 11.6% of the women. Women with a history of
Type II andType III FGM/Chad a significantly higher risk of
reporting all 3 LUTS than those with Type I.27

3. Infections: Infection is common in the short term after FGM/
C.28 A Tetanus is a serious potential risk and can even cause
death after FGM/C in regions where no vaccination/
immunoglobulins are available. In the long term, as noted
above, girls and women may be at increased risk of urinary
tract infections after FGM/C. However, other serious
infections including HIV are also possible long-term
sequalae as described in a 2013 systematic review.29 More
infections were identified in those with Type III FGM/C.29

4. Mental health problems: Women living with FGM/C
suffer from psychiatric disorders significantly more
commonly than their peers without this history.30 A small
study of Senegalese women who had undergone FGM/C
found that over 90% of women recalled their cutting as
“appalling and extremely traumatizing” with 30% devel-
oping posttraumatic stress disorder and another 47%
suffering from other psychiatric disorders.31 Appreciation
of the potential psychiatric sequelae is vital to the approach
to many women with FGM/C. However, it is also
important for ICS specialists to consider that many women
are capable of coping with the impediments and may
regard the ritual as “normal” or even enhancing their
gender identity or body image rather than a sickness. The
experience and memories of FGM/C as well as coping
strategies can differ according to the age, conditions, type
and consequences of the practice. Diversity in interpreting

FIGURE 5 Observed clitoral anatomy in the pediatric population. Observed clitoral hood shapes: a) horseshoe; b) trumpet; c) coffee bean; d)
tent; and examples of convergence of labia minora under glans and intersection with clitoral hood (e, f, g). Reprinted with permission from
Journal of Pediatric Urology, 12/177.e1-177.e6. Brodie KE, Grantham EC, Huguelet PS, Caldwell BT, Westfall NJ, Wilcox DT. Study of the
clitoral hood anatomy in the pediatric population. pp e1-e6 (2016), with permission from Elsevier
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events and the level of remembrance is crucial for experiencing
psychopathology.32 Migration and a different sociocultural
setting can make women more aware of their FGM/C; a
woman previously well adapted to her experience may then
feel stigmatized, socially excluded or ashamed.33 To avoid
contributing to these feelings, ICS specialists will benefit
womenwith FGM/Cby approaching care in a neutralmanner.
Appropriate therapy interventions should be considered for
those who are experiencing symptoms consistent with anxiety
disorders, depressionorpost-traumatic stressdisorder (PTSD).

5. SexualDysfunction:34Therearemanyresearchgaps regarding
sexual functionafterFGM/C, especiallywith regards to typeof
FGM/C and the specific effects of clitoral involvement.35 A
systematic review of sexual consequences of FGM/C
representing 12 671 women reported that those with a history
of FGM/C were 52% more likely to have dyspareunia and
greater than twice as likely to lack desire versus women
without a history of FGM/C.36 Some forms of FGM/C involve
excision of the glans or the glans and part of the body of the
clitoris. However, the remaining tumescent sexual structures
(the body or part of the body; the crura of the clitoris and the
vestibular bulbs and the corpus spongiosum of the urethra) are
not involved by the cutting. Because of this, women may still

experience sexual pleasure and orgasm, provided other
physical or psychological effects do not interfere.37 The
presence and severity of sexual dysfunction can vary greatly
and depends on the specific tissues involved, eventual
complications, and on biopsychosocial factors that have to
be addressed to treat sexual dysfunction after FGM/C.
Dyspareunia among women with FGM/C type III can often
be treatedwith defibulation. Clitoral pain and dyspareunia due
to post-traumatic neuromas, cysts, adhesions/synechiae or
obstetric trauma can be approached surgically. Pelvic floor
muscle dysfunction can be treated with pelvic floor physical
therapy. Culturally sensitive sexual health counseling (includ-
ing education on anatomy and the sexual response) is
recommended for both those living with FGM/C and their
partners.

6. Other Gynecologic Problems: Dysmenorrhea can result
from obstructed drainage. Infertility can result from
ascending genital infection. Chronic vulvar pain can be
a long-term outcome of FGM/C.

7. Effects of FGM/C on Men: FGM/C can also affect men
negatively within a marriage, and thereby becomes an issue
pertaining to them.38–40 A Sudanese study of married men
(n= 59) found that most expressed difficulty with vaginal

FIGURE 6 Percentage distribution of ages at which girls have undergone FGM (as reported by their mothers). United Nations Children's
Fund, Female Genital Mutilation/Cutting: A statistical overview and exploration of the dynamics of change, UNICEF, New York, 2013
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penetration, wounds or infections on the penis, and
psychosexual problems.39 The majority perceived their
wives’ suffering as their own problem, and most stated they
would have preferred to be married to “uncut” women.
According to UNICEF, 67% of women in 29 countries and
63% of men in 18 countries, all aged 15-49 and who are
aware of FGM/C believe it should stop.41 Wahlberg and
Johnsdotter demonstrated that most Somali immigrants,
including those newly arrived, opposed all forms of FGM/C
with increased opposition over time after migration.42

O’Neill surveyed immigrants in three European countries
and found that most men and women reported that FGM/C
affected their sex lives in a negative way.43

1.3 | Healthcare professionals should not
perform FGM/C

The ICS stands firmly against all forms of FGM/C as defined
at the outset—those non-consensual procedures mostly
performed on minors (and less commonly unconsenting
adults). This extends to medicalization1 of FGM/C where
such procedures may be performed by professionals with
varying degrees of surgical training, with clean instruments
and in safer settings. While is it probable that medicalization
can reduce some FGM/C complications such as acute
infection, it does not prevent the long-term complications.
Most importantly, healthcare professionals should be the
trusted promoters of prevention/abandonment of the practice
and of sexual and reproductive health literacy as well as the
healthcare of women and girls already affected by FGM/C.

The aim of the paper does not extend to address the complex
and sometimes controversial issues surrounding adult women
who request various forms of genital surgery, including
reinfibulation and female genital cosmetic surgery. Several
researchers are addressing these topics from a legal, medical,
social and ethical perspective. Conflicts between the important
principle of autonomy and concerns about coercion or social
pressure are not easily resolved. The long-term consequences of
such surgery are not easily identified and becomemore nuanced
when taken in a sociocultural context.Male circumcision and the
concept of “genital autonomy” in intersex conditions are
similarly complex issues—the ICS recognizes these as
important discussions but beyond the scope of this work.

1.4 | FGM/C complications should be screened
and recognized, treated appropriately and
ultimately prevented

1.4.1 | Screening for FGM/C

The first step in management is to screen and recognize the
FGM/C and its eventual complications. In a study in Eastern

Sudan, only 7% of midwives could identify the four types of
FGM/C correctly, whereas 81% had practiced the procedure,
and in Alexandria, only 7% of nurses could identify the types;
in both studies there was little knowledge among these
practitioners regarding the medical consequences of the
procedure and the majority planned to continue the
practice.44,45 Similar findings have been reported in diaspora
countries; therefore, it behooves ICS members to be aware of
the condition and to be prepared to identify and care for these
patients.46 As mentioned above, women who have experi-
enced FGM/C may not know what unaltered anatomy looks
like, what type of FGM/C they have personally experienced,
and the current symptoms may be so remote from the FGM/C
that they do not associate the cause and effect.47

1.4.2 | Treatment of FGM/C

The WHO Handbook “Care of Girls and Women Living with
Female Genital Mutilation” (http://www.who.int/
reproductivehealth/publications/health-care-girls-women-
living-with-FGM/en/) provides excellent advice to the
clinician managing FGM/C patients. However, there is a
relative paucity of information in many areas. A primary role
for the ICS lies in improving training of its members and in
sharing research and expertise, workforce, and resources to
improve the care of women with FGM/C. We envision:

� Working with providers in high prevalence areas and
diaspora countries to design prospective clinical trials that
will inform future care.

� Supporting high quality training for front-line ob-gyn,
urologists, pediatricians, general practitioners, infectious
disease specialists and surgeons in managing complica-
tions of FGM/C, offering defibulation and reconstructive
techniques.

� Sharing knowledge through regional meetings and via on-
line educational resources.

� For those who wish to submit educational material for ICS
online content are invited to submit according to the
Standard Operating Procedures for format: https://www.
ics.org/committees/education/icssops

1.4.3 | Prevention of FGM/C

We need to understand the socio-cultural milieu that
supports the practice of FGM/C if we are to prevent it. The
most effective and durable change will arise from within
the practicing societies rather than being imposed upon
them. FGM/C stems from long-standing socio-cultural
mores; therefore, efforts toward eradication must align
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with cultural factors perpetuating the practice. The updated
2013 UNICEF statistical overview emphasizes the chal-
lenging dynamics of cultural change, noting according to
social science research it “is difficult for individual
families to stop the practice on their own. There is a
social obligation to conform to the practice and a
widespread belief that if they do not, they are likely to
pay a price that could include social exclusion, criticism,
ridicule, stigma or the inability to find their daughters
suitable marriage partners.”3 According to Mpofu and
colleagues, the practice of FGM/C is deeply embedded in
social and cultural traditions dating back generations. Over
time, interventions have failed to understand the complex-
ities surrounding the practice.48 “Most campaigns against
FGM/C have come about from a viewpoint of outrage,
disgust and condemnation, and therefore are seen as a
direct and aggressive attack on a people's core values,
beliefs and traditions which have been a part of their very
existence for generations49–51” and can lead to further
stigmatization of girls and women who have already
undergone FGM/C. “FGM/C is said to enhance marriage-
ability, fertility, and to promote purity or virginity of a
womanl,52–54 and is also said to “. . .temper female sexual
urges thereby preserving a girl's virginity for mar-
riage.”50,55...The belief in the protection of female virtue
goes hand in hand with upholding family status and
dignityl When one is [circumcised], it is a symbol of entry
into womanhood and marks that one fully belongs to a
community.” Marriage and reproduction are essential to
the long term economic and social security of most
women, and FGM/C is regarded in many communities as a
normal and acceptable part of raising the girl child.

Programs aimed at preventing FGM/C and its conse-
quences must therefore:

� Be strongly based on facts and evidence as opposed to
aversion and disgust

� Evolve from cultural understanding within the society
rather than being imposed from outside.

� Avoid stigmatizing the girls and women who have already
undergone FGM/C.

The evidence discussed above regarding the effects of
FGM/C on men and the changing attitudes of many
immigrants are promising, as they may allow strategies to
lift the social obligation of FGM/C, once proper dialogue
between genders and within community hierarchies can
occur. UNICEF3 has been developing programs in
consultation with communities. These participatory pro-
grams have a greater impact as individuals within the
community state publicly they will not practice FGM/C,
and they then educate others. According to WHO,
however, programs that educate women and girls about

their bodies and their rights are very rare.56 According to
UN estimates, most young people lack access to education
about their bodies and the impact of FGM/C.57 WHO
recommends that to have the most responsible impact,
preventing unintended alienation and retraumatization,
educational interventions should be evidence-informed
and scientifically accurate, non-prejudicial, non-judgmen-
tal, sensitive and respectful, non-stereotypical, and when
involving adolescents, geared toward their evolving
capacities. A culturally integrated educational approach
will favor these goals. Mpofu highlights select programs
that emphasize the healthy portions of the coming-of-age
rituals associated with FGM/C, teaching girls about the
responsibilities associated with adult and married life,
while omitting the FGM/C itself.

The fundamental question at hand remains: how can
FGM/C be most effectively prevented? Although in decline,
it remains distressingly prevalent. The Pan African
Parliament (PAP) has recently joined the U.N. Population
Fund (UNFPA) in an action plan to ban FGM/C for the
whole continent. This is a promising legal and cultural
statement on the part of the Parliament. The initiative
includes legislation, community mobilization, advocacy,
and recruitment of men to speak out against FGM/C.9 There
is some evidence that changing hearts and minds at the
community level will ultimately be the most effective
strategy.58

Looking more closely at specific countries country will
highlight the complexity of changing the practice of FGM/
C. The prevalence in Kenya decreased from 41% in 1984 to
11% in 2014 (however, these numbers differ from those in
Mpofu's study). In 2001, the Kenyan government outlawed
the practice, passing the Children's Act.59 Further, in 2011 it
passed the Prohibition of Female Genital Mutilation Act.
Lastly, successful public education campaigns have led to
relief of social pressures—for example, young men have
had an impact by publicly declaring their preference to
marry a woman who has not undergone FGM/C.60 In 1990
Burkina Faso formed the Committee to Fight the Practice of
Excision (Comité National de lutte contre la Pratique De
l'excision, CNLPE). In November 1996 a penal code was
adopted forbidding female genital mutilation, threatening
imprisonment of 6 months to 3 years and large fine for all
forms of FGM/C. In addition, special emphasis is placed on
education of the girl so that in adulthood, she does not seek
FGM/C for her daughters. The CNLPE instituted campaigns
of sensitization regarding FGM/C; policemen were trained
to intervene in keeping with the law; the subject of FGM/C
became part of scholastic programs; and women who had
endured complications linked to FGM/C were treated free
of charge in certain health initiatives identified by CNLPE,
in line with WHO Guidelines. A free telephone line called
“SOS Excision” (SOS Female genital cutting), was set up to
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gather real-time information on the acts of mutilation.
According to UNICEFxli, the prevalence of FGM/C in
Burkina Faso declined from 89% in 1980 to 58% in 2010
(however, not unlike Kenya, according to internal statistics,
the prevalence of FGM/C may remain significant: 76 %
[EDSBF-MICS IV 2010]).61 The persistent high prevalence,
although decreasing and lower than some surrounding
countries, is likely multifactorial—including the low level
of population education (30% literacy), the persistence of
traditional practices impacting the health of women overall
(eg, beliefs impacting nutrition during pregnancy), and
inadequate funding for the permanent implementation of the
national strategy against FGM/C. The continued high
incidence of FGM/C in Burkina Faso, Kenya, and other
countries also calls into view the complexity of criminali-
zation. It is possible that this strategy may have a
diminished effect by driving the practice underground
instead of into the light. It is certain that work across health
care disciplines in cooperation with government and non-
government organizations engaging community leadership
will be required for optimal results.

Medical professionals can help prevent FGM/C by
providing healthy, non-judgmental messages in every
interaction. For example:

� offer health education on FGM/C during pregnancy
(preparing for the issue to arise if the future child is a girl),

� primary doctors must build trusting relationships, includ-
ing the father or other important family elders and
exploring the beliefs of the family,

� pediatricians must discuss this issue with parents over time,
� doctors can provide safeguarding/protection measures
according to the local laws in case of real and immediate
risks.

2 | CONCLUSION

FGM/C is relevant to all who practice pelvic medicine, as
understanding the unique health issues significantly impacts
care for this population. The ICS position on FGM/C is that
it should never be performed in any form on a girl or non-
consenting woman. ICS members can educate themselves
and others on the practice. Those with significant experi-
ence in caring for women with FGM/C can offer
information, health education, reconstructive and rehabili-
tative services to women and girls with a history of FGM/C
experiencing urogynecological, infectious, obstetric, sexual
and functional pelvic floor consequences. A respectful,
neutral, non-judgmental, non-stigmatizing and trained
approach should be the tone of the individual patient
interaction.

The International Continence Society is uniquely positioned
to promote the care for women and girls living with FGM/C.
Although a smaller percentage of our members have significant
experience in managing patients with FGM/C, as a multidisci-
plinary, international society, we have significant reach with
educational needs around the world. We can lend our expertise
to many of the preventative and cure needs such as obstetric
trauma, urogynecological and psychosexual consequences. Our
expertise in education, research methodology, complex recon-
structive surgery, nursing, physiotherapy, psychosexual issues
can be of great value. We will start by providing educational
opportunities to our members so that they can develop
appropriate sociocultural, rehabilitative (including physiother-
apy), medical and surgical knowledge of the topic.

ICS and its Members will lend support and act to:

1) Educate:
� Support the work of practitioners treating high volumes
of patients with FGM/C throughout the world through
assistance in creating, presenting, filming and distribut-
ing educational material (See www.ics.org/tv, https://
www.ics.org/committees/education/icssops).

� Educate health care workers, patients, and communities
regarding FGM/C—raising awareness, exploring med-
ical, ethical and cultural issues, consequences of FGM/
C, and management.

� Work within communities to engage women and men
regarding the medical risks of FGM/C and to lift the
myths perpetuating this practice.

2) Research:
� Lend our expertise to define the benefits and risks of
post-FGM/C intervention, and to further characterize
the health consequences.

� Support and/or conduct studies to define optimal care of
those with FGM/C.

3) Provide Care:
� Provide neutral, clear, non-alienating information to
women and girls who have experienced FGM/C regarding
its meaning to her individual situation, and options for care.

� To provide holistic care always, high quality recon-
structive surgery where appropriate, and to support
colleagues in high prevalence areas of the world when
opportunities arise.

4) Advocate:
� Partner with affected women and girls and other
associations regarding FGM/C.

� Promote government support for medical care of
women who have had FGM/C, including culturally
fluent psychological care.

� Work within communities to promote the healthy
coming-of-age rituals associated with FGM/C while
removing the permanently damaging risks associated
with FGM/C.
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