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ABSTRACT
Despite 30 years of advocacy, the prevalence of non-
therapeutic female genital alteration (FGA) in minors is
stable in many countries. Educational efforts have
minimally changed the prevalence of this procedure in
regions where it has been widely practiced. In order to
better protect female children from the serious and long-
term harms of some types of non-therapeutic FGA, we
must adopt a more nuanced position that acknowledges
a wide spectrum of procedures that alter female
genitalia. We offer a revised categorisation for non-
therapeutic FGA that groups procedures by effect and
not by process. Acceptance of de minimis procedures
that generally do not carry long-term medical risks is
culturally sensitive, does not discriminate on the basis of
gender, and does not violate human rights. More morbid
procedures should not be performed. However, accepting
de minimis non-therapeutic f FGA procedures enhances
the effort of compassionate practitioners searching for a
compromise position that respects cultural differences
but protects the health of their patients.

Procedures that surgically alter the external geni-
talia of children are quite common throughout the
world, though the distribution varies greatly by
geography. The majority of male children in
America are circumcised.1 While non-therapeutic
female genital alteration (FGA) procedures in chil-
dren are unusual in the USA, an estimated 80–140
million women throughout Africa, the Middle East,
India and South-East Asia have had such proce-
dures.2 3 The WHO, American Academy of
Pediatrics (AAP), and the American Congress of
Obstetricians and Gynecologists (ACOG) have pol-
icies in place to support circumcision; however,
FGA has been deemed a human rights violation by
these same organisations as well as by the United
Nations.2–4 In fact, the US government has
expressly outlawed any procedure that incises or
changes a female child’s external genitalia in the
absence of medical indications.5

While years of advocacy and legislation aimed at
eliminating non-therapeutic procedures on female
external genitalia has resulted in a decline in the
prevalence of the practice, the magnitude of this
decline has been soberingly small. In Egypt, the
percentage of women who had any procedure that
altered external genitalia performed on a daughter
only fell from 77.8% to 71.6% over 5 years from
2006 to 2011. This relatively small decrease in
prevalence was associated with minimal change
in attitude towards the procedures.6 In a study in
Somalia, the country in the world with the highest
prevalence of these procedures, 81% of subjects
underwent infibulation and only 3% did not have

FGA. Eighty-five per cent had an intention to
subject their daughters to an extensive FGA proced-
ure, and 90% supported the continuation of the
practice.7 There have been some more encouraging
studies, however. In Kenya, for example, prevalence
has dropped from 49% in women ages 45–49 years
to 15% in girls ages 15–19 years and in Liberia, the
prevalence has dropped from 85% to 44%,
respectively.8 9

Immigrants to Western nations may continue to
subject their daughters to genital alteration,10–12

though the frequency is difficult to assess. While
laws enacted in these countries make procedures
that alter a female’s external genitalia illegal, they
may in some instances worsen health outcomes by
driving the practice underground by sending female
children to Africa or by inviting circumcisers to the
West.11 Making the practice illegal also hampers
the ability to study the actual incidence and effects
of these procedures, limits an open dialogue
regarding changing the practice, and may impede
efforts to voluntarily reduce the incidence of these
procedures (thereby improving public health).13 14

This local culture of silence is due to a distrust of
the global eradication campaigns as being ‘sensatio-
nalized, ethnocentric, racist, culturally insensitive
and simplistic’.15

Since progress in reducing FGA procedures has
been limited in states where they are endemic and
the commitment of people from these cultures to
these procedures has led to their persistence in
states where they are legally discouraged, alterna-
tive approaches should be considered.7 To accom-
modate cultural beliefs while protecting the
physical health of girls, we propose a compromise
solution in which liberal states would legally permit
de minimis FGA in recognition of its fulfilment of
cultural and religious obligations, but would pro-
scribe those forms of FGA that are dangerous or
that produce significant sexual or reproductive
dysfunction.
Regrettably, academic and public health consider-

ation of non-therapeutic FGA has been hampered
by several issues. First, there is no recognised
nomenclature based on the functional effects of
each of the several procedures that may be
employed to alter female genitalia. Second, discus-
sion often is infused with a strong cultural and
gender bias against FGA in all forms. Third, group-
ing all forms of FGA in discourse and condemna-
tion assumes that all FGA procedures carry the
same risks, which is medically inaccurate. Finally,
authors arguing against all forms of FGA construe
the concepts of beneficence and non-maleficence
narrowly with regard to their scope, and too
broadly with regard to their applicability. On the
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one hand, they argue that physical well-being trumps social and
cultural well-being. On the other hand, they argue that concepts
originally used to apply to the actions of physicians are equally
applicable to parents.

We are not arguing that any procedure on the female genitalia
is desirable. We are also not suggesting that people whose beliefs
or sense of propriety leads them to perform these procedures
on their children would necessarily accept alterations in their
practices to conform to the authors’ views of what is acceptable.
Rather, we only argue that certain procedures ought to be toler-
ated by liberal societies. We hold that the ethical issues are no
different for procedures that are performed as cultural or reli-
gious expressions by a minority group than for procedures that
are performed for aesthetic reasons by members of a main-
stream culture. Finally, we believe that all procedures should be
performed with adequate analgesia. FGA is a highly complex
issue. In some forms, it is deeply rooted in traditions of female
submission to their male counterparts. We by no means
condone oppression. Given that most communities that practice
FGA also practice male circumcision, some forms of FGA reflect
cultural norms of gender differentiation that are more pro-
nounced than in Western society. However, in order to reduce
the prevalence of the extensive forms of FGA, we propose a
compromise solution that is ethical, culturally sensitive and
practical.

We will begin by discussing nomenclature, then describe the
various types of FGA and classify them according to their
effects. This revised classification will rationalise discussion of
the subject, and should prove useful even to those who disagree
with our conclusions. After discussing the medical safety of
FGA procedures, we will argue that liberal governments should
tolerate de minimis procedures with no more effect than other
accepted procedures performed on minors for aesthetic
enhancement. Finally, we will argue that labelling these de
minimis procedures as ‘mutilation’ is culturally insensitive and
discriminatory towards women, and that they do not constitute
a human rights violation. In doing so, we offer a tiered argu-
ment and compromise solution—First, given that the more
extensive forms of FGA are physically harmful and may consti-
tute oppression towards women, these practices should be
actively discouraged by means such as education, social pressure,
regulation and prohibition. Second, since progress at eradicating
the extensive forms of FGA has been slow and the de minimis
alternate procedures are not associated with the same risks of
long-term harm, these should be encouraged as a compromise
solution that upholds cultural and religious practices without
sacrificing the health and well-being of female children.

We acknowledge that issues of cultural sensitivity and gender
discrimination in the disparate treatment of male circumcision
and FGA could also be treated by proscribing both, instead of
the position for which we are advocating. In fact, many have cri-
ticised male circumcision as a human rights violation due to the
lack of autonomous decision-making and the irreversible nature
of the procedure.16–18 However, we have argued elsewhere that
male circumcision does not constitute a human rights viola-
tion.19 It is not within the scope of this paper to re-examine this
argument or discuss the ethics of male circumcision. However,
we will assume the validity of this position for the sake of argu-
ment and will argue that a liberal society that tolerates expres-
sion of culture and/or religion in the manner of male
circumcision should also permit certain de minimis FGA proce-
dures. We believe this is an appropriate assumption because all
Western nations in fact permit ritual circumcision of men.

NOMENCLATURE
We use the term ‘procedure’ in the context of FGA rather than
‘surgery’ to emphasise that there is no medical benefit estab-
lished by well designed trials, and that the primary purpose is
not health-related. ‘Procedure’ is defined by Merriam-Webster
as a “series of steps followed in a regular definite order,”
and does not imply that the intervention is done for health
reasons, in a health facility or by a medical professional.20 The
terms ‘surgery’ and ‘operation,’ however, connote a medical
context. Much as circumcision performed by a mohel, ear
piercing done at a mall, or tattoo performed at a tattoo parlour
follow a series of steps in a regular, definite order, morpho-
logical alterations of the female external genitalia are also proce-
dures, whether or not performed by a medical professional or
in a health facility.

Many terms have been used to describe the procedures that
alter female external genitalia, such as ‘female circumcision,’
‘female genital cutting,’ ‘female genital alteration,’ ‘female
genital surgery,’ and ‘female genital mutilation’.13 14 21 ‘Female
circumcision’ has been abandoned as critics of the procedures
felt it conferred the greater ‘respectability’ of male circumci-
sion.21 We agree that the word circumcision should be confined
to men as it applies to a specific procedure, whereas procedures
on female external genitalia encompass a wide variety of distinct
procedures. Also, circumcision potentially confers health bene-
fits on the male child and on his future sexual partners.1 4 19

While health benefits may be a component behind the motiv-
ation for FGA, there is a paucity of empirical data supporting
this and the primary advantages are aesthetic as well as compli-
ance with religious or cultural norms.22 Second, since the major-
ity of procedures are not being performed in hospitals or by
trained healthcare professionals, ‘female genital surgery’ is an
inappropriate term, since it inaccurately implies a medical
context.21

While ‘female genital mutilation’ is the term currently used
most widely by international health and policy organisations, it
inappropriately conflates all procedures that alter female exter-
nal genitalia, while not accounting for their disparate risk pro-
files. Reclassifying procedures based on their impact rather than
the process (as we introduce below), allows for a more informed
and clear discussion of these procedures. Female genital mutila-
tion is not an appropriate term to use for de minimis proce-
dures. These procedures are equivalent or less extensive than
male circumcision in procedure, scope and effect. Indeed, they
are equivalent or less extensive than orthodontia, breast
implantation or even the elective labiaplasty for which affluent
women pay thousands of dollars. Furthermore, a nick that heals
completely is not mutilation in that there is no morphological
alteration.

While we acknowledge that critics of male circumcision may
label it as ‘mutilation’ as well,23 24 it is important to note that
the procedure is supported by AAP, ACOG and WHO. Thus, in
a liberal society that accepts male circumcision, room for discus-
sion surrounding the acceptability of FGA exists. Calling such
elective genital procedures ‘mutilation’ prejudges the appropri-
ateness of the procedures, thereby precluding discussion. Use of
this term precludes discussion of their acceptability in any
context, even those that are safe and respectful of an indivi-
dual’s culture. Charged rhetoric such as ‘mutilation,’ that por-
trays de minimis procedures as the product of a savage and
uncivilised culture, is unworthy of academic discourse. Thus, we
prefer ‘non-therapeutic FGA,’ which is value-neutral, allowing
for discourse and potentially, compromise solutions.
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CLASSIFICATION OF NON-THERAPEUTIC FGA PROCEDURES
It is essential to describe FGA procedures in a way that is accur-
ate and allows people with different viewpoints to discuss issues
respectfully. There are a myriad of ways various cultures alter
female external genitalia. These range from minimal to mark-
edly invasive and dangerous.25 The categorisation currently
used by medical and public health organisations is as follows:
Type I includes removal of the prepuce or clitoral hood with or
without clitorectomy. Type II is the removal of the entire clitoris
as well as part or all of the labia minora. Type III, known as
infibulation, is the most severe form and involves the removal of
the labia majora and/or labia minora, possible removal of the
clitoris, and stitching together of the vulvar tissue to cover the
urethra and introitus, leaving only a small opening for urine,
menstrual flow and intercourse. Finally, Type IV includes prick-
ing, nicking or incisions of the external genitalia, stretching of
the clitoris or labia, cauterisation or the introduction of corro-
sive substances into the vagina.25 26

However, this categorisation inadequately reflects the conse-
quences to the recipient of the procedure. It has also not aided
in discussion because of the wide variety of procedures included
in each category, as well as due to omissions of some procedures
altogether. We therefore propose a new categorisation that is
based on the effects of the procedure, rather than the process.
Given that it is the health consequences of these procedures that
are the most worrisome to international health groups, it is
logical to group the procedures based on these effects, rather
than groups of procedures with a wide range of resultant conse-
quences within each group.

Category 1 includes procedures that should almost never have
a lasting effect on morphology or function if performed prop-
erly. A small nick in the vulvar skin fits into this category.
Category 2 consists of procedures that create morphological
changes, but are not expected to have an adverse effect on
reproduction or on the sexual satisfaction of the woman or her
partner. Examples include surgical retraction of the clitoral
hood or procedures resembling elective labiaplasty as performed
in Western nations. Surgical resection of the clitoral hood is the
vulvar procedure that most closely resembles male circumcision.
Category 3 contains those procedures that are likely to impair
the ability of the recipient to engage in or enjoy sexual relations.
Clitorectomy, whether partial or complete, falls into this cat-
egory. Category 4 contains procedures likely to impair repro-
ductive function, either by reducing the chances of conception
or by making vaginal delivery more dangerous. Infibulation is
an example. Category 5, advanced only for the sake of com-
pleteness, contains any procedure that is likely to cause other
major physiological dysfunction or death, even if performed
correctly. To our knowledge, there are no FGA procedures that
fall into this category.

Due to a lack of data regarding the specific risks and out-
comes with each FGA procedure, it may be difficult to accur-
ately assign specific procedures to these categories. Being
criminal in Western societies, they have not been studied system-
atically. However, Type 1 and 2 procedures have counterparts in
Western gynaecology. Accidental traumatic lacerations of the
labia majora are not uncommon. While longer and deeper than
a controlled nick, and not created under clean conditions, they
almost always heal without sequelae.27 It is reasonable to
assume that a nick from a scalpel would do likewise. The simi-
larity of removal of the clitoral hood to male circumcision and
of labial excision to aesthetic labial reduction procedures is suffi-
ciently close that the effects can reasonably be considered identi-
cal pending empirical proof. At the other end of the spectrum,

the more extensive procedures such as infibulation are asso-
ciated with risks such as severe bleeding, infection, obstructed
labour, dyspareunia, depression and post-traumatic stress
disorder.28 29

We acknowledge three shortcomings of this classification.
First, it is not entirely stable; procedures could shift from one cat-
egory to another if the common understanding of their effect
changes. Second, there may not be agreement on the effects.
Finally, procedures are grouped in their anticipated risk profile,
not in the actual risk profile for each patient. For example, while
infibulation is likely to cause long-term sexual and reproductive
health impairments, it does not normally lead to death and there-
fore is not placed in that category. That is not to say it does not
ever lead to death, but the anticipated impact is not death.

MEDICAL SAFETY
Of course, the issue of harm is the heart of the distinction in
the categorisation of FGA that we propose. While any proced-
ure is associated with several predictable short-term risks
(namely bleeding and infection), the long-term sequelae should
be rare for Category 1 and Category 2 procedures. In a WHO
study, there were no statistically significant differences in health
outcomes between those women that underwent Type I surgery
(equivalent to our Category 2) and those that had no surgery.14

In fact, our classification scheme would exclude clitorectomy
(included in the current Type I procedures) from this category
and thus further decrease the risks of the procedure. This is in
stark contrast to the risks of Category 3 and 4 procedures which
are severe: obstructed labour, caesarean section, postpartum
haemorrhage, 80% risk of flashbacks, depression, 30% risk of
post-traumatic stress disorder and death from sepsis.18 29

Critics of FGA have pointed out that there is no medical
benefit to factor in the risk versus benefit calculus so often used
in medicine and when compared with male circumcision.29

However, up to recently, the medical benefits of male circumci-
sion were also thought to be tenuous, contested or so minor
that circumcision was classified as an elective, cosmetic proced-
ure.1 Thus, disallowing Categories 1 and 2 of FGA because it
lacks medical benefit is an unjust and inappropriate hurdle to
legalisation.

Jacobs’s three-pronged test has been previously proposed
that, if satisfied, would morally preclude a government or regu-
latory agency from reversing a parental decision to involve a
child in a minority group practice. First, the practice in question
must not significantly burden either society or its members
outside the group. Second, the practice must not (A) create
burdens that a reasonable person outside the group would not
accept for himself, or that a reasonable parent would not accept
for her child (such as child marriage or slavery); or (B) carry a
substantial chance of death or of major disruption of a physio-
logical function. Third, the burden on society or individuals
must be actual and substantial, and not hypothetical or unlikely.
All of these criteria must be satisfied if a government is to toler-
ate the practice, and we argue that governments should tolerate
procedures under these circumstances. Categories 1 and 2 of
FGA (but not Categories 3–5) fulfil these criteria and thus, a
government or regulatory agency does not have a medical basis
for interfering with a parental decision to practice a cultural or
religious belief.30

ETHICAL UNDERPINNINGS
The standard that guides ethical and legal decision-making on
behalf of children is the best interests standard.31 Unfortunately,
the standard is conclusory rather than definitive. At least in
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USA, the best interests of a child are determined by judicial and
quasi-judicial decisions in individual cases, rather than arising
from an established heuristic that would almost always predict
the decision prospectively. Furthermore, in the USA, the courts
either balance the interests of the child against parental beliefs
and rights, as established by three key Supreme Court deci-
sions,32–34 or rebuttably presume that the interests of the child
are congruent with the parents’ beliefs. In using the best inter-
ests standard, we are including prepubertal children, in whom
any decision is made exclusively by the child’s proxy, as well as
adolescents, in whom ethical paediatric decision-making
requires assent to the procedure. We acknowledge that not all
procedures (eg, Category 2 procedures such as removal of the
clitoral hood or labia minora) are technically feasible or com-
monly performed in prepubertal children. The best interests of
a child encompass physical well-being, and social, economic,
psychological and spiritual well-being. That the human rights
movement accepts this view is clear from documents such as the
Convention on the Rights of the Child, which does not privilege
the physical well-being of children over other types of
well-being.35

Second, analysis of issues in medical ethics generally regards
principles as being prima facie in nature, rather than absolute.
Therefore, important emotional and social considerations can
trump minor medical considerations. Third, the transactional
costs of governmental action to stop parents from subjecting
children to these procedures must be considered. For this
reason, the Royal Dutch Medical Society stopped short of advo-
cating that male circumcision be outlawed for fear that the prac-
tice would be driven underground.36 Compounding the
potential for FGA practices to be driven underground, is the
fact that the remedy for violation of laws limiting genital proce-
dures on minors will have a direct or indirect adverse impact on
the child. Whether parents who otherwise are uncontroversially
adequate, are fined, imprisoned or lose parental rights because
they subject their children to FGA, the child will suffer.

Therefore, we must ask what harm is befalling the child.
Procedures that compromise sexual function, sexual enjoyment
and reproductive capacity clearly violate the best interest of the
child. De minimis procedures such as removal of the clitoral
hood or a ritual nick on the external female genitalia
(Categories 1 and 2) cause little or no functional harm.
Therefore, it is difficult to characterise them as unethical or a
human rights violation. If these procedures are not unacceptable
on beneficence or maleficence grounds, and the imposition on
the child’s autonomy is no greater than the imposition that is
currently accepted for other procedures or non-physical inter-
ventions whose effect is of equal or greater magnitude, then
there are no reasonable autonomy grounds for restricting the
procedure.

We re-emphasise that we do not support the more severe
FGA procedures (Categories 3–5), nor would we diminish inter-
national efforts to end the practice of these procedures, with
their resultant harm to sexual and reproductive function. We
believe it is ethically appropriate to work for their elimination
through the legal system as well as through educational and
grass-roots efforts, for the sake of the female children that are
subjected to these dangerous procedures.37 However, Category
1 and Category 2 procedures do not reach the threshold of a
human rights violation. Opposition to these de minimis proce-
dures on female genitalia inhibits the effort of compassionate
practitioners searching for a compromise procedure to respect
the culture but safeguard the health of their patients.15 38

Indeed, by preventing such compromise, absolutists may create

further harm to children. Instead of receiving Category 1 or 2
procedures, girls may continue to receive more extensive proce-
dures underground in the USA or in their home countries
because there is no safe alternative.

CULTURAL SENSITIVITY
FGA is ‘embedded in many cultural systems through multiple
ties to historical tradition, tribal affiliation, social status, mar-
riageability and religion,’ but is most frequently associated with
Muslim culture.39 Critics have argued that there is no reference
to any procedure altering female external genitalia in the Quran
and thus, there is no religious basis for the practice.38 However,
legal protection of a religious practice is not contingent either
on the orthodoxy of the practice or on a consensus within a reli-
gious tradition accepting the practice. Furthermore, outsiders to
a religious tradition cannot infer the practices of a religious
system from a literal reading of its canonical texts. It is no more
possible to define Islam within the four corners of the Quran
than to define Christianity (which includes traditions ranging
from Presbyterian to Pentecostal to Greek Orthodoxy) solely
from a reading of the Bible. Rather, the content of religious
belief and practice are guided by interpretive texts and tradi-
tions. Thus, many Muslim scholars classify FGA as ‘Sunnah’ or
practice established by the prophet Muhammad. Though not
prescribed explicitly in the Quran, the practice thus is religiously
virtuous. In fact, the colloquial term for FGA procedures in
Arabic refers to a ritual state of purity.38

FGA also has strong cultural ties that are not explicitly reli-
gious. While objectionable to some Western feminists, marriage
is associated strongly with quality of life in these traditions. In
some cultural milieus, a woman who has not undergone a pro-
cedure to alter her external genitalia may find it difficult to
marry.38 Additionally, there may be an aesthetic component to
labiaplasty as practiced in some societies.40 Contrary to the
picture painted by many international organisations, then, it
could be stated that “children [undergo FGA procedures]
because their parents love them and want them to be happy in
their adult lives”.38 By labelling FGA as female genital mutila-
tion, our discussions run the risk of demonising important cul-
tural practices.15

It is important to note that the debate does not need to
simply distil to the irreconcilable positions of cultural relativism
and universalism.2 41 Rather, we can invoke universally shared
values against long-term harm and thus continue to advocate
for the cessation of Categories 3 and 4 of FGA. This is the same
rationale used for authorising blood transfusions on the children
of Jehovah’s Witnesses—that is, irrespective of culture, the risk
of long-term harm is sufficient that society’s mandate can ethic-
ally outweigh cultural interests.42 It is important to ensure,
however, that the discourse remains sensitive to and respectful
of the voices of the women who experience these practices, and
that we take into account historical relationships of power so
that we can arrive at a nuanced and balanced solution.2 15 One
of the responses to the current strategy of charged rhetoric has
been a cultural backlash or a ‘defense of traditions by African
women against what is perceived as Western cultural imperial-
ism’ and thus, the lack of sensitive discourse is not productive
towards reaching a compromise solution.38

Policies that attempt to suppress all forms of FGA that alter
female external genitalia are culturally supremacist. Members of
a majority culture are more likely to consider their own prac-
tices voluntary, reasonable and even desirable, while perceiving
minority practices (such as FGA by female African Muslims) as
unreasonable, coercive and unacceptable.30 38 The tolerant
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attitude in the USA to male circumcision is in stark contrast to
its treatment of FGA.5 Yet, ‘both are likely voluntary choices
influenced by cultural conditioning’.30 In a liberal society, then,
government and regulatory agencies should tolerate minority
practices unless they cause substantial damage to society and its
members. While Categories 3, 4 and 5 of FGA cause harm and
thus should not be tolerated, Categories 1 and 2 do not and
thus should be approached from a culturally tolerant perspective
that acknowledges a parental right to raise a child according to
the parents’ own religious and cultural customs, which are well
established in American law.32–34 In the USA, the Federal
Prohibition of Female Genital Mutilation Act, which was
enacted in 1996, is deliberately worded broadly enough to not
differentiate between the categories of FGA. The law is likely
unconstitutional and should be altered to allow for religious and
cultural freedom for a safe procedure that does not result in
long-term harm.4 38

GENDER DISCRIMINATION
We approach this subject with the understanding that most of
the cultures and communities that practice FGA also practice
male circumcision. To the extent that Category 1 and Category
2 procedures are intended to curb sexual desire, the same is true
of comparable procedures performed on boys. The balance of
medical evidence demonstrates that male circumcision does not
negatively affect male sexuality, though the data are neither con-
sistent nor methodologically optimal.19 35 43 Similarly, by defin-
ition, these de minimis female procedures do not curb sexuality;
if they did they would be Category 3. The goal of curbing
sexual desire is debateable, but if it applies to men and women
there are no discrimination issues. Furthermore, if a procedure
intended to curb sexual desire does not, in fact, do so, then
restricting it assumes low priority.

To the extent that gender discrimination is present, it lies in
restrictive policies towards Categories 1 and 2 of FGA. Laws
that prohibit these procedures and international advocacy
against them are culturally insensitive and supremacist and dis-
criminatory towards women. Male circumcision is legal in USA
and tolerated in most of the world, even when done by non-
medical practitioners in the home.38 Yet comparable or less
radical procedures in women are deemed misogynistic and
human rights violations.38 44 Feminists trying to protect women
in these cultures are mistaking Categories 1 and 2 of FGA as an
example of male domination in philosophical and practical
terms.

Categories 1 and 2 of FGA have been called misogynistic
because the aim is usually to curb female sexuality and thus
oppress women. However, if removal of the prepuce curbs sexu-
ality (as has been argued, though contrary to the best evidence),
then male circumcision should be viewed as misandrist.45 46

If we are not willing to label male circumcision as misandrist
because it affirms males in the eyes of their cultural and religious
communities, then the same should be true of Categories 1 and
2 of FGA in that it affirms women in the cultures and religions
practicing FGA. If, on the other hand, removal of the prepuce
does not curb sexuality, then the basis for claiming the practice
as misogynistic is invalidated.44 In summary, the de minimis pro-
cedures do not oppress as much as they differentiate and thus
should be tolerated.

These asymmetrical judgments based on gender also have
practical consequences which, paradoxically, decrease women’s
control over their bodies. FGA is typically ‘controlled and
managed by women’.14 Data reveal that women in many of
these cultures favour the continuance of FGA equally or at an

even higher rate than the men in these cultures.14 38 Laws to
ban FGA are enacted by predominantly male legislatures and
enforced by predominantly male police. Furthermore, it is
almost exclusively women who are penalised for the crime of
FGA in areas it has been outlawed. All this further brings
women’s bodies under male religious and political control, thus
disempowering the very women feminists are hoping to
protect.14 38

HUMAN RIGHTS VIOLATION
Finally, the International Federation of Gynecology and
Obstetrics as well as WHO have labelled all forms of FGA as a
human rights violation as it violates ‘bodily integrity in the
absence of any medical benefit’ and victimises vulnerable girls.47

However, male circumcision is also a procedure that violates
bodily integrity and up to recently was thought not to have justi-
fiable medical benefit—but was instead tolerated due to religious
and cultural freedom and the lack of long-term harm. Thus,
Categories 3, 4 and 5 of FGA are certainly human rights viola-
tions as they violate bodily integrity and cause long-term harm
(but not because they lack medical benefit). Other examples of
procedures that lack medical benefit but are not classified as
human rights violations that society accepts (though perhaps
does not ethically condone) include piercings, cosmetic surgery,
removal of an asymptomatic ganglion cyst, etc. Also, neonatal
boys are certainly just as vulnerable as girls. In fact, one could
argue that the pubescent or adolescent girl undergoing FGA is
more capable of assenting to the procedure and claiming the
culture/religion as her own, than the neonatal boy.5 We do not
condone the forcible practice of FGA if a child developmentally
capable of providing assent declines to do so.

In analysing the putative harm done by rites involving genital
procedures, we must ask ourselves whether it actually is harmful
in the eyes of the people involved, or whether the harm is per-
ceived only by people who view the situation from a different
perspective. The concept of liberalism in various Western soci-
eties involves a spectrum ranging from those who advocate
widespread freedom, tolerating government interference only to
remedy the threat or actuality of serious harm; to those who
advocate government mobilisation of physical, legal and educa-
tional resources to promote a thick agenda expressed in the
international Human Rights proclamations adopted after World
War II, but actually reflecting the nation’s own values and preju-
dices. Recognising that a society is entitled to protect its own
values, even if these are not universal values, we nevertheless
believe that it is rarely appropriate for governments to intrude
into familial, cultural and religious practices that create little tan-
gible harm.

Finally, while parenthood certainly does not connote unre-
stricted ownership, Categories 1 and 2 of FGA should not be
considered child abuse. Permanent injury does not result from
these procedures and thus parents should be granted latitude in
terms of the decisions they make in the best interest of their
children. If FGA is viewed culturally as a means to moral or
ritual purity, then it could be argued that parents are acting in
the best interest of their children by partaking in procedures
that uphold these beliefs but do not cause long-term harm.
In Western pluralistic society, where reasonable people may dis-
agree regarding the best interest of a child in terms of the calcu-
lus of medical risks and non-medical benefits, parents should be
granted wide authority for determining whether or not to
perform Categories 1 and 2 of FGA insofar as the state’s or
society’s interest of ensuring that no long-term harm is commit-
ted is met.1 15
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To summarise, in a liberal society, arguments supporting de
minimis FGA fall into at least three areas. The first is based on
individual rights of parents. The second is based on respect for
minority cultures. The last is based on the concept that govern-
ment should exercise restraint if fundamental interests of society
are not at stake.

UTILITARIAN CONSIDERATIONS
Even if one were to reject all of the arguments proposed so far,
toleration of de minimis procedures is warranted. This is
because it is necessary to protect girls. There is reason to believe
that some communities that practice Categories 3 and 4 of FGA
will accept de minimis procedures in their stead. In 1996, physi-
cians at Harborview Medical Center in Seattle which served a
large Somali population, after much deliberation, decided to
offer a ritual nick under analgesia to adolescent girls able to
assent to the procedure. This compromise was reached in part-
nership with the Somali patient population with the knowledge
that if the alternative and safe procedure would not be able to
be performed in the USA, the women would take their female
children back to Somalia for a more extensive, likely Category 4
procedure.

Against this background, the AAP’s Committee on Bioethics
issued an opinion stating that genital nicking was ethically
acceptable. It stated that AAP “opposes all types of female
genital cutting that poses risks of physical or psychological
harm”. It further stated that the ritual nick is not physically
harmful, is a compromise that that “may build trust between
hospitals and immigrant communities”, may save some girls
from undergoing more extensive and damaging procedures and
“play a role in the eventual eradication” of female genital
cutting.21

In both cases, thoughtful physicians confronted first-hand by
girls with FGA sought a reasonable way to bridge the ‘impasse
between respecting cultural diversity and promoting basic
human rights’.2 However, each of these two attempts was met
with brisk and severe resistance by critics of FGA that believed
such a compromise would ‘handicap health and government
workers in stamping out the more horrible forms of this prac-
tice’.38 Paradoxically, this is more likely to perpetuate destruc-
tive Category 3 and Category 4 procedures than to decrease
them. The media and public outcry of utter condemnation led
Harborview to end the compromise.38 As for the AAP change
in position, swift, negative reactions from the media, human
rights organisations and advocacy groups resulted, in which it
was reiterated that all forms of FGA were human rights viola-
tions and that the global advocacy efforts aimed at eradicating
FGA was weakened by AAP’s new stand. AAP retracted its state-
ment and again adopted strong opposition to all female genital
cutting, removed its endorsement of the clitoral nick and edu-
cated its members not to perform such ritual procedures.25 48 49

Such opposition to Category 1 nicking sacrifices the needs of
actual individuals to the imperatives of ideology. We believe that
such opposition to Category 1 and Category 2 procedures that
are acceptable to some populations that practice FGA are more
likely to perpetuate the medically deleterious Category 3 and
Category 4 procedures rather than aid in eradicating them. We
acknowledge that our proposed strategy may be mistaken or
misconveyed to grant a sense of acceptability to all FGA proce-
dures.49 Careful policy and advocacy efforts, however, can assist in
conveying the stark difference between Category 1 and Category 2
procedures versus those in Category 3 and Category 4.
A second criticism of such a strategy that ‘opens the door’ is that it
is difficult prevent more invasive procedures from being done

under the guise of de minimis procedures or regulate the amount
of tissue being removed. However, given the widespread nature
currently of Categories 3 and 4 of FGA, if even a few girls undergo
a de minimis procedure instead of a more invasive one due to this
strategy, than the strategy is appropriate. The concern regarding
amount of tissue being removed is also not unique to FGA, but is
similar to male circumcision as well as cosmetic surgeries on adults.
Furthermore, the advocacy efforts aimed at completely eliminating
FGA have had only limited success; therefore, a new strategy is
required that accounts for cultural requirements while safeguarding
the health of female children.7 If a girl, by undergoing a small
vulvar nick in infancy, forestalls subsequent vulvar infibulation
done under dangerous conditions, we would consider this a worth-
while trade-off.

CONCLUSION
This ‘complex cross-cultural issue cannot be adequately dealt
with by a simple condemnation’ and any impetus to end FGA
must come from within the religions and cultures that practice
it.2 50 By working together respectfully with, and not independ-
ently of, local communities we can offer and promote the alter-
native of Categories 1 and 2 of FGA as a compromise that
respects culture and religion but provides the necessary protec-
tions against child abuse.2 38 Critics of FGA worry that a com-
promise position of accepting de minimis procedures weakens
the effort to eliminate FGA completely.51 Yet, despite 30 years
of advocacy, we have not made dents in the prevalence of the
practice in many countries and have been largely unable to
change the attitudes regarding the acceptability of FGA. The
goal of eradicating procedures that do not cause significant
harm is at worst, morally questionable and at best, an invitation
to waste resources that could be applied to ends that are more
likely to further human well-being. In order to better protect
female children from the long-term harms of Categories 3
and 4 of FGA, we must adopt a more nuanced position that
acknowledges that Categories 1 and 2 are different in that they
are not associated with long-term medical risks, are culturally
sensitive, do not discriminate on the basis of gender and do not
violate human rights.
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