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Female genital cutting (FGC) is a traditional practice, commonly underpinned by cultural values regarding female sexuality, that involves the cutting of women's external genitalia, often entailing the removal of clitoral tissue and/or closing the vaginal orifice. As control of female sexual libido is a common rationale for FGC, international concern has been raised regarding its potential negative effect on female sexuality. Most studies attempting to measure the impact of FGC on women's sexual function are quantitative and employ predefined questionnaires such as the Female Sexual Function Index (FSFI). However, these have not been validated for cut women, or for all FGC-practicing countries or communities; nor do they capture cut women's perceptions and experiences of their sexuality. We propose that the subjective nature of sexuality calls for a qualitative approach in which cut women's own voices and reflections are investigated. In this paper, we seek to unravel how FGC-affected women themselves reflect upon and perceive the possible connection between FGC and their sexual function and intimate relationships. The study has a qualitative design and is based on 44 individual interviews with 25 women seeking clitoral reconstruction in Sweden. Its findings demonstrate that the women largely perceived the physical aspects of FGC, including the removal of clitoral tissue, to affect women's (including their own) sexual function negatively. They also recognized the psychological aspects of FGC as further challenging their sex lives and intimate relationships. The women desired acknowledgment of the physical consequences of FGC and of their sexual difficulties as “real” and not merely “psychological blocks”.
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Background

Female genital cutting (FGC) is the physical alteration of women's external genitalia, often involving cutting the clitoris and/or labia, or narrowing the vaginal orifice (WHO, 2008). The World Health Organization (WHO) typically divides FGC into four types: Type I involves partial or total removal of the clitoris and/or the prepuce (clitorectomy); Type II entails partial or total removal of the clitoris and the labia minora, with or without excision of the labia majora (excision); Type III involves a narrowing of the vaginal orifice with the creation of a covering seal, with or without excision of the external parts of the clitoris (infibulation); and Type IV refers to all other harmful procedures performed on the female genitalia for non-medical purposes, such as pricking, piercing, incising, and scraping (WHO, 2008). Around 200 million women and girls worldwide have undergone some form of cutting (UNICEF, 2016). The practice is most prevalent in countries and regions in Africa, the Middle East, and Asia, but has become a global phenomenon due to migration (WHO, 2008). Despite years of anti-FGC campaigns aimed at eradicating the practice, the prevalence of FGC has declined only marginally; in fact, in actual numbers it is believed to be increasing due to population growth (UNICEF, 2016). An estimated half a million women and girls with FGC live in Europe (Van Baelen et al., 2016), 38,000 of them in Sweden (The National Board of Health and Welfare, 2015).

The cultural meaning of FGC varies between communities and over time, but a common cultural underpinning is control of women's sexual libido (Berg and Denison, 2013). While infibulation signifies an external “hymen” ensuring virginity prior to marriage, some studies have found the rationale for clitorectomy to be based on a perception of the clitoris as the site of women's sexual drive, which thus has to be cut to ensure their sexual morality (Johansen, 2016). This rationale has raised concern regarding the potential negative effects of FGC, particularly clitorectomy, on female sexuality. While negative health consequences after FGC—including obstetric, psychological and sexual problems—are widely reported (Berg et al., 2010, 2014; Berg and Denison, 2012; Villani, 2022), studies investigating the effects of FGC on sexual function have inconsistent or contradictory findings. This is largely due to difficulties involved in measuring sexuality in finding an appropriate comparison group as well as the complex interplay between physical, psychological and sociocultural aspects of sexuality (Esho, 2012; Johnson-Agbakwu and Warren, 2017). Thus, some studies find increased risk of impaired sexual function among women who have undergone FGC (Esho et al., 2017; Rouzi et al., 2017; Buggio et al., 2019; Pérez-López et al., 2020; Nzinga et al., 2021) while others do not (Obermeyer, 2005; Catania et al., 2007; Abdulcadir, 2016). Many of these studies, however, do not distinguish between the different types of FGC or variations in the anatomical extent of the cutting.

Impaired sexual function is characterized by difficulty moving through the stages of sexual desire, arousal, and orgasm, but also involves the subjective experience of sexual satisfaction (Rosen et al., 2000). Many of the existing studies investigating the effects of FGC on sexual function have used predefined questionnaires such as the Female Sexual Function Index (FSFI) (Catania et al., 2007; Ismail et al., 2017; Rouzi et al., 2017; Pérez-López et al., 2020; Nzinga et al., 2021). The FSFI is a well-used tool for measuring desire, subjective arousal, lubrication, orgasm, and pain (Rosen et al., 2000), but is not adapted to or validated for use among women with FGC or for many of the various cultural settings women with FGC belong to. Further, the instrument has been critiqued for failing to explore the socio-cultural factors involved in women's experiences of sexual function. Johnsdotter (2020, p. 13) writes about FSFI that it is “is a blunt instrument for capturing sexual experiences—and it completely overlooks social and cultural factors that affect how we experience such elusive bodily sensations as sexual desire, satisfaction and pain”. Thus, the FSFI is likely to be insufficient in investigating women's subjective perceptions and experiences of a potential connection between FGC and sexual function.

Villani (2022) notes that questions of pleasure and desire are largely embedded in social expectations and norms, which should be considered when studying the sexual consequences of FGC. It has been argued that cut women's encounter with Western values—which tend to assign higher significance to women's sexual rights to desire and pleasure, and to the importance of the clitoris in securing these things –affects their perceptions of their own sexuality and its relation to FGC (Johnsdotter, 2013; Ziyada et al., 2020; O'Neill et al., 2021). A more thorough understanding of the complexity behind cut women's understanding and meaning-making of the potential connection between FGC and sexual experiences, including the socio-cultural-symbolic nexus (Esho, 2012), could inform care providers, sex counselors, policy-makers, and others aiming to provide healthcare for this group of women. To contribute to this research gap, we aim to explore whether and how cut women residing in Sweden perceive that FGC has affected their sexual function and intimate relationships.



Methods


Design, recruitment, and data collection

The study has a qualitative design, which is useful when endeavoring to explore a complex and underresearched phenomenon (Kvale and Brinkmann, 2009) such as cut women's perceptions and experiences of sexual matters. The inclusion criterion was having undergone FGC. All the women were recruited at the Karolinska University Hospital in Sweden upon requesting clitoral reconstructive surgery, which is aimed at improving the anatomy and function of the clitoris (Foldès et al., 2012). The findings of this article thus derive from a larger data set exploring motives and expectations for, and experiences of, clitoral reconstructive surgery. The women were asked by the surgeon or a psychosexual counselor to consent to being contacted for the study. If interested, they were contacted by the first author and given an information letter stating the study's aim and purpose. Of the 27 women who replied to the first author's contact, 25 agreed to participate in the study. Twenty-two of these women ultimately underwent clitoral reconstruction, while three of them decided not to go through with it.

Semi-structured interviews were used to collect the data. The interviews were conducted during the period 2016–2019, and lasted 23–80 min. They were carried out in the participant's home, in a private room on the hospital premises, or at a library or a cafe, depending on practicalities and the woman's preferences. Eighteen of the participants were interviewed twice: first upon requesting surgery and then about 1 year post-surgery. The three women who declined surgery were interviewed for the second time after having made this decision. In total, 44 interviews were conducted.

The interviews started with the interviewer obtaining informed consent and informing the woman about measures for ensuring confidentiality, that participation was voluntary, and of her right to withdraw from the study at any point without explanation as well as to decline to answer any questions if she felt uncomfortable. The first interviews (upon requesting clitoral reconstructive surgery) focused mainly on the motives for requesting and expectations for the surgery. However, these interviews also explored the women's memories and perceptions of their FGC, and their genital, mental, and sexual concerns, particularly related to pain, sexual function, body (genital) image, identity, and relational factors. The second interview focused mainly on the after-effects of the surgery, particularly related to pain, sexual function, body (genital) image, identity, and relational factors; or, if they declined surgery, their reasons for changing their mind. The findings around these questions are reported elsewhere (see author and author); thus, the present paper relies solely on data related to the women's perceptions and experiences of the potential effects of FGC on sexual function, including their own. Three of the interviews were conducted in English, two in Somali using an interpreter (physically present or by telephone), and the remaining 39 in Swedish. Thirty-eight interviews were conducted face-to-face and six over the telephone. Forty interviews were audio-recorded and later transcribed, while in the remaining four the interviewer took notes due to technical problems or the woman not feeling comfortable being recorded. Here, more detailed transcripts were written down immediately after the interviews with help of the notes. The study was approved by the Regional Ethical Review Board in Stockholm (2015/1188-31). Descriptions of personal characteristics are kept to a minimum, and pseudonyms are used for all participants to protect the women's confidentiality.



Reflection of the position as an interviewer

The qualitative research interview is a co-creation between interviewer and interviewee (Peeck, 2016). Asking cut women about FGC and sexual difficulties may be uncomfortable for both parties, but particularly for the interviewee. A first step for minimizing such discomfort was to emphasize the voluntariness of the study; if a woman did not respond to the first contact attempted by the researcher, this was interpreted as a wish to refrain from participating. If the woman agreed to be interviewed, however, the interviewer paid significant attention to establishing rapport and to making the interview situation as comfortable as possible. This involved emphasizing the conversational character of the interview. Also, the interviewer sought to maintain an empathetic, non-judgmental attitude, which involved being sensitive to signs of discomfort when discussing sexual matters. While encouraging the women to freely express their opinions, feelings, and experiences, efforts were made not to push them to talk. Consequently, the interviewed women's accounts of sexual matters varied; while all of them were asked how they viewed the connection between FGC and sexual function, some avoided the topic or spoke about it in very general terms, while others talked more openly and included personal experiences. Further, the researcher's position as a white, uncut woman may have intimidated some of the women as they positioned the researcher as belonging to a group of women with “intact” genitals and thus distinguished from themselves. This was sometimes indicated, for example by a woman referring to the interviewer as being among “those of you who have clitorises”. To balance out a potential sense of difference between interviewer and interviewee (Liamputtong, 2010), the interviewer endeavored to avoid supporting the narratives of “FGC damages sexual function” and “uncut women have problem-free sex lives”. Instead, the interviewer attempted to interrogate these matters openly and non-judgmentally, sometimes also clarifying that sexual problems existed among uncut women as well. While some women visibly found it difficult to talk about certain sexual matters, which they expressed through bodily manifestations such as embarrassed laughter, looking down, or refraining from answering certain questions, others conveyed a sense of relief at being able to discuss such matters with a non-judgmental listener.



Data analysis

Thematic analysis was used to analyze the data (Braun and Clarke, 2006). First, all interview transcripts were read thoroughly several times, looking for content related to the study objectives, which was highlighted and extracted. Subsequently, these excerpts were coded and organized into themes summarizing the essence of the data. The themes were worked and reworked until they provided a sound and clear demonstration of the interview content reflecting the study objectives. Thus, the process was a dynamic and non-linear movement involving reading and re-reading the whole data set, excerpts, codes, and themes, until a sense of having captured the core meaning of the data had been reached (Braun and Clarke, 2006).



Characteristics of participants

All the participants were first-generation immigrants in Sweden. They had migrated from Eritrea (n = 4), the Gambia (n = 2), Iraq (n = 2), Senegal (n = 1), Sierra Leone (n = 2), and Somalia (n = 14) either along with their families, through family reunification, or as sole migrants, many in childhood or early adulthood. Nineteen of them had lived in Sweden for 10 years or longer. The participants were aged 19-56 years at the first interview, with the majority in their 20s (n = 6) or 30s (n = 14). Many (n = 15) of them worked in the healthcare sector, primarily as nurses or nurse assistants. Others worked as engineers, personal assistants, or cleaners, or were studying. Seven of the women were married, three were divorced, and 15 were unmarried. Several of the divorced and unmarried women had a boyfriend. All women identified as heterosexual, and only three of them said they had never had sex. Eleven of them had children, and one had grandchildren.

Sixteen women reported having undergone FGC Type III, seven Type II, and two Type I. The majority with Type III (infibulation) had been defibulated prior to seeking clitoral reconstructive surgery, when they had given birth or on other occasions. The women had been cut at different ages: from infancy up to 9–10 years of age. While those who had been cut at a very young age could not remember the incident, others remembered their cutting as traumatic. Some had been given anesthesia and did not remember the actual cutting as traumatic but more so the healing process, which they recalled as having been painful.




Findings

Almost all the interviewed women perceived that FGC has a negative effect on sexual function. They discussed learning that the purpose of FGC is to reduce women's sexual desire and enjoyment, and reading literature on the importance of the clitoris for women's sexual pleasure and orgasm. This made sense to them, as they themselves experienced FGC as having negatively affected their sexual experiences. While the women mainly believed that their impaired ability to enjoy sex had been caused by the physical alteration to their genitalia, particularly infibulation and the removal of genital tissue, they also regarded the psychological aspects of FGC to have caused difficulties in their sex lives and intimate relationships.


Coming to understand the connection between FGC and sexuality

Many of the interviewed women said that in their adolescence or early adulthood they had come to understand that FGC was carried out to control women's sexuality. Some said that they had come to this understanding in the context of origin, others after coming to Sweden. Behar, a 46-year-old woman from Iraq, said she had come to realize this when growing up: When I grew up, I understood that it [FGC] was to reduce women's sexuality. The women reasoned that the main purpose of FGC was to diminish the woman's sexual libido in order to make her less promiscuous. Lola, a 32-year-old woman from Eritrea, said: I guess it [FGC] is a way to hinder the woman from feeling pleasure when she's with a man; it must be due to that. Or that she should stay with one man, I don't know. But in some way, one wants to deprive the woman of her capacity to feel sexual pleasure, for her not to become sexually excessive.

Some of the interviewed women had read books by female authors known for writing about their own experiences of FGC, such as Nawal el Saadawi and Waris Dirie. While the women largely perceived such literature as educative, they also recounted that it made them anticipate problems in their own sex lives.

As the women had migrated to Sweden or other Western contexts with liberal sexual rights, often in their childhood or early adulthood, many recounted how this exposure to Western culture had formed their understanding of FGC as “wrong” and “harmful” and as negatively affecting their capacity to enjoy sex. Amina, a 46-year-old woman from Somalia, said: Because when I was young, you know, I knew nothing about sex, but then once you grow up and you read about sex in Cosmopolitan magazines (laughs a little) and you realize there's more to it than what you, than what you feel or experience…

Being around female friends who openly discussed sexual pleasure and women's rights made the women reflect on their own sexuality. Sara, a 32-year-old woman from Somalia who had come to Sweden as a child, said: We grew up in the 90s and there were so many girls' bands, and then it was a lot about owning your sexuality, eh, to feel pleasure during sex, and it was important not to be doing something you didn't enjoy… In contrast to Sweden, where women were expected to enjoy sex for their own sake, many women described how sex in their own cultural background or upbringing was endorsed only within marriage and as a means to produce children. The interviewed women had come to distance themselves from such an ideal, which they considered old-fashioned and misogynistic. Instead, they had come to value women's right to sexual pleasure as an essential human right, which they saw as natural once they had been exposed to feminist and liberal thinking. Sara continued: I also think this is natural, something that naturally comes when one enters, when one is exposed to more liberal thoughts… I think there's no woman who stands for women's rights who doesn't think she should also have that right [to sexual pleasure]. For me it's more of a feminist idea existing all over the world, even if the pressure comes, yes, it becomes more real because I live here [in Sweden].

Living in Sweden, many of the interviewed women compared themselves to non-cut women, who they considered to have a “normal” or “intact” sexuality. While not necessarily believing that uncut women could not experience sexual problems, they talked about these women's sexual function as contrasting with their own. Uncut women were perceived as having a natural ability to feel sexual desire and pleasure and to reach orgasm. Ruquia, a 37-year-old woman from Somalia, said:

Ruquia: Well, that women have this need [for sex], I think this need, it's like when you're hungry, you need food. And when you have sexual desire, then you need someone. That's what I think.

Interviewer: But this isn't something you feel that you have?

Ruquia: No. But I don't think it's strange that others have it. I think it's normal.



Complex causes of FGC on the body, mind, and sexuality

When asked what they thought lay behind the potential connection between FGC and women's impaired sexual function, the women mainly related it to the physical alteration of the genitals caused by the cutting. Infibulation was said to make penetrative sex directly painful, and most of the interviewed women who had initially undergone infibulation described sex when infibulated as “horrible”, especially in the beginning. Ruquia said: In the beginning it [sex] hurt a lot. After a while it became what it was, but it's nothing I enjoy or long for. Even if sexual intercourse had become more manageable with time or after (partial) defibulation, many women described experiencing continued pain and discomfort during sexual intercourse. Aisha, a 56-year-old woman from Somalia, talked about difficulty having penetrative sex due to scars and an inelasticity of her genital tissue, even though she had been defibulated: It's easy to get tears. If you have penetrative sex, you might have to stay away the whole week afterward so that it can heal. Some said that even if they could initially experience sexual desire and excitement, this would turn into anxiety when they got closer to the actual sex as they anticipated that it would be painful.

While infibulation was said to make penetrative sex painful, the women also believed that the removal of clitoral tissue reduced women's capacity to feel sexual pleasure. Lola, a 32-year-old woman from Eritrea, referred to the scientific body of literature highlighting the importance of the clitoris for achieving orgasm when reasoning around cut women's sexual dysfunction: …There are studies saying that most women have an orgasm after stimulating the clitoris. (…) If most women experience sexual enjoyment and have their orgasm through stimulus of the clitoris, how is it for the woman who doesn't have a clitoris; what should she be stimulated from? Or get this sexual pleasure?

Some said they had realized the importance of the clitoris when they became sexually active. Fatou, a 30-year-old woman from the Gambia, discussed coming to this realization when she began having sex and experienced little pleasure: Before I didn't know, because I don't know how, how it's so important for you to have your clitoris, I didn't know it before, because I was like, you know in my country they don't talk about sex in public (…) So I didn't know the importance of clitoris, until I started having sex…

Several women reported limited genital or clitoral sensation and associated this with being cut. Ami, a 37-year-old woman from the Gambia, recounted the sensation of touching her genitals: It feels like touching my elbows. Others said they had “some sensation” in the clitoral area and had learned to achieve orgasm through masturbation by “pressing a little bit harder”. While most women complained about reduced clitoral sensation, two women recounted the opposite problem, describing an oversensitivity in the clitoral area. This was said to cause pain and discomfort when walking, touching oneself, or during sex. Zara, a 31-year-old woman from Iraq, said: I had read that [cut] women are deprived of all the sensation, but I had sensation, even so much that it hurt when I touched myself.

Thus, the women both assumed and experienced pain and an absence of genital sensitivity, which they connected to the physical alteration caused by FGC, which most of them regarded as the main cause of cut women's sexual problems. Yet, they also acknowledged psychological aspects related to having “damaged” genitals, which created shame and negatively affected their self-confidence. The combination of feeling unable to enjoy sex, having an inability to relax, and experiencing negative anticipation was demonstrated in the conversation with Ami:

Interviewer: How do you think that what happened to you, the FGC, affects your sexuality?

Ami: It affects everything.

Interviewer: You think so?

Ami: It does; I don't “think”—it does.

Interviewer: Because you feel that it does? (Ami: mmhmm [signifying agreement]) You feel it physically? (Ami: Mmhmm) Do you think everybody who's gone through it (FGC), that no one experiences sexual enjoyment, that it doesn't work, or…?

Ami: For me it doesn't work.

Interviewer: It doesn't? Can you, I don't know if it's possible, but can you say something about what happens, why it doesn't work? Is it something physical, or is it something…?

Ami: I'm afraid, so like I'm afraid, they can't be down there, I can't relax, and then I don't believe that… It doesn't work.

For Ami, the physical became psychological, and these two aspects in combination negatively affected her ability to enjoy sex. While few women fully dismissed the physical aspect of FGC as causing women's sexual problems, Leila, a 32-year-old woman from Somalia, was one who did. She had requested surgery mainly to restore her genitals aesthetically, not because she felt unable to enjoy sex, and rejected the assumption that FGC removed women's capacity to enjoy sex. Instead, she replied It's all in your head when asked about what she thought about cut women's complaints over sexual difficulties.

Others disagreed with such statements, and voiced frustration at what they considered a tendency to reduce cut women's sexual problems to “psychological blocks”. Lola said: It's easy to say it's a psychological block, like “you don't have your clitoris and now you're psychologically blocked by that”. Of course, but it's still related to the physical; I really want to emphasize that. It's related to the physical: You don't feel it, you get no stimulus there. (…) And you think about it and the physical becomes psychological. And that, of course, becomes a block.

While all the women had initially requested clitoral reconstruction surgery, some had come to reconsider their initial assumption that cut women's sexual problems were merely related to physical aspects. Sara had changed her mind after taking part in the sexual counseling offered in connection with the clitoral reconstruction, and had come to question her previous assumption that her sexual problems were related to the physical aspects of FGC. She said: Starting to talk about it, accepting yourself, can make you feel less shame. Having difficulty having an orgasm may not only have to do with that [the physical consequences of FGC].



FGC and its negative affect on intimate relationships

The interviewed women believed that difficulties experiencing sexual pleasure caused struggles in their intimate relationships. While some said they had largely stayed away from men, mainly due to shame or a fear of engaging in sexual relations, others said they endured sex for the sake of their partner. The women perceived their inability to enjoy sex as creating feelings of sadness, shame, and distrust. In turn, they felt these feelings negatively affected their ability to relax during sex with their intimate partner. Some said that their lack of interest in sex might push their partner to be unfaithful, which created a fear of abandonment and rejection. Amina, a 46-year-old married woman from Somalia, said:

Interviewer: How would you… evaluate that relationship with him [your husband]?

Amina: Ehm… I think it's, I think we could look at it two ways, because we have children, we, the relationship is strong because of that. But I think if it were only based on sexuality [laughs a little], I think he would've left me a long time ago because he's, I feel he hasn't, I've denied him. Because I.. Yeah. I don't, ehm, it's, I'm not always easily.. sexually… [silence]

Interviewer: Yeah, I understand. Has he complained about that?

Amina: He has complained, he has and, you know, it's also interfered a little with our relationship because he's then had to look elsewhere. It hasn't been easy…

Even if the women did engage in sex with their partner, they believed that the partner was able to tell that they did not enjoy the sex, which again made them feel guilty as they believed that this made the men enjoy it less. Ami said: I feel ashamed. And then I feel bad, I feel sorry for the guy because, I, it's this also, that both have to enjoy it for it to be good, and yes…

Swedish men were thought to be more liberal than men from cultures where FGC is performed, and thus likely to engage in sexual practices other than vaginal sex, such as oral sex. Fear of being exposed as cut and of being unable to enjoy oral sex made some women avoid dating Swedish men. Lola said: Swedes are a bit more liberal and much more about oral sex and stuff like that, which is my absolute fear. If you're doing oral sex it's to stimulate the clitoris and I don't have that. I don't know if I consciously or unconsciously avoid them [Swedish men]…

The women also believed that men with cultural backgrounds similar to their own would prefer non-cut women. Some recounted having been asked about their FGC status by new partners, with the underlying message that the man would end the relationship if FGC was confirmed. Yet, the men's disapproval of FGC was mostly related to infibulation; some of the women who had been defibulated and undergone clitoral reconstruction said they had told their new partner that they had “only been cut a little” (i.e., undergone less extensive forms of FGC), which seemed to be more accepted. However, while some women talked about being rejected based on their FGC, others talked about supporting, loving, and caring partners who expressed concern and empathy for their girlfriend or wife, including a wish for her to enjoy sex.




Discussion

Almost all the interviewed women regarded the physical aspects of infibulation and clitorectomy as having harmed their sexual function, although they also acknowledged that psychological aspects of FGC affected their ability to enjoy sex. Sexual difficulties were perceived to cause struggles in their intimate relationships.


Clitorectomy and its damage to sexual function

The women highlighted the physical aspects of clitorectomy as causing problems with sexual desire and sensation. This may not be surprising, as there is a growing body of literature supporting the importance of the clitoris for women's sexual function and orgasm (Levin, 2020; Limoncin et al., 2020; Mahar et al., 2020). Even in contexts where FGC is common, such as Somalia, the clitoris is commonly perceived as the physical site for women's sexual desire and pleasure, which is why it is seen as being in need of removal (Talle, 2007). At the same time, Somali women and men generally perceive types of FGC that remove all or parts of the external clitoris, commonly referred to as Sunna circumcision, as having few negative consequences for women's health and sexuality, at least compared to infibulation (Johansen, 2022). A disregard of the possible harm of clitorectomy on sexual function has also been demonstrated among researchers and healthcare workers (Dellenborg, 2004; Ahmadu, 2007; Ahmadu and Shweder, 2009; Jordal et al., 2020). Swedish gynecologists refuting the negative effect of the clitorectomy on women's sexual function (Jordal et al., 2020) highlight the internal structures of the clitoris, and thus perceive it impossible to “cut” the clitoris in any substantial way, as most of the clitoral organ will remain under the surface and be accessible to stimulation through the vagina (O'Connell et al., 1998). Healthcare providers and FGC scholars instead warn that an overemphasis of the physical consequences of FGC may become a self-fulfilling prophecy, causing women to anticipate their sexual function as “damaged” (Johnsdotter, 2018; Jordal and Griffin, 2018; Jordal et al., 2020; O'Neill et al., 2021). In contrast, cut women living in societies where FGC is highly regarded may perceive their sexual function positively, as suggested by Esho (2012) who studied FGC and sexual function among the Maasai people in Kenya. However, the women in our study opposed the construction of cut women's sexual problems as merely “psychological blocks”. Einstein (2008) discusses the possible biological effects of FGC on the brain and nervous system. She suggests that clitorectomy may involve a neurological rewiring in some women, which may explain why accounts of sexual function after FGC vary. Individual factors, as well as the extensive nature of the cutting (the clitoris glans, hood, bulb, etc.) and the fact that clitoral erectile tissue extends internally to a considerable degree, suggest that some cut women achieve orgasm through vaginal stimulation. On the other hand, as cutting the clitoris glans is likely to affect sensation both directly (by removing highly sensitive tissue) and indirectly (by cutting nerves connected to the inner portions of the clitoris and further altering sensation), other women may experience that their ability to feel sexual sensation and orgasm are reduced (Einstein, 2008). While it is difficult to distinguish between the physical and psychological factors involved with cut women's experiences of sex, future studies should aim to distinguish between various sexual practices as well as types and anatomical extents of FGC, and reconsider the possible biological consequences of clitorectomy.



Sexual difficulties cause struggles in intimate relationships

The women in this study grieved their limited or excessive genital sensation, which they perceived as harming their ability to enjoy sexual activities and as causing struggles in their intimate relationships, which were all described as heterosexual. Some perceived an expectation to participate in penetrative sex to fulfill the man's needs and expectations in an intimate relationship, even if they themselves experienced a lack of desire or even discomfort and pain. Yet, an inability to enjoy sex was perceived to limit their partner's pleasure, which created shame and guilt. As the coital imperative is dominant within the heterosexual sexual script, with its implicit focus on child production (Levin, 2020; Limoncin and Nimbi, 2020; Mahar et al., 2020), penetrative sex is also often the focus in studies on the effects of FGC on sexual function (Obermeyer, 2005; Nour, 2006; Catania et al., 2007; Krause et al., 2011; Rouzi et al., 2017; Villani, 2022). However, due to criticism of the coital imperative, which has been shown to create an orgasm gap in heterosexual couples (Mahar et al., 2020; Andrejek et al., 2022), a new sexual script with increased focus on pleasure for both parties is likely to be on the rise. This is also illustrated in the narratives of the women in the present study on their perception of Swedish men being “more about oral sex”. Thus, expectations that they should enjoy sexual practices focusing on enhancing female pleasure, such as oral sex, seemed to pose additional stress for the interviewed women; not only because they felt they were “missing out” on desirable sexual experiences, but also due to a fear of failing to live up to gendered expectations of sexual enjoyment. Men from backgrounds similar to the women's own were also thought to value the woman's ability to enjoy sex, although they did not talk about them as being particularly concerned with oral sex. This could indicate a shift in perspective regarding women's sexuality even within cutting communities, which could be a driving force toward the eradication of FGC. However, the apparent contradiction between norms promoting Sunna circumcision to at least to some degree reduce women's sexual libido (Johansen, 2022) and men's desire for women to enjoy sex needs to be explored further. Nevertheless, a fear of failing to live up to expectations that they should enjoy sex made some women avoid intimate relationships, particularly with Swedish men. These findings suggest that cut women perceive themselves not to be “real women” in terms of contemporary ideals regarding female sexuality and gendered expectations and norms. Thus, new sexual scripts highlighting women's sexual pleasure may not be liberating for cut women, but may instead cause them to remain in the penetrative sexual script, as their FGC is less pronounced or noticed in such practices. Thus, we agree with Villani (2022) that future studies on FGC and sexual function need to include a broader spectrum of sexual practices than the heterosexual vaginal intercourse and the significance attributed to these practices.



The importance of institutional recognition

While the interviewed women did not want to be recognized as “cut” by their partners and peers, they did want recognition by healthcare institutions and had all sought to undergo clitoral reconstruction. Gender scholar Ovesen (2020), who investigated help-seeking among lesbian victims of intimate partner violence (IPV), writes about the importance of institutional recognition. She suggests that there is an existing inequality in who receives institutional recognition (for example as a “victim of IPV”) and thus in who is considered worthy of protection and care and who is not. This renders some individuals' bodily needs unrecognized and unsupported, and thus more bioprecarious, than others' (Griffin and Leibetseder, 2020; Ovesen, 2020). Recognition, Ovesen argues, is not only about who is counted as a victim; it also concerns individuals' sense of belonging within a certain context. In the present study, institutional recognition could be translated into the offering of clitoral reconstruction. Clitoral reconstruction, while growing in popularity, is still not available in most countries (Jordal and Griffin, 2018; Villani, 2022). While there are currently no recommendations supporting clitoral reconstructive surgery from mainstream medical bodies such as the WHO and the RCOG in the UK (Royal College of Obstetricians and Gynaecologists, 2015; WHO, 2016; Villani, 2022), which could be related to a fear of exposing cut women to unnecessary surgical risks and pain (Bah et al., 2021), many women who have undergone clitoral reconstruction claim it has helped them gain a newfound ability to enjoy sex (including oral sex) or to now no longer feel “cut” and thus less ashamed and distressed in intimate relationships (author).

Sexuality is embedded in power relations, many of which are gendered (Villani, 2022). The interviewed women's request for clitoral reconstruction could be seen as a desire to transgress the boundaries of the coital imperative, which is increasingly portrayed as insufficient for achieving the full possibility to experience sexual pleasure. It can also be seen as a desire to balance out existing power differences whereby cut women are regarded as inferior, in being judged not only as “cut” in a context in which FGC is considered “barbaric and backwards” (Pred, 2000; Pedwell, 2010) but also as incapable of the full possible experience of sexual enjoyment (Jordal et al., 2018; Villani, 2018). In a Norwegian study, the authors demonstrated that women with more liberal attitudes regarding gender and sexual equality were also more positive to seeking out FGC-related healthcare (Ziyada et al., 2020). This could indicate that cut women seeking help for sexually related problems in Sweden are also those who have taken up the host country's ideals of gender equality and sexual rights, an indication of societal and ideological integration. At the same time, choosing reconstructive clitoral surgery to integrate in the host society may involve new concerns for the women involved.



Methodological considerations

All the interviewed women in this study had sought to undergo clitoral reconstruction. Many women requesting this surgery in Sweden hope to, at least partly, improve their sexual function (author). Thus, the choice of recruitment may cause selection bias as this group of women may attribute greater importance to the clitorectomy for their self-experienced sexual problems than women who do not seek clitoral reconstruction. Thus, more research investigating perceptions and experiences of FGC and sexual function among cut women who do not seek out clitoral reconstruction is needed. At the same time, one cannot assume that women who do not request surgery have different perceptions and experiences. As suggested by Ziyada et al. (2020), variations in healthcare seeking are not necessarily due to differences in experiences; instead, they may reflect differences in the perceived need to improve their sexual function or willingness to break with social norms. That many of the interviewed women worked in healthcare (as nurses, nurse assistants, or midwives) might also indicate that the interviewed women were aware of available healthcare interventions to a higher degree than those not working in this field.

Disentangling the physical and psychological aspects of the connection between FGC and sexual function is difficult, if not impossible. Therefore, this was not the objective of the present study; rather, we wanted to explore the multifaceted ways in which women reason around the potential connection between FGC and sexual function. While the women were asked about why they had requested clitoral reconstruction, the connection they perceived between FGC and sexual function was not a major theme during the interviews. Rather, the interviews' primary purpose was to understand the women's motives and expectations for the surgery and their experiences of its after-effects. One could therefore assume that more profound answers would have emerged if the interviews had been dedicated to exploring interlinkages between FGC and sexual experiences. Nevertheless, our choice to let the women recount sexual aspects when examining their motives for surgery, as well as its after-effects, resulted in a wide diversity of reflections on the matter. We chose this approach to avoid causing the study participants any discomfort, even though it may have prevented us from uncovering detailed information, particularly on self-experienced sexual problems. Yet, the fact that the interviewer did not push the women to talk in detail about their sexual experiences also means that the accounts of sexual difficulties were largely self-derived. We believe that this was a sound compromise, not only because the data still contains valuable accounts on both general matters and personal experiences, but more so because we find that the woman's well-being and integrity in the interview situation are more important than pushing her to speak about difficult matters. Also, that the women were not pushed likely means that the issues that came up were something they had reflected on beforehand and were not merely a reality created in interaction with the interviewer.




Conclusion

The women interviewed for this study understood clitorectomy as having damaged their sexual function, which they felt had negatively affected their intimate relationships. While not rejecting the notion that psychological aspects of FGC were also reducing their ability to enjoy sex, they wanted the physical consequences of FGC on their sexual function to be recognized as “real” and not be dismissed or explained away as “psychological blocks”. Future studies on FGC and sexual function need to consider the complexity of the psychological, physiological, and socio-cultural-symbolic aspects of FGC and include a broader spectrum of sexual practices than heterosexual intercourse and the significance attributed to them.



Data availability statement

The datasets presented in this article are not readily available because the data is considered of sensitive nature. Requests to access the datasets should be directed to MJ, malin.jordal@hig.se.



Ethics statement

The studies involving human participants were reviewed and approved by Regional Ethical Review Board in Stockholm. Written informed consent for participation was not required for this study in accordance with the national legislation and the institutional requirements. The patients/participants provided their oral informed consent to participate in this study.



Author contributions

All authors listed have made a substantial, direct, and intellectual contribution to the work and approved it for publication.



Funding

The University of Gävle covered the costs for open access and English proof reading of the manuscript.



Acknowledgments

We wish to thank all the interviewed women who contributed with their valuable perspectives.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

 Abdulcadir, J., Botsikas, D., Bolmont, M., Bilancioni, A., Djema, D. A., Bianchi, D., et al. (2016). Sexual Anatomy and Function in Women With and Without Genital Mutilation: A Cross-Sectional Study. J. Sex. Med., 13, 226–237. doi: 10.1016/j.jsxm.2015.12.023

 Ahmadu, F. (2007). 12. “Ain't I a woman too?”, in Challenging Myths of Sexual Dysfunction in Circumcised Women, eds Y. K. Hernlund, and B. K. Shell-Duncan (New York, NY: Rutgers University Press), 278–310


 Ahmadu, F. S., and Shweder, R. A. (2009). Disputing the myth of the sexual dysfunction of circumcised women. Anthropol. Today 25, 14–17. doi: 10.1111/j.1467-8322.2009.00699.x


 Andrejek, N., Fetner, T., and Heath, M. (2022). Climax as work: Heteronormativity, gender labor, and the gender gap in orgasms. Gender Soc. 36, 189–213 doi: 10.1177/08912432211073062

 Bah, M., Abdulcadir, J., Tataru, C., Caillet, M., Hatem-Gantzer, G., and Maraux, B. (2021). Postoperative pain after clitoral reconstruction in women with female genital mutilation: An evaluation of practices. J. Gynecol. Obstetrics Human Reprod. 50, 102230. doi: 10.1016/j.jogoh.2021.102230

 Berg, R. C., and Denison, E. (2012). Does female genital mutilation/cutting (FGM/C) affect women's sexual functioning? A systematic review of the sexual consequences of FGM/C. Sex. Res. Soc. Pol. 9, 41–56. doi: 10.1007/s13178-011-0048-z


 Berg, R. C., and Denison, E. (2013). A tradition in transition: factors perpetuating and hindering the continuance of female genital mutilation/cutting (FGM/C) summarized in a systematic review. Health Care Women Int. 34, 837–859. doi: 10.1080/07399332.2012.721417

 Berg, R. C., Underland, V., and Fretheim, A. (2010). Psychological, social and Sex. consequences of female genital mutilation/cutting (FGM/C): A systematic review of quantitative studies, Report from Kunnskapssenteret nr 13–2010. Oslo: Nasjonalt kunnskapssenter for helsetjenesten.

 Berg, R. C., Underland, V., Odgaard-Jensen, J., Freithem, A., and Vist, G. E. (2014). Effects of female genital cutting on physical health outcomes: A systematic review and meta-analysis. BMJ Open 4, 1–12. doi: 10.1136/bmjopen-2014-006316

 Braun, V., and Clarke, V. (2006). Using thematic analysis in psychology. Qual. Res. Psychol. 3, 77–101. doi: 10.1191/1478088706qp063oa

 Buggio, L., Facchin, F., Chiappa, L., Barabara, G., Brambilla, M., and Vercellini, P. (2019). Psychosexual consequences of female genital mutilation and the impact of reconstructive surgery: A narrative review. Health Equity 3, 36–46. doi: 10.1089/heq.2018.0036

 Catania, L., Abdulcadir, O., Puppo, V., Verde, J. B., Absulcadir, J., and Abdulcadir, D. (2007). Pleasure and orgasm in women with female genital mutilation/cutting (FGM/ C). J. Sex. Med., 4, 1666–1678. doi: 10.1111/j.1743-6109.2007.00620.x

 Dellenborg, L. (2004). “A reflection on the cultural meansings of circumcision. Experiences from fieldwork in Casamance, Southern Senelgal,” inRe-Thinking Sexualities in Africa, ed S. Arnfred (Uppsala: Nordic Africa Institute), 79–94.

 Einstein, G. (2008). From body to brain: considering the neurobiological effects of female genital cutting. Perspect. Biol. Med. 51, 84–97. doi: 10.1353/pbm.2008.0012

 Esho, T. (2012). “An exploration of the psycho-sexual experiences of women who have undergone female genital cutting: a case of the Maasai in Kenya,” in Facts, Views and Vision in ObGyn (San Clemente, CA: Universa Press), 121–132. Available at: https://search.ebscohost.com/login.aspx?direct=trueandAuthType=shibanddb=edsairandAN=edsair.pmid604a1a658b144bb8e07027d9b5ad1b92andlang=svandsite=eds-liveandcustid=s3912055

 Esho, T., Kimani, S., Nyamongo, I., Kimani, V., Muniu, S., Kigondu, C., et al. (2017). The “heat” goes away: Sexual disorders of married women with female genital mutilation/cutting in Kenya. Reprod. Health 14, 1–9. doi: 10.1186/s12978-017-0433-z

 Foldès, P., Cuzin, B., and Andro, A. (2012). Reconstructive surgery after female genital mutilation: a prospective cohort study. Lancet 380, 134–141. doi: 10.1016/S0140-6736(12)60400-0

 Griffin, G., and Leibetseder, D. (2020). Bodily Interventions and Intimate Labour: Understanding Bioprecarity. Manchester: Manchester University Press

 Ismail, S. A., Abbas, A. M., Habib, D., Morsy, H., Saleh, M. A., and Bahloul, M. (2017). Effect of female genital mutilation/cutting; types I and II on sexual function: case- controlled study. Reprod. Health, 14, 1–6. doi: 10.1186/s12978-017-0371-9

 Johansen, R. E. B. (2016). Undoing female genital cutting: Perceptions and experiences of infibulation, defibulation and virginity among Somali and Sudanese migrants in Norway. Cult. Health Sex. 19, 1–15. doi: 10.1080/13691058.2016.1239838

 Johansen, R. E. B. (2022). Discourses of change: the shift from infibulation to sunna circumcision among Somali and Sudanese migrants in Norway. PLoS ONE 17, 1–19. doi: 10.1371/journal.pone.0268322

 Johnsdotter, S. (2013). Discourses on sexual pleasure after genital modifications. The fallacy of genital determinism (a response to J. Steven Svoboda). Global Discourse 3, 256–265. doi: 10.1080/23269995.2013.805530

 Johnsdotter, S. (2018). The impact of migration on attitudes to female genital cutting and experiences of sexual dysfunction among migrant women with FGC. Curr. Sex. Health Rep. 10, 18–24. doi: 10.1007/s11930-018-0139-4

 Johnsdotter, S. (2020). “The growing demand in Europe for reconstructive clitoral surgery after Female Genital Cutting: A looping effect of the dominant discourse?,” in Droit et Cultures (Paris: L'Harmattan), 141–166. Available at: https://search.ebscohost.com/login.aspx?direct=trueandAuthType=shibanddb=edssweandAN=~edsswe.oai.DiVA.org.mau.37490andlang=svandsite=eds-liveandcustid=s3912055

 Johnson-Agbakwu, C., and Warren, N. (2017). Interventions to address sexual function in women affected by female genital cutting: a scoping review. Curr. Sex. Health Rep. 9, 20–31. doi: 10.1007/s11930-017-0099-0

 Jordal, M., and Griffin, G. (2018). Clitoral reconstruction: understanding changing gendered health care needs in a globalized Europe. Eur. J. Women's Stud. 25, 154–167. doi: 10.1177/1350506817742679

 Jordal, M., Griffin, G., and Sigurjonsson, H. (2018). “I want what every other woman has”: reasons for wanting clitoral reconstructive surgery after female genital cutting – A qualitative study from Sweden. Cult. Health Sex. 0, 1–16. doi: 10.1080/13691058.2018.1510980

 Jordal, M., Levin, L., Pafs, J., Griffin, G., and Wahlberg, A. (2020). Swedish gynecologists' positioning in relation to clitoral reconstruction after female genital cutting. A qualitative interview study. Int. J. Sex. Health, 33, 76–87. doi: 10.1080/19317611.2020.1853301

 Krause, E., Brandner, S., Mueller, M. D., and Kuhn, A. (2011). Out of Eastern Africa: defibulation and sexual function in women with female genital mutilation. J. Sex. Med., 8, 1420–1425. doi: 10.1111/j.1743-6109.2011.02225.x

 Kvale, S., and Brinkmann, S. (2009). Interviews. Learning the Craft of Qualitative Research Interviewing (CA: Sage).

 Levin, R. J. (2020). The clitoris - an appraisal of its reproductive function during the fertile years: Why was it, and still is, overlooked in accounts of female sexual arousal. Clin Anat. 33, 136–145. doi: 10.1002/ca.23498

 Liamputtong, P. (2010). Performing Qualitative Cross-Cultural Research (Cambridge: Cambridge University Press).

 Limoncin, E., Nimbi, F. M., and Jannini, E. A. (2020). “Pleasure, orgasm, and sexual mutilations in different cultural settings,” in Cultural Differences and the Practice of Sexual Medicine. A guide for sexual health practitioners, eds E. A. Jannini, D. L. Rowland, D. L. (Cham: Springer Nature), 237–252.

 Limoncin, E., Nimbi, F. M., and Jannini, E. A. (2020). “Pleasure, orgasm, and sexual mutilations in different cultural settings,” in Cultural Differences and the Practice of Sexual Medicine: A Guide for Sexual Health Practitioners, eds E. A. Jannini and D. L. Rowland (Cham: Springer Nature), 237–252.

 Mahar, E. A., Mintz, L. B., and Akers, B. M. (2020). Orgasm equality: scientific findings and societal implications. Curr. Sex. Health Rep. 12, 24–32. doi: 10.1007/s11930-020-00237-9

 Nour, N. M. (2006). Defibulation to treat female genital cutting: effects on symptoms on sexual function. Obstet. Gynecol. 108, 55–60. doi: 10.1097/01.AOG.0000224613.72892.77

 Nzinga, A. M., Castenheira, D. A., Hermann, J., Feipel, V., Kipula, A. J., and Bertuit, J. (2021). Consequences of female genital mutilation on women's sexual health—systematic review and meta-analysis. J Sex Med. 18, 750–760. doi: 10.1016/j.jsxm.2021.01.173

 Obermeyer, C. (2005). The consequences of female circumcision for health and sexuality: An update on the evidence. Cult. Health Sex. 7, 443-461. doi: 10.1080/14789940500181495

 O'Connell, H. E., Huston, J. M., Anderson, C. R., and Plenter, R. J. (1998). Anatomical relationship between urethra and clitoris. J. Urol. 159, 1892–1897. doi: 10.1016/S0022-5347(01)63188-4

 O'Neill, S., Richard, F., Vanderhoven, C., and Caillett, M. (2021). Pleasure, womanhood and the desire for reconstructive surgery after female genital cutting in Belgium. Anthropol. Med. 1–18. doi: 10.1080/13648470.2021.1994332

 Ovesen, N. (2020). “Transgressing boundaries: Seeking help against intimate partner violence in lesbian and queer relationships,” in Bodily Interventions and Intimate Labour (Manchester, UK: Manchester University Press).

 Pedwell, C. (2010). Feminism, Culture and Embodied Practice : The Rhetorics of Comparison (London, UK: Routledge).

 Peeck, C. (2016). “Dealing with being the outsider in qualitative interviewing: on interviewing representatives of British Muslim women's organisations,” in Cross-Cultural Interviewing. Feminist Experiences and Reflections, eds G. Griffin (London, UK: Routledge), 111–125.

 Pérez-López, F. R., Ornat, L., Lopez-Baena, M. T., Perez-Roncero, G. R., Tajada-Duaso, M. C., and Chedrau, P. (2020). Association of female genital mutilation and female sexual dysfunction: A systematic review and meta-analysis. Eur J Obstet Gynecol Reprod Biol. 254, 236–244. doi: 10.1016/j.ejogrb.2020.09.031

 Pred, A. (2000). Even in Sweden: Racisms, Racialized Spaces, and the Popular Geographical Imagination, 1st edn. (Berkeley, CA: University of California Press).

 Rosen, R., Heiman, J., Leiblum, S., Meston, C., Shahsigh, R., Ferguson, D., et al. (2000). The Female Sexual Function Index (FSFI): a multidimensional self-report instrument for the assessment of female sexual function. J. Sex Marital Ther. 26, 191–208. doi: 10.1080/009262300278597

 Rouzi, A. A., Berg, R. C., Sahly, N., Alkafy, S., Alzaben, F., and Abduljabbar, H. (2017). Effects of female genital mutilation/cutting on the sexual function of Sudanese women: a cross-sectional study. Am. J. Obstetr. Gynecol. 217, 62.e1–62.e6. doi: 10.1016/j.ajog.2017.02.044

 Royal College of Obstetricians and Gynaecologists (2015). Green Top Guideline 53: Female Genital Mutilation and Its Management. RCOG Green-top Guideline (London, UK: Royal College of Obstetricians and Gynaecologists).

 Talle, A. (2007). “From “Complete” to “Impaired” body: female circumcision in Somalia and London,” in Disability in Local and Global Worlds, eds B. Ingstad, and S. R. Whyte (Berkeley, CA: University of California Press).

 The National Board of Health and Welfare (2015). Kvinnor och flickor som kan ha varit utsatta för könsstympning: En uppskattning av antalet. Stockholm.

 UNICEF (2016). At Least 200 Million Girls and Women Alive Today Living in 30 Countries have Undergone FGM/C. Geneva.

 Van Baelen, L., Ortensi, L., and Leye, E. (2016). Estimates of first-generation women and girls with female genital mutilation in the European Union, Norway and Switzerland. Eur. J. Contracept. Reprod. Health Care. 21, 474–482 doi: 10.1080/13625187.2016.1234597

 Villani, M. (2018). Le sexe des femmes migrantes. Excisées au Sud, réparées au Nord. Travail, genre et sociétés. 34, 93. doi: 10.3917/tgs.034.0093

 Villani, M. (2022). Clitoral reconstruction: challenges and new directions. Int. J. Impotence Res. 13, 1–6. doi: 10.1038/s41443-022-00572-6

 WHO (2008). Eliminating Female Genital Mutilation: An Interagency Statement WHO, OHCHR, UNAIDS, UNDP, UNECA, UNESCO, UNFPA, UNHCR, UNICEF, UNIFEM (Geneva: World Health Organization).

 WHO (2016). WHO Guidelines on the Management of Health Complications from Female Genital Mutilation (Geneva: World Health Organization).

 Ziyada, M. M., Lien, I. L., and Johansen, R. E. B. (2020). Sexual norms and the intention to use healthcare services related to female genital cutting: a qualitative study among Somali and Sudanese women in Norway. PLoS ONE 15, e0233440. doi: 10.1371/journal.pone.0233440







OPS/images/crossmark.jpg
(®) Check for updates





OPS/xhtml/Nav.xhtml




Contents





		Cover



		“Damaged genitals”—Cut women's perceptions of the effect of female genital cutting on sexual function. A qualitative study from Sweden



		Background



		Methods



		Design, recruitment, and data collection



		Reflection of the position as an interviewer



		Data analysis



		Characteristics of participants







		Findings



		Coming to understand the connection between FGC and sexuality



		Complex causes of FGC on the body, mind, and sexuality



		FGC and its negative affect on intimate relationships







		Discussion



		Clitorectomy and its damage to sexual function



		Sexual difficulties cause struggles in intimate relationships



		The importance of institutional recognition



		Methodological considerations







		Conclusion



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Publisher's note



		References

















OPS/images/cover.jpg
& frontiers | Frontiers in Sociology

“Damaged genitals”"—Cut
women’s perceptions of the
effect of female genital cutting
on sexual function. A qualitative
study from Sweden





OPS/images/logo.jpg
& frontiers | Frontiers in Sociology





