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Objectives

Understand the Canadian context of FGC
including the legaiities of FGC

» Classify FGC type and identify associated
obstetrical health consequences of FGC

Approach to obstetrical management in the
setting of infibulation

Review the technique of defibulation
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FEMALE GENITAL
MUTILATION
AND
OBSTETRIC CARE

432 Somali Women’s Birth Experiences in Canada
after Earlier Female Genital Mutilation

Beverley Chalmers, DSc(Med), PHD, and! Kowser Omer Hashi, RN, BBA

4 N

» 87% of women reported an unpleasant birth
experience with hurtful comments made by
caregivers during delivery

» Concerns with the clinical practice and

Beveriey Chaimers (DSc (Wed); PhD)
and
Kowser Omer-Hashi (RN) (BBA)

quality of care from health care practioners

» Ritual removal of, or injury

Female Genital
Cutting

reasons

to any part of the female

genitals for NON medical

Are Health Care Professionals Prepared to Provide Care for Patients
Who Have Experienced Female Genital Cutting?

A Cross-Sectional Survey of Canadian Health Care Providers

Deane A, Mattatall £, Brown A. .J Obstet Gynaecol Canada. 2021;1-4

» Major gaps in HCP knowledge and training

» Barriers include lack of training and clinical
exposure

» Further education around key topics
Primary assessment
Obstetrical care in setting of infibulation
Requests for reinfibulation
Child safe guarding

Practice of
FGC

» Rite of Passage into woman hood:
cleansing, purifying, marriageability

» Done to control female sexual
autonomy

» Elevate honor and social status in the
community

» Infibulation associated with beauty

» Not associated with any particular
ethnicity, race or religion
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Terminology

Female
Circumcision Mutilation | Cutting |
* Equates to * Advocacy * Medically
male Term correct
circumcision * Judgmental / * Neutral
Stigmatizing « Culturally
sensitive

WHO, 2016; Perron ef al., 2020
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» Ontario
@ Human Rights Commission
= Commission ontarienne des
> droits de la personne

YOUR RIGHTS CODE GROUNDS ~SOCIAL AREAS OUTREACH OUR WORK

4. FGM in Canada

printer-friendly version -+ show tags. Dprevious  next

For some time now, Canada has experienced immigrant and refugee movements from countries in which FGM is commonly practised. In
Toronto, community groups have estimated that there are 70,000 immigrants and refugees from Somalia and 10,000 from Nigeria, countries
in which FGM is commonly practised.[22) As already noted, because of the nature of FGM, reliable statistics on the incidence of its practice
are not available. However, based on discussions with members of the communities that are at risk, there is some evidence to indicate that
FGM is practised in Ontario and across Canada. There is also evidence that suggests that in some cases, families from those communities
send their daughters out of Canada to have the operation performed.(23]

There is a growing recognition of FGM as a violation of human rights. Immigrant and refugee movements, governments and advocacy
organizations in Canada have acknowledged the need to deal with FGM as an interationally recognized health and human rights concern.

Vacation Cutting
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A Summer 'Vacation' Likely to End in Horror

» Taking a child back to their country of origin to undergo FGC

HUFFPOST!

saneurs woto. soes wow a

» Performance of FGC by health-
care providers

» Growing Practice
» Perception that FGC is safe

Medicalization
of FGC

10

Medicalization
of FGC

WHO Statement, 2016

» Is never acceptable

» It violates medical ethics
» FGM is a harmful practice
» Medicalization perpetuates

and legitimizes FGM

» The risks of the procedure
outweigh any perceived
benefit




» Performing or assisting FGM
added to Criminal Code in 1997

under Section 21 (1) of
aggravated assault
F(,:’C and » lllegal to tfransport a girl outside
Canadian Law of Canada for the purpose of
FGM
» 14 years of imprisonment
» No prosecutions to date

Physicians
Duty to Report
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» If FGC has been performed on
a child
» If achild is at risk of FGC

» If a physician becomes aware
of another physician performing

FGC

Classifying FGC

Half the Worlc
Clitoris. Why Do
Study It?
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WHO Classification

Type la

) Partial or total
/ J removal of the

Clitoral Hood

/\__/ Deare, A. 2021
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https://www3.ohrc.on.ca/
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WHO Classification .

Type Ib

v Partial or total
removal of the

WHO Classification l

Type lla

Partial or total

/ removal of the
} Clitoral Hood Labia Minora
~ Clitoral Glans ~ Only
* *
W peane: 2021 /\_/ peene A2
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WHO Classification

\/ Type lIb

{ Partial or fotal
removal of the

Labia Minora
~ Clitoral Glans
+/- Clitoral Hood

Deane, A, 2021

~N  —— —

WHO Classification l

Type llla
Infibulation

Removal and
apposition of the
Labia Minora
‘o +/- Clitoral Glans

~N  —— —

Deane, A. 2021
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\idassificaﬁon .
\/ Type llib

Infibulation

Removal and
apposition of the
Labia Majora
+/- Clitoral Glans

Deane, A. 2021

.~

Type lll a Infibulation

Type lil b Infibulation l

Abdulcadir, 2018; Bowers, 2019
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WHO Classification

Q Type IV

All other harmful
procedures

\2\ NG (e.g. pricking, incising,

scraping, cauterization)

W oo

Caring for the patient

with FGC

26

The experience of FGC is highly variable .
and multidimensional

Biochemical Q’\
Relational . Neurophysiological
Y
A
Cogpnitive \2\ Anatomical

Socidal, Cultural & Contextual

Jionomecet o .

Health Consequences of FGC

“‘ Psychological

27
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Long term complications

Keloid Scarring

Neuroma of the Clitoris Epidermoid Cyst

Abdulcadir, 2015; Bowers, 2018, Rashid, 2007
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Fear of Childbirth

v

v

Difficulty with Intrapartum Monitoring
» Application of FSE
» Fetal blood sampling O
Difficulty with catheterization Q
» Wound Infection

Retention of Lochia ?\

v

v

» Cenvical Assessment 6\

Eriita

Approach to clinical care

* Person Centered
*  Trauma Informed
«  Culturally Humility
* Trained Medical Interpreter:

»  Continuity of Care \2\?\

31

Do you know if you have been cut in
the genital area?

Is there anything special I need to be aware of?
For example, any cultural or ritual practice or
procedure that may have been performed on your
genital area?

Some women from your communitylcountry have
experienced genital cutting. Can you tell me if you
have been cut/closed in the genital area?

Medical History

» What do you remember about being > Difficulties:
cut? » Uine?
» How has this impacted you? » Menstruation?
» Age of Cutting? > Infercourse?
Countiy/C " e » Vulvar pain
» Country/Community you were cut in2 » Recurrent Infections
» What were you fold about being cut?
» Sexually active?
» Do you have sister's that were cute » Dyspareunia?

» Clitoral sensationg
» Able to orgasm?

33

Plan of Care for FGC in Pregnancy

Child
Safeguarding

Risk Stratify Identify Early

Care Plan

Plan of Care for FGC in Pregnancy

» Country of birth with high prevalence of FGC

Risk Stratify » Prenatal Screening Questionnaire

35
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Plan of Care for FGC in Pregnancy

Risk Stratify Identify Early

FGC

Royal College of
Obstetricians &
Gynaecologists

ok e Wt o S GaniAD

» Recommended that clinicians
examine external genitalia and
document the presence and ty,

Y,
&
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Vulvar Examination in Pregnancy

» Bestif infibulation is known before pregnancy
» Identified at initial antenatal visit

» Pap smear screening Q
» Attime of GBS screening? O

O
&

Identify Early

Sirgecs poios ’

Documentation

Alert other health care providers
Avoid unnecessary examinations
Use a diagram

WHO Classification

If unclear, describe the anatomical
structures that have been removed or
injured

» Include on antenatal care record

vvyVvyVvyy

prepuce.

labiamiora
Iabia majora

ctorls

wettra
vagina ntrotus
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Intrapartum Care Plan - Infibulation

Awareness of Increased Risks
Defibulation

Episiotomy

Repair

Reinfibulation

vvyVvyvy

Defibulation

2018 Jasmine Abdvicad. Reproduced with

41
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Defibulation Indications

» Personal Choice

» Improve urinary and menstrual outflow

» Decrease genitourinary tract infections

» Permit vaginal penetration and decrease dyspareunia

» Permit vaginal delivery and decrease obstetrical intervention

AN

Is Defibulation required?

» If the introitus is sufficiently open to permit vaginal
examination and if the urethral
meatus is visible, then defibulation is unlikely to be
necessary

» Deinfibulation before labor does not protect against
Cs

43
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» Alterations in vaginal discharge, urine stream and menstruation flow

Defibulation Preoperative Counselling

» Anatomic and physiologic change

» Review clitoral anatomy
» Agree on the amount of opening
» Anesthetic plan

» May frigger PTSD

(oL, Ao O P . Detdaion: A Vi Seernce and Looring 1011 Sox e, 2115414011

Defibulation

45

Defibulation

Clitoral Glans

Defibulated Labia

D

A

Infrapartum Considerations for Patients Undergoing
Defibulation

>

>

>

>

>

>

Anclgesia - early epidural
Bleeding management

» Local anesthetic with epinephrine, franexamic acid
In and out catheter, Kelly clamp, scissors
Perform, just before crowning of the head
Induction - prostaglandin > foley

If unable fo perform vaginal examination, perform deinfibuation ecrfier in labour

48




Resource: Defibulation technique for Health Care
Providers

Caring for Women who have Experienced
Female Genital Cutting

, Classi fion and Health C

I NORTH
Angela Deane', MD, FRCSC H YORK
Jasmine Abdulcadic, MD PD FECSM GENERAL

Marci Bowers, MD'

Making a Vorkd
Abheha Satkunaratnam!', MD, FRCSC WO

hitps://cansagevideos.com/Video/2258/

Resource: Defibulation Patient Information

GAM
BELGIQUE - BELGIE

91 Desinfibulation - ENGLISH
anguages

https://www.youtube.com/watch2v=S9UWBmMDBzac&t=8s
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Timing of Defibulation in Pregnancy

Patient Preference
Antepartum Vs

Access to Skilled
Health Practioner

Timing of Defibulation in Pregnancy

Antepartum Vs @

» No significant difference between antepartum
and infrapartum defibulation for:

Duration of labor

v

» Perineal lacerations

> Episiofomy O
» Postpartum hemonhage Aoteparam o nrsprtum dinfiulsion forchidbithn

»

‘women with type ll female genital mutiation: A systematic

Caesarean Deliveries

51
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Timing of Defibulation in Pregnancy

Deinfibulation before labor:

» Doubled the risk of OASI

» New scar formation, reduced tensile strength

» Assumed fo be protected, those with OASI had less rates
of episiofomy performed

Femlegenfal muttoncuting,iringof deniviation, and
it cecrean scton

» Did not protect against caesarean delivery

Riscof obsterc anal sphincte ey sssoited with sl
sent mutlaton/cutting a0 tming of deinfbulstion

When do patients prefer Defibulation?

» Infrapartum (most often)

» Can be performed perioperatively after CS

s o

53
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Episiotomy

» Once the defibulation has been performed, the need
for episiotomy should be assessed

Mediolateral Episiotomy after Defibulation

Resesrch Leter

Fe}:nale Genital Mutilation and Cutting and
Obstetric Outcomes
» Decreased rate of "

» Spontaneous laceration

Rani Kl i, Ao it i, Masin G

» Managed in the same manner as in patients without FGC

» Repair in a way that will promote good hemostasis, vaginal
support and normal appearance

» Labial adhesion risk post partum, gentle self dilation mayioe
needed

Foron seicn ot 1. Do . Guina o 295 e Gen
s

57

» PPH
» Commonly required (irrespective of FGM type) due to
scarring and reduced skin elasticity of the introitus > 3rd»degree and 4" -degree
lacerations
» Defibulation should always precede episiotomy
Perineal Repair Reinfibulation

» Reinfibulation, the “re-suturing” and narrowing of the
vulvar opening that has been defibulated

g 9101 014fjc0 20196015
: ool

Reinfibulation after Vaginal Delivery
» Should be declined on medical grounds
» Increased scar tissue, risk of dyspareunia, voiding dysfunction

» Repair in a way that will promote good hemostasis, vaginal support and
restoration of anatomy

» Informed counselling with follow up care

» Most patients agree not to be re-stiched after defibulation, understanding the
advantages and adjust to their defibulated genitalia without distress

Reinfibulation after Vaginal Delivery

» UK- llegal and
should not be

performed under
any circumstance

» Canadian Criminal Code
- no laws addressing
reinfibulation

60
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How Canadian Law Shapes the Health Care Experiences of Women
with Femal ital Mutilati utting/Ci ision and Their
iders: A Disjt Between ion and Actuality
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Abstract

(FGC) were shaped.

d
safeguarding

» Opportunity to Prevent FGC
» Educating and Empowering families

» Duty to report

61

Are Health Care Professionals Prepared to Provide Care for Patients
Who Have Experienced Female Genital Cutting?
A Cross-Sectional Survey of Canadian Health Care Providers

» HCP are uniquely positioned to advocate and
raise awareness

» FGCisa grqcﬁce qeergl erpbedded in cultural
norms, addressing ifs i ga s requires an
intersectional approach, where gender and
structural inequities are accounted for

» Codlition building with communities affected by
the practice

62

Don’t assume
the legalities

are known

Reproductive Health

The mothering experience of women with @
FGM/C raising ‘uncut’ daughters, in Ivory
Coast and in Canada

Reported motives for not having their
daughter undergo FGC

Paediatrician advised her not fo have
FGM/C performed

~
- | knew how it feels but couldn’t save my
daughter; testimony of an Ethiopian
mother on female genital mutilation/
cutting

Vohannes Mehvete Adinew'” and Beza Tamiat kete”

FGM Safeguarding
and Risk Assessment

K guide for health pof

%un‘wm FGM Safeguarding Pathway

65
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Resources — Health Care Providers Resources — Advocacy

_ f
S Fele Genval Musiscion 4
S 3 Urited Against Female Genital Cutting
| Guideline No. 395-Female Genital Cutting
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CARE OF GIRLS. s
& WOMEN LIVING
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WITH FEMALE GE END FGM " s

B CANADA NETWORK \ wespeakout
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Dear Massi talks about
clitoral anatomy

hitps://sahiyo.com/category/dear-maasi/

Resources - Books

HIBO

& G-

N

One woman's
fight against

FGM
in Britain today
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https://www.kidsnewtocanada.ca/screening/fgm

