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Abstract
Purpose of Review The purpose of this review was to explore current research on the impact of migration on issues related to
female genital cutting and sexuality.
Recent Findings There is growing evidence that migration results in a broad opposition to female genital cutting among
concerned migrant groups in western countries. In addition, after migration, affected women live in the midst of a dominant
discourse categorizing them as “mutilated” and sexually disfigured. There is also, in contrast to what is shown bymost research, a
public discourse saying that female genital cutting (FGC) leads to lost capacity to enjoy sex. Concurrently, a vast body of research
demonstrates a strong correlation between a negative body image or body shame and sexual dysfunction.
Summary Care for women with FGC needs to be holistic and, while offeringmedical care when needed, the health care providers
should avoid feeding into self-depreciatory body images and notions about lost ability to enjoy sexual life.
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Introduction

Background

Sexuality involves a wide range of aspects (Fig. 1), among
which interpersonal communication and intimacy can be seen
as one axis, and sexual self-concept, body image, sexual
esteem, and self-schema another [1]. The “sexual functioning”
axis in this model, including desire, arousal/excitement, and
orgasm, is partly mirroring the subcategories of “female
sexual dysfunctions” in DSM-5 [2].

The research question that guided the search for relevant
and current scientific literature was as follows: What is the
impact of migration and acculturation on attitudes to female

genital cutting (FGC), on sexual self-image and experiences
of sexual dysfunction among women who have been subjected
to FGC?

The literature review was based on block searches for sci-
entific papers discussing subthemes of the overarching re-
search question. The main area of interest in this literature
review was the significance of the sexual self-concept axis.

Migration and Change of Attitudes Toward FGC

Migration from countries where FGC is practiced to countries
where it is not customary, and even illegal, leads to cultural
change and declining support of this practice in these groups
[3•, 4–8, 9•, 10, 11•, 12–18]. For example, in Sweden, a quan-
titative study shows that 96% of the Swedish Somalis are
opponents of all forms of FGC that includes removal of any
tissue [15, 16], similar to what has been found in a quantitative
study among Norwegian Somalis [7]. An EU organ, European
Institute of Gender Equality, now includes a component to
calculate the impact of migration in their formula to estimate
girls at potential risk and the total number of women and girls
affected in European member states [19].
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Migration and Change of Body Image and Sexual
Self-Esteem

In countries where FGC is practiced, it is an often-cited
motive that the practice enhances the female body and
perfects its genitals [20–24]. Another effect of migration
beside changed attitudes toward the practice itself is a
process of revaluation among women with FGC regarding
their body image and sexual self-esteem, not least in the
light of the “mutilation” terminology used in western
countries [22••, 23•]. Psychological expectations are cru-
cial for how we experience sex, and self-esteem and body
image are at the core of how we see ourselves as sexual
beings. Negative body image is clearly related to sexual
dysfunction [25–28, 29•, 30, 31, 32]. It can also be noted
that in a recently published paper, it is demonstrated that
in men, “attitude toward one’s circumcision status is more
important than actual circumcision status for men’s body
image and sexual functioning” [33•]. Consequently, the
ubiquitous public discourse about “mutilation” will have
a negative impact on cut women’s body image, sexual
self-esteem, and, as an effect, their sexual function [20,
22••, 23•, 34, 35••].

Studies on Sexual Function Among Cut
Women in Western Host Societies

Quantitative Studies on Sexual Function

Catania et al., in a pioneer study published in 2007 [22••],
investigated sexual function among 137 women with female
genital mutilation/cutting (FGM/C) living in Italy. Semi-
structured interviews and the Female Sexual Function Index
(FSFI) were conducted. In one of the substudies (with FSFI),
there was a research group including 57 infibulated women
and a control group consisting of 57 women without FGM/C
(3 Somali and 54 Italian). Catania et al. found that the research

group of women with FGM/C actually scored higher in the
domains of desire, arousal, and orgasm during sexual inter-
course and satisfaction. Regarding lubrication and pain, no
significant differences between the groups could be found.
Their overall conclusion was that FGM/C per se might not
have a negative impact on psychosexual life.

Andersson et al. [36] conducted a case-control study with
women with (n = 73) and without FGM/C (n = 37), using the
Sexual Quality of Life-Female (SQOL-F) questionnaire.
They found statistically significant difference between
those with FGM/C (mainly Somalis) and those without
(mainly Nigerian women), with the women who had been
subjected to FGM/C having a lower sexual quality of life
than the women in the control group.

Chu and Akinsulure-Smith [3•] carried out a computer-
assisted self-interviewing study with several instruments,
among them FSFI. Sixty-eight women from Gambia,
Guinea, Mali, and Sierra Leone, all living in New York,
were included. They found no significant differences be-
tween cut and uncut women among those who were sexu-
ally active, with one exception: women without FGM/C
scored significantly better in the arousal domain.

Abdulcadir et al. [37••] conducted a cross-sectional study
including a research group of 15 women with and a control
group of 15 women without FGM/C in Switzerland. The par-
ticipants completed several questionnaires, among them FSFI,
and went through a pelvic magnetic resonance imaging. The
study showed higher overall scores on FSFI among the wom-
en without FGM/C; however, there were not any statistically
significant differences between the groups regarding the FSFI
dimensions of desire, orgasm, and satisfaction. Women with
FGM/C reported more dyspareunia.

The divergent outcomes of these studies among concerned
migrant groups in western countries are similar to the
variety of results in comparable studies conducted in
countries of origin. The sprawling results in studies
which include the FSFI questionnaire and both research
and control groups [38–42] demonstrate the limitations
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of such studies. The limitations of quantitative studies to
measure sexual outcomes have been discussed, among others,
by Abdulcadir et al. [37••], Berg and Denison [43], Catania
et al. [22••], Johnson-Agbakwu and Warren [35••], and
Obermeyer [44, 45].

Qualitative Studies About Sexuality in Concerned
Immigrant Groups

In some qualitative studies, the issues of sexuality, and
sexual function and dysfunction, were raised with the
interviewees. Among them, there is the mixed-method
study by Vloeberghs et al. [46], in which women from
Somalia, Sierra Leone, Sudan, Eritrea, and Ethiopia were
included, all of them living in the Netherlands. The in-
terviews were based on four different questionnaires,
however not the FSFI. A question about the first sexual
encounter was asked, and scattered statements about sex-
uality were reported in their article, mainly how views of
FGC and sexuality had changed due to migration and
their living in a new cultural context. Some women also
reported that sex was painful and that they avoided sex-
ual contact. The authors pose as a key message of their
study that “In a number of cases migration to a Western
country may result in chronic psychosocial and sexual
problems” [p. 692].

Villani et al. [47] conducted in-depth interviews in
Switzerland with seven Somali women and one woman from
the Ivory Coast, all with FGC. They reported many problems
associated with sexuality. However, just as quantitative stud-
ies have limitations, qualitative studies have their own. One
such limitation may be about how interviewees are being
coached into describing their sexual experiences in certain
ways. For example, in this study, interviewees were probed
to describe their sexual experience in terms of problems and
suffering: “the women received a list of possible problems
during sexual activities from which they could select multiple
options” [p. 6], and, in a next step, they were encouraged
to see a link between their problems and the fact that they
were cut: “Although the women did not initially make the
connection between infibulation and their health and sex-
uality, when prompted and given examples, the women
related the two” [p. 8].

Connor et al. [4] discuss sexual function in a qualitative
study with 30 Somali women in the USA. They found some
sexual problems, such as pain due to the small opening
following infibulation, but their study also demonstrated
the complexity involved in researching sexual experi-
ences cross-culturally: traditional Somali views of sexu-
ality are embedded in religious and cultural frameworks
that are different from what is seen as “normal” and
putatively scientifically based in western countries [4;
see also 48, 49].

Other qualitative studies focus not so much on sexual func-
tion, but on how FGC relates to traditional notions about sex-
ual morality, and what implications follow from defibulation
or upbringing young girls without FGC in western countries
[11•, 50–52].

Discussion

The Western Understanding of Sexual Function Has
an Impact

In western countries, the dominant view of sexual function
and dysfunction focuses extensively on the genitals [44,
53–57]. Consequently, female sexual dysfunction in women,
as described in DSM-5 [2], is primarily about disorders in-
cluding the “behavior” of genital parts [57]. This model builds
on a western, culture-specific understanding of sexuality and
sexual function [22••, 44, 45, 53, 54, 58]. The bulk of research
questions and survey instruments to investigate into sexuality
after FGC have been developed in a western context, and it is
a moot point how well they capture other culture-specific
ways of framing and experiencing sex [59]. Further, the in-
struments used today to measure “sexual function” in women
with FGC, with their research focus on aspects such as arousal
and lubrication, do not address the issue of how a stigmatizing
discourse may have an actual impact also on physiological
processes.

In much of the western public anti-FGM discourse, and
also in the WHO classification of different types, it is stated
that there can be a “total removal of the clitoris.” This is a
misrepresentation, since at even the most extensive forms of
FGC, the cutting involves the external tip of the clitoris, while
its inner structures remain intact [22••, 37••]. This has been
solidly demonstrated in a study where the clitorises in cut
and uncut women were studied using magnetic resonance
imaging, MRI [37••].

In the wake of this narrow understanding of sexual fulfill-
ment and confusion regarding what can be anatomically re-
moved when FGC is performed, it is not surprising to find
expectations that FGC is detrimental to sexual health.
However, if FGC would be as harmful to all or most cut
women as is often claimed in the public discourse, we would
expect much larger differences between women with and
without FGC regarding sexual dysfunction. In reality, most
studies on sexual function show small differences (albeit sta-
tistically significant) in sexual function between women with
FGC and those without.

As demonstrated by the compiled body of research, FGC
per se may lead to adverse sexual function in some women.
However, there is reason to give attention to the fact that also
anti-FGM campaigning may lead to sexual dysfunction in cut
women, especially in western societies where the discourse is
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pervasive. Schultz and Lien [60] conducted a study among
immigrants with FGC in Norway, investigating sociocultural
factors that may prevent that FGC is experienced as a trauma
when it is performed on a girl child. They highlight that the
context changes after migration: “Converting to a new system
of belief and knowledge will force a shift in attitude, from
seeing oneself as a clean and honorable woman, perhaps with-
out a clitoris and infibulated, to seeing oneself as a mutilated
woman and/or abused child, robbed of her sexuality and in-
jured for life” (p. 216). The “mutilation” discourse results in
feelings of loss of identity, of defective femininity, and of
sexual disfigurement [20, 22••, 23•, 34, 58, 61], which have
a direct negative impact on sexual health. These feelings of
being inadequate as regards femininity among women and
girls with FGC may be reinforced by the fact that research
shows that a growing number of men in concerned immigrant
communities are opponents of FGC [6, 7, 15, 16, 18, 61–63]
and prefer to marry women who have not been cut [6, 7, 63].
This situation may give rise to a double burden for unmarried
women with FGC: they are being categorized as “mutilated”
and sexually deprived by public discourse in their host socie-
ties, while concurrently they may feel rejected as coveted
women among men in their local communities.

Increasing Demand for Reconstructive Clitoral
Surgery

The increasing demand for reconstructive clitoral surgery,
and the motives for wanting the operation, is illustrative of
how discourse may negatively affect cut women’s body
image and sexual self-esteem: in a prospective study in-
cluding almost 3000 women who had gone through recon-
structive clitoral surgery in France, and among whom 861
women attended the 1-year follow-up, 99% stated that their
motive for the surgery had been “identity recovery” and
81% had hoped for an “improved sex life” [64]. In a sys-
tematic review of the evidence of the surgery in cut wom-
en, the authors conclude: “Current advertising campaigns
are generating a considerable demand for clitoral recon-
struction, despite the absence of conclusive evidence re-
garding its benefits or absence of harm” [65, p. 96] and
in the UK guidelines for obstetricians and gynecologists,
they advise against the operation since “current evidence
suggests unacceptable complication rates without conclu-
sive evidence of benefit” [66, p. 4]. Given that FGC in
traditional contexts is considered to enhance femininity,
one can draw the conclusion that the dominant discourse
in anti-FGM campaigning contributes considerably to the
growing demand for reconstructive clitoral surgery [35••].
In a review of outcomes after surgical interventions after
FGC, the authors found differences in motivations for cli-
toral reconstruction: “some indication that specified rea-
sons among women residing in Western countries and

those in African countries are distinctive, with women in
the West more often stating restoration of identity and aes-
thetic improvement as motivations” [67, p. 985]. Yet, it can
be noted that many women who have gone through the
surgery report that they benefitted from it [64, 67, 68].

Implications for Care

A review of the scientific literature shows that the narrow
western definition of sexual dysfunction (as described in
the DSM-5 [2]) is dominant, especially in the medical
field. However, some researchers, including physicians
[e.g., 22••, 35••, 69•], insist that a broader framework of
sexual health be used in the care of women with FGC. It
has also been argued that in western countries, cut women
“undergo a sort of ‘mental/psychological’ infibulation
which could result in iatrogenic sexual dysfunction”
[22••, see also 23• and 34] and that they, perhaps especial-
ly relevant for adolescents, “may acquire a pathological
view of their bodies/sexual function when they live in
western cultures that stigmatize FGC” [35••, p. 28]. As a
result, there is a call for sexual counseling for women with
FGC that takes advantage of a wider arsenal of approaches
in care settings. Elements suggested to be included in
training of health care professionals who meet women
with FGM, beside the medical care such as defibulation,
clitoral repair, or other medical interventions, include the
following: psychosexual counseling that goes beyond sur-
gical intervention [35••, 37••, 65•, 67, 70, 71•, 72], pro-
fessional attitudes that are not based on emotional distress
[69•] but a non-judgmental and open mind [37••, 73], cul-
tural skills in discussing sexuality [63, 74], and multidis-
ciplinary care teams and holistic care [23•, 70, 71•, 72•,
75••]. In addition, it has been suggested that correct
knowledge about anatomy, physiology, and sexuality of
women with FGM is important not only for women with
FGC [35••, 69•, 71•], but also for western health care
providers—for example, correct notions about the size of
the clitoris and other tissue of importance for sexual plea-
sure in women with FGC [35••, 37••, 69•]. In an overview
surveying which health care approaches to women with
FGM are evidence based [76], the authors found gaps
regarding research on various approaches to caring for
cut women’s sexual concerns, and thus, future studies are
needed. Johnson-Agbakwu and Warren [35••] emphasize
the necessity to address all the complex influences on
sexual function in research and care. Abdulcadir et al.
suggest “a comprehensive, evidence-based approach that does
not contribute to stigmatization of women and girls livingwith
FGM is needed to provide optimal care” [65, p. 96]. It is a call
for a holistic and sensitive care for women with FGC, an
approach that does not evoke feelings of loss of femininity
or expectations of sexual dysfunction.

Curr Sex Health Rep (2018) 10:18–24 21



Conclusions

There is evidence that migration leads to revaluation of the
practices involving female genital cutting, resulting in grow-
ing opposition to these practices in concerned migrant groups.
Concurrently, when migrant women from FGC-practicing
countries adapt to a new discourse involving notions about
“mutilation,” they risk impaired sexual health due to a wors-
ened body self-image and lowered sexual self-esteem. The
compiled body of research on FGC and sexual function shows
that most women can have pleasurable sex lives, while some
of them need care for negative consequences of the FGC pro-
cedure. Consequently, the care system needs to be prepared to
deal with women who suffer from medical consequences of
the procedure while also being prepared to encourage women
who mainly feel “incomplete” and “mutilated” due to the
dominant discourse in anti-FGM campaigning. A holistic
and multidisciplinary care would cater for all women
concerned.
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