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Abstract

Female genital cosmetic surgery procedures have gained popularity in the West in recent years. Marketing by
surgeons promotes the surgeries, but professional organizations have started to question the promotion and
practice of these procedures. Despite some surgeon claims of drastic transformations of psychological, emo-
tional, and sexual life associated with the surgery, little reliable evidence of such effects exists. This article
achieves two objectives. First, reviewing the published academic work on the topic, it identifies the current state
of knowledge around female genital cosmetic procedures, as well as limitations in our knowledge. Second,
examining a body of critical scholarship that raises sociological and psychological concerns not typically ad-
dressed in medical literature, it summarizes broader issues and debates. Overall, the article demonstrates a
paucity of scientific knowledge and highlights a pressing need to consider the broader ramifications of surgical
practices.

‘‘Today we have a whole society held in thrall to the drastic plastic of labial rejuvenation.’’1

‘‘At the present time, the field of female cosmetic genital surgery is like the old Wild, Wild West:
wide open and unregulated’’2

In the decade or so since the first Western media reports of
the ‘‘designer vagina,’’ there has been extensive and often

overwhelmingly positive3 media coverage about this cluster
of genital procedures, which are better termed ‘‘female genital
cosmetic surgery’’ (FGCS) or ‘‘vulvovaginal esthetic sur-
gery.’’2 FGCS covers a range of procedures that aim to change
aesthetic (or functional) aspects of women’s genitalia but that
are not medically indicated.4 It includes labia minora reduc-
tions, vaginal tightening (‘‘rejuvenation’’), labia majora ‘‘aug-
mentations’’, pubic liposuction (mons pubis, labia majora),
clitoral hood reductions, hymen ‘‘reconstruction’’, perineum
‘‘rejuvenation’’, and ‘‘G-spot amplification’’. A confusing array
of terms associated with even the same procedure has led
to calls for standardized nomenclature in this area, which
eschews terms that are proprietary2,5 and strongly linked to
commercialized medicine, such as ‘‘laser vaginal rejuvena-
tion’’. It excludes genital surgery for intersex or trans people,
traditional female genital cuttings, or repair of obvious
anomalies. Procedures are performed mainly by gynecologists=
obstetricians and plastic surgeons,6 as well as some urologists
and various others (depending on local regulations related to
who can perform surgery).

We are frequently told this surgery is increasing rapidly
in the West, and the number of surgeons promoting these

procedures—and setting up specialist clinics—certainly ap-
pears to have increased substantially. Within the last few
years, however, two professional bodies, the American Col-
lege of Obstetricians and Gynecologists (ACOG) and the
Royal Australian and New Zealand College of Obstetricians
and Gynaecologists (RANZCOG), have issued public position
statements against FGCS,4,7 and less formal but nonetheless
insider=professional critiques have appeared in both the
U.K.8,9 and Germany.10 (The literature around FGCS expands
beyond the English language,10–18 but my focus is on the
English-language publications.)

The idea of surgery to ‘‘improve’’ women’s genitalia is far
from new, although a focus (just) on aesthetics is. From ‘‘hus-
band stitches’’ and Dr. James Burt’s ‘‘love surgery’’ through to
‘‘revirginations’’ and clitoridectomies,19–23 women’s genitalia
have long been seen as a surgically alterable part of the female
body. Such surgeries were intended to resolve ‘‘problems’’ of a
sexual or psychological nature. With some, the woman’s or girl’s
consent was not always deemed necessary; sometimes she was
not even informed. Given this context, FGCS has been framed
as ‘‘the latest chapter in the surgical victimization of women in
our culture.’’24,25 The alternative account, promoted by some
surgeons and media, is that, finally, women’s genitalia and
sexual problems are getting the attention they deserve.
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Following a call to debate FGCS now, even though it might
appear to be ‘‘on the fringes of obstetrics and gynecology’’26

and cosmetic surgery, this article examines the tensions be-
tween these different accounts. My first aim is to summarize
and evaluate what we currently know about FGCS, as per-
formed in Western countries, and what we do not. My second
aim is to raise a series of concerns=critiques in relation to the
procedures in order to stimulate further debate. Although
labia reduction has been reviewed recently,6,27 I engage more
critically with FGCS and the issues it raises and integrate lit-
erature from biomedical and social science=humanities
scholarship. I argue that the scope of the debate needs to go
beyond medical practice, beyond a narrow view of ethics and
choice, to consider a range of psychological and societal fac-
tors affecting women. The emergence of these procedures as
material practice and, particularly, their entrance into public
discourse raise significant concerns for women’s sexual and
reproductive health and well-being.

The Emergence of FGCS

Stemming from the work of J. Marion Sims in the mid-1800s
to repair vaginal fistulas19 and subsequent ongoing surgical
repair of vaginal vault=uterine prolapse, vaginal tightening
procedures emerge from a long (Western) history of gyneco-
logical repair. They also link into a wider long-standing cross-
cultural valuing of the ‘‘tight’’ vagina.28 In contrast to that long
history, the idea of surgical labial alteration appears relatively
new. The first report of cosmetic labiaplasty procedures ap-
peared in 1984.29 In the late 1990s and early 2000s, with the
appearance of more clinical reports30–35 and considerable
media coverage in the glossy women’s magazines (driven in
part by high-profile surgeons with websites and public rela-
tions agents), ‘‘the designer vagina’’ entered public discourse.
Since then, various clinical case studies and commentaries
have reported on or promoted different techniques for labial
reduction31,36–41; some reports have been specifically oriented
to functional repair42,43 or to specific populations, such as
youth44,45 or patients with certain illnesses.45,46 The method
of simple amputation of labial tissue, identified as the tradi-
tional approach,37,41 is still common47 but is frequently con-
demned by other surgeons, for both aesthetic and functional
reasons.31,37,38,41,47,48 The pros and cons of different tech-
niques of labial reduction are not considered here but are
reviewed elsewhere.27,48

The Evidence of FGCS

There are few comprehensive or reliable data with regard
to frequency or outcome of FGCS. Labiaplasty appears to be
the most popular procedure, based on media and surgeon37

claims, surgeon advertising, and published surgeon re-
ports.40,47 Surgeons tend to claim an increase in numbers
seeking labiaplasty,15,38,47,49,50 and the limited data do suggest
a general increase in popularity across this decade. Labia-
plasty operations performed on the National Health Service in
the U.K. almost trebled across a decade: from under 400 in
1998–1999 to nearly 1200 in 2007–200851,52; U.S. data from the
American Society of Plastic Surgeons (ASPS) indicated a 30%
increase in ‘‘vaginal rejuvenation’’ between 2005 and 2006
(from 793 to 1030).53 The ASPS has not collected FGCS data
since then, but the American Society for Aesthetic Plastic
Surgery (ASAPS) reported on ‘‘vaginal rejuvenation’’ for 2007–

2008. This time, although the number of surgeries was con-
siderably higher in absolute terms, a 22% decline was re-
ported: from 4506 to 3494 procedures.54 A decline was not
specific to FGCS, however; cosmetic procedures overall were
down 15% in 2008, a downturn attributed to the economic
environment. In Australia, media reports claim more than
1200 labiaplasty procedures each year.50

There are problems with such statistics. First, they are
likely to underestimate prevalence. The U.S. data are limited
by who collects them and who reports, with a focus on
plastic surgeons (rather than gynecologists, for instance); the
U.K. data are limited to those performed free on the National
Health Service (thus requiring a functional assessment) and
exclude those performed privately, with possibly less func-
tional intent. Second, the U.S. reporting of ‘‘vaginal rejuve-
nation’’ is problematic. It is not clear exactly what procedure
is being referred to, as it is not a technical procedural term.
Instead, such (trademarked) nomenclature comes from the
highly FGCS-promoting surgeon Dr. Matlock.55 The uptake
of the term by ASAPS and ASPS reflects an uncritical
adoption of surgeon marketing and the commercialization of
medicine.

Similarly, there are few reported data on which women are
having the procedures, except in relation to age. Cosmetic
labiaplasty patient age ranges from early teens (requests as
young as 10) through to the 50s or 60s, with the 20s and 30s
predominating.29–31,33–35,37,40,56 Vaginal tightening appears to
be performed on older (postpartum) women: one report of 53
cases lists the mean age as 46 compared with a report of 55
labiaplasty cases from the same clinic, where the median age
was in the 30s.57,58

Data demonstrating the success (and risks) of FGCS are also
limited. Clinical case reports tend to report successful sur-
geries or techniques. For labial reduction, patient satisfaction is
reportedly very high, and complication rates are low.27 In the
limited number of articles reporting on more than 10 cases,
reported patient satisfaction typically ranges from 90% to
100% (Table 1). Surgeons also claim more anecdotally that
‘‘patient satisfaction has been very high, with complications
rates remaining very low.’’40,47,59 Reports of complication rates
tend to be<5%,27 and the most common complication appears
to be wound=suture dehiscence, followed by pain.

The measures reported appear very positive, but do they
constitute evidence of high-quality, high-satisfaction, and
low-risk outcomes? Unfortunately, they do not2,6,9: the evi-
dence reported is problematic in terms of time frames of
follow-up and measures used (Table 1), providing ‘‘scanty
details as to ascertainment or evaluation’’ of cosmetic (and
other) outcomes.6 For instance, of 407 surgeries, Alter37 re-
ported an in-person follow-up at 2 weeks with only 30% of
patients (attributed to the fact that many came from places
other than where his surgery was) and via a written ques-
tionnaire with just 41%. There was no consideration that those
not responding might report a markedly different experience
from those who did respond; evidence suggests they do.60 The
measures used by different surgeons are typically not scien-
tifically validated and are not comparable.9,27,61,62 This cri-
tique of patient report outcome measures for FGCS is in line
with those for other plastic surgeries.63,64

Psychometrically robust psychological measurement is
needed for FGCS, with long-term follow-up, alongside ap-
propriate clinical outcome studies that assess both sexual and
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psychosocial outcomes9,27,51; ideally, assessment should not
be conducted by those with fiscal interest in the outcome.65

Further, findings from one retrospective qualitative study of
6 women’s experiences of labial reduction61 highlight some
ambivalence in women’s reported satisfaction after the sur-
gery,51 suggesting that larger-scale qualitative research would
fruitfully generate a fuller understanding of experiences of
women who have had FGCS. Perhaps more importantly, as
Liao et al.6 comment, ‘‘consumer satisfaction should not be
confused with clinical effectiveness.’’

Certain techniques for labiaplasty (excisions) have been
noted to provide ‘‘inadequate cosmetic and functional re-
sults’’66; some commentaries question reported successful
outcomes of a published case43,48,67; and surgeons present-
ing a particular technique sometimes outline the limitations,
problems, or risks of other techniques.37 There are no pub-
lished studies, however, that directly report the failure of a
technique of labial reduction or other FGCS procedures (al-
though de Alencar Felicio40 recommends that labiaplasty
and perineum surgery should not be combined because of
adverse outcomes for the patient). However, surgery does
go wrong. Online accounts of ‘‘labiaplasty nightmares’’ are
easily found,68 and surgeons report that they see and attempt
to fix other surgeons’ botched procedures.37,50 One Cali-
fornia labiaplasty surgeon even advertises specifically for
‘‘labiaplasty revision’’ and notes that the number of women
needing labiaplasty ‘‘repairs’’ has ‘‘dramatically increased’’
in recent years.69 Taken as evidence that these procedures
can, and do, go wrong, with often devastating effects for the
patient, it serves to remind us that ‘‘every medical interven-
tion has a complication and failure rate.’’70 Such stories are a
sobering counterpoint to glorified advertising claims and
media coverage.

These surgeries have been framed by some surgeons in
advertising and websites and in much media coverage as re-
sulting in a psychological and sexual transformation of the
woman, whose prior poor sex life and low self-esteem have
been restored through the surgery.3 For instance, one group
of surgeons in a letter in Plastic and Reconstructive Surgery
claimed that:

Every one of our patients has been delighted with the results.
Among them was a bathing suit model who came to us
very embarrassed about this problem. She had never had a
serious relationship before the procedure. Shortly thereafter,
she sent us the announcement of her wedding to a professional
golfer.59

Although changes are indeed possible, there is no evidence
to support the frequently made claim that sexual and psy-
chological changes will (or should) occur.9 Vaginal anatomy
and sexual function are not necessarily associated,71 calling
into question the rationale behind vaginal tightening proce-
dures. Surgery for various vaginal problems shows no clear
relationship among surgery, vaginal size, and sexual
(dys)function.72–74 Genital surgery on intersex people can affect
both sensation and sex,75,76 and surgeries for vulval cancer
have also been found to negatively affect sexual function.27

Furthermore, it is not yet understood exactly how labia
minora engorgement during sexual arousal may be involved
in sexual pleasure and how labial removal might affect
this.27 That is quite apart from the possibility of damage to
nerves or normal blood vessel supply through surgery.6,9,27,62

Because there are many highly sensitive nerve fibers con-
tained within the labia minora, which are linked to sexual
arousability, ‘‘incision to any part of the genitalia could
compromise sensitivity—an important aspect of sexual ex-
perience.’’51

The response of some professional bodies has been to ad-
vocate against FGCS. In September 2007, an ACOG commit-
tee published an opinion paper on FGCS,4 which concluded
that:

[These] procedures, including vaginal rejuvenation, designer
vaginoplasty, revirgination, and G-spot amplification, are not
medically indicated, and the safety and effectiveness of these
procedures have not been documented. No adequate studies
have been published assessing the long-term satisfaction,
safety, and complication rates for these procedures.4

Other gynecologists=professional bodies have con-
curred.7,77 Less officially, a spokesman for the ASPS was
quoted in the Chicago Sun Times as suggesting the need for
caution, and advising that ‘‘I would think long and hard about
undergoing one of these procedures.’’78 Some gynecologists
are raising their voices publicly and professionally against
current processes, practices, and knowledge,8,9,50 with Re-
nganathan et al. concluding that ‘‘the available evidence is still
insufficient to counsel the patients regarding the advantages
and complications of cosmetic genital surgery.’’9 More de-
tailed (and longitudinal) assessment of risk needs to be done,
including in areas currently not reported on, such as obstet-
rical complications.6 Goodman argues that ‘‘because genital
plastic surgery involves concepts and procedures that are not
yet fully researched nor understood, stringent guidelines for
training, anesthesia, surgical technique, and postoperative
monitoring, among others, should be established.’’2 Some
guidelines are starting to be developed in Holland.77 How-
ever, despite such critique and the contrast between adver-
tising and media claims,3,79 no regulation has yet occurred.

The Rationale for FGCS

Women reportedly seek FGCS for aesthetic and/or func-
tional concerns.6,30,37,56 Some claim aesthetic concerns pre-
dominate,38,39 whereas others highlight functional reasons47

(Table 2). Aesthetic concerns appear primarily linked to a
dislike of some very specific aspect of vulval appearance,
particularly the visibility of labia minora, or their shape, color,
or asymmetry. Reported functional concerns relate to vaginal
‘‘laxity’’ during intercourse or discomfort=irritation from the
labia when exercising, wearing tight clothing, or during in-
tercourse.2,9 Psychological concerns (e.g., sexual or social
embarrassment) are also noted as a reason women seek sur-
gery.38,49 Likes et al.27 characterized such ‘‘symptoms’’ as
vague, pointing out that the origin of these is not always fully
investigated. Similarly, in their review of labial reduction,
Liao et al. noted that ‘‘surgery appeared to have been offered
on demand, justified by verbal reports of physical and psy-
chological difficulties that were not formally evaluated, pre-
or post-surgery.’’6

Although a focus on function or aesthetics divides the field
of plastic surgery into reconstructive and aesthetic, in reality,
the separation is impossible to sustain.62 Even aesthetic FGCS
procedures are often talked about in functional terms, and
function is invoked through claims of postsurgical psycho-
logical transformation.3 Qualitative research allows a bit more
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understanding of the complexity of these motivations, which
are not necessarily unambiguous or simple or discrete.61

Women’s accounts that they sought labiaplasty because of
perceptions of abnormality and the impact of their labial ap-
pearance (or their perception thereof ) on their sex lives61 fit
both media coverage and surgical accounts.3,79 The range of
reasons is also reflected in advertising, which claims both
aesthetic improvements and (functional) increases in sexual
pleasure and psychological well-being.3,79

What is certain is that many women seek surgery to address
psychological concerns. For instance, Giraldo et al.39 claimed
that:

Psychological concerns are the most important reason for
women to have the size of their labia minora reduced. Protu-
berance of these genital structures beyond the labia majora is
often considered to be aesthetically and socially inconve-
nient. . . . Even after she has been assured that it is simply
congenital and that enlargement of the labia minora normally
has no clinical significance, many women remain dissatisfied
and suffer psychological distress. . . . [Jokes about labia minora]

can logically result in lack of self-confidence, loss of self-
esteem, feelings of belittlement, and diminished libido, with
the consequent psychological repercussions.39

Psychology provides a moral justification80 for cosmetic
surgery, rendering it acceptable. Through reference to psy-
chology, even aesthetic procedures can be reframed as about
functionality3 and as a legitimate way to move beyond bodily
distress.81,82 For instance, breast augmentation surgery has
been identified as ‘‘a means of establishing congruency be-
tween the body and mind, or developing an embodied self
that was comfortable.’’83 The question of what is functional
and what is aesthetic (and where psychology fits) becomes far
more complicated when FGCS is performed as part of a public
health service51 rather than in private healthcare. However,
the reasons given for surgery may be the ones women think
surgeons want to hear; functional accounts may be empha-
sized.9,61 The context of surgeries (public health system, pri-
vate healthcare) needs to be taken into account when
evaluating these reported reasons for seeking surgery.

Table 2: Reported Reasons for Seeking Labiaplasty

Study No. of cases Aestheticsa Medical=functional Psychologicala

Alter, 200837 407 402 (98.8%) any aesthetic
54 (13.3%) only aesthetic
348 (85.5%) aesthetic and

discomfort

353 (86.7%) any discomfort
5 (1.2%) only medical
348 (85.5%) discomfort

and aesthetic
Rouzier

et al., 200030
163 (87%) any aesthetic 64%: discomfort in clothing

26%: discomfort exercising
43%: entry dyspareunia

Miklos and
Moore, 200856

131 89 (68%) any aesthetic
49 (37%) only aesthetics
40 (31%) aesthetics

and functional

82 (63%) any functional
42 (32%) only functional
40 (31%) functional and

aesthetics
49=82 (60%) painful=

uncomfortable intercourse
45=82 (55%) discomfort

wearing clothing
38=82 (46%) discomfort

during exercise or activity
Pardo et al., 200657 55 53 (96%) any aesthetic 32 (58%) any functional 13 (24%) any psychological
Munhoz

et al., 200641
21 21 (100%) aesthetic

complaints
13 (62%) interference

with intercourse
10 (48%) poor hygiene
7 (33%) difficulty wearing

tight-fitting pants
Maas and

Hage, 200031
13 ‘‘Most dissatisfied with

the appearance
of their labia’’

13 (100%) functional
problems:
8 (61%) cycling
8 (61%) discomfort with

intercourse
4 (31%) walking
3 (23%) sitting
2 (15%) personal hygiene

9=13 (69%): self-esteem=
aesthetic concerns

Jothilakshmi
et al., 200944

6, aged
11–16

1=6 (17%): labia
too prominent
under swimwear

3=6 (50%)
2, labia caught in

underwear
1, vulval irritation

2=6 (33%)
1, worried about being

teased about long labia
1, embarrassment caused

by long labia

aPsychological reasons (such as embarrassment or self-esteem) were often either not explicitly assessed or appeared to be subsumed under
aesthetic, i.e., nonfunctional, reasons.
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In the case of labiaplasty, a condition designated hyper-
trophy of the labia minora84 is used to provide an apparent
medical warrant for labial reduction. Described in early case
reports as labia that ‘‘protruded in a wing-like fashion from
the vulva’’84 or, in Jeffcoate’s Principles of Gynaecology as ‘‘like a
spaniel’s ears,’’30 no explicit measurements of ‘‘abnormal’’
protrusion were initially given.84 Later articles have focused
on defining what counts as ‘‘hypertrophic’’ labia minora—
usually with no apparent evidence base—and this varies
substantially: some researchers claim 5 cm or more from base
to tip,31,42 others claim 4 cm30,43 or 3 cm (defined as ‘‘moderate
to large labia minora hypertrophy’’41). Some offer more spe-
cialized classifications: type I, <2 cm; type II, 2 cm–4 cm; type
III, 4 cm–6 cm; type IV,>6 cm40 or ‘‘lacking true hypertrophy’’
(<2 cm), ‘‘moderate hypertrophy’’ (2–3 cm), and ‘‘severe hy-
pertrophy’’ (4 cmþ).57 Although occasionally identified as ‘‘a
normal variant,’’29 hypertrophy tends to invoke abnormal
anatomy. Pardo et al.,57 for instance, defined labia minora of
<2 cm as of ‘‘normal size’’, which implies that anything larger
is abnormal. Likes et al. concluded that ‘‘the definition itself of
labial hypertrophy lacks scientific evidence.’’27 (Other problem-
atic aspects of the label hypertrophic labia are discussed later.)

At the broadest level, the underlying rationale for FGCS is
that women ‘‘choose’’ these procedures, without outside in-
fluence. Women undergoing the procedure typically report
that no other individual influenced their feelings or choice to
have FGCS, although one occasionally finds reference to jokes
or comments by others.39 A Dutch study found 14% of a
sample of 482 women reported receiving comments on their
labia from a partner; 7% received comments from other
women.85 In the only study to assess this systematically
among women having FGCS, 6.9% of 131 women reported
being influenced by a male or female sexual partner or
friend.56 The idea of individual choice underpins the ethical
acceptability of the procedure but is problematic, as debates
about and critiques of FGCS show.

Paralleling the proliferation in the last decade of surgeons
who offer FGCS, voices critical of FGCS have also increased.
Coming both from outside medicine3,19,20,65,79,86–91 and inside
medicine=health,4,7–10,51,92–94 as well as outside the acade-
my,95–97 these voices have raised numerous concerns in rela-
tion to the practice, marketing, and implications for women’s
health, of FGCS. Here, I discuss ethics and choice (two pri-
mary areas of debate), as well as broader issues related to
advertising, aesthetics, and pathologization. As labiaplasty
has tended to predominate in the medical, academic, and
popular writing on this topic and is seen as ‘‘the most estab-
lished’’9 FGCS, much of the debate specifically refers to la-
biaplasty. These debates intersect with critical scholarship
around women’s bodies and sexualities, (bio)medicaliza-
tion,98–103 and neoliberalism, choice and agency,91,104 which
cannot fully be developed in this article.

Ethics, FGCS, and Choice

Discussion of ethics has dominated the biomedical ‘‘debate’’
around FGCS,2,9,27,62,65,66,92,94,105,106 some of which has spe-
cifically related to minors.44,62,77,106 The debate has primarily
invoked three biomedical ethical principles (autonomy, non-
maleficence, beneficence) and focused on rights, choice=
coercion, and harm=benefit. Some expound the need for ad-
ditional principles, such as truth telling and risks,2,27 and touch

on the question of healing vs. happiness.65,66,92 A very narrow
framing of the three common ethical principles may allow for
the claim that FGCS is ethically justified; a broader view raises
more questions.

Although some claim that ‘‘for women who wish to have
cosmetic reconstruction of the external genitalia, there is no
valid reason to deny them this right,’’66 others contend that
‘‘the performance of a procedure for a non-life-threatening
condition, with minimal evidence to support it, is likely to
pose a moral and ethical dilemma.’’9 Liao et al., for instance,
recently concluded that:

Where decisions to operate on healthy sex organs are triggered
by a perceived defect informed by commercial pressures,
where reliable information on risks and benefits is unavailable
and where there is no provision of alternatives because there is
no concerted effort to develop them, the ethics behind in-
formed consent are vastly compromised.6

Sokol92 takes it further, arguing that doctors ‘‘should not
succumb to requests’’ for FGCS. Some authors view FGCS as
female genital mutilation (FGM)24,25,90; others note that some
FGCS technically violates laws around and fits within (legal)
definitions of FGM,62,87,88,107–109 but this has ‘‘not been subject
to legal scrutiny.’’87 This has been characterized as a ‘‘double
standard of morality’’107 that relies on the idea that Western
women freely choose FGCS.87

Patient choice (autonomy) is most commonly used to eth-
ically justify FGCS, but the concept needs broader analysis.
For autonomy to operate, the coercive influences a patient
needs to be free from include surgeon practices, and this
covers marketing=advertising.2,65,66,79 ACOG110 noted that
(easily found) marketing terms, such as pioneer and world-
leading, are misleading and potentially attract vulnerable
women.2 If social control is enacted through advertising and
media, which ‘‘create the guise of free choice,’’90 free ‘‘choice’’
becomes culturally circumscribed. Some ask how autono-
mous individual choices can be when considerable societal
and media pressure exists for women to alter their appear-
ances66,92,104 and note that ‘‘patient autonomy must answer to
the context in which women are making . . . choices.’’6 The
influence of culture on all women’s perceptions and feelings
about their bodies109,111 and their sexuality112 is well recog-
nized: bodies gain meaning within historically and culturally
specific contexts.87 Sullivan argues that ‘‘the ethical impera-
tive is to interrogate the ‘social imaginaries’—the perceptual
schemas—that constitute embodied subjects and their affec-
tive investments in ways that incite and then discriminate
against particular bodies and bodily practices.’’87

Certain sociocultural factors cluster to make women’s
‘‘choice’’ for FGCS almost logical: negative sociocultural rep-
resentations of women’s genitalia113 mean ‘‘pudendal disgust
is a social reality’’65; medicalization of sexuality99,114 priori-
tizes medical analyses and solutions, obliterating alternative
approaches26; the normalization of cosmetic surgery81,115,116

makes it something for everyone; and the normalization of
pubic hair removal117–120 and pornography65,121 bring visual
attention to (certain versions of ) vulval appearance,77 even as
many women remain unaware of the reality of vulval diver-
sity.9,77,122 The context also includes media coverage of, and
advertising for, FGCS, which ‘‘may also fuel the desire for
surgery.’’51,65 (See Braun91 for more discussion about
choice=agency=culture and FGCS.)
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The notion of informed choice is further rendered prob-
lematic if desire for surgery undermines women’s interest in
risk,51 which is again a complex issue.104 Goodman2 noted
that patients view FGCS as ‘‘relatively risk-free,’’ yet one
media article reported a woman who had received a ‘‘G-shot’’
who could only recall one of the 68 listed risks.123 The prin-
ciple of autonomy does not mean the patient’s will must be
obeyed: respect for autonomy can involve talking patients out
of surgeries,92,124 a point raised in relation to cosmetic surgery
generally.70 Tracy125 notes ACOG’s position is that ‘‘although
the decision of a patient to have an elective procedure should
be respected, it doesn’t necessarily have to be adhered to, if
this decision . . . conflicts with the physician’s understanding
of the level of risk.’’125 (Tracy125 also acknowledges the pres-
sures that gynecologists may experience from patients who
want this procedure and want to pay cash. She suggests this
pressure=coercion may lead doctors to undertake the surgery
and urges caution, as psychotherapy or other interventions
may be successful, and risks are not yet established.) ‘‘First do
no harm’’ must be taken seriously.70

As FGCS can currently be viewed as at least a ‘‘non-evidence
based practice’’51 and even ‘‘an extreme and unproved inter-
vention,’’51 there is insufficient evidence to claim these proce-
dures are clearly not harmful,4 nor is there enough to assess
how much risk there might be compared with other more
common elective cosmetic surgeries.125 In sexual medicine,
providing procedures that have been ‘‘demonstrated as inef-
fective’’ has been deemed unethical.126 Examples discussed
include most penile augmentation, FGM, and, potentially,
male circumcision. FGCS appears also to fit this definition.

What these discussions suggest is that even by narrow
criteria, the ethicality of FGCS is potentially undermined by a
lack of evidence of benefit and of risk or lack thereof. How-
ever, looking more broadly, more complex issues emerge to
muddy the question of ethics further.

Marketing and Medicalization

The influence of commercial imperatives is problematic65 (a
point recently noted in relation to the whole field of cosmetic
surgery70). British surgeons have noted that ‘‘aggressive mar-
keting has increased the demand for these procedures and
enabled them to flourish despite the paucity of evidence.’’9 In a
recent International Urogynecology Journal editorial, Pauls
claimed that ‘‘what is unique to this area is the patented and
secretive nature of some of the most marketed technologies and
the large financial gain driving this industry.’’94 Although some
surgeons are publishing case reports of techniques and even
reporting patient satisfaction (however limited their measures
might be9), others are not. One of the surgeons most publicizing
of FGCS, Dr. Matlock,55 appears not to have published any-
thing about his trademarked techniques. However, they are
highly marketed using (ostensibly) evidence-based claims about
outcomes,79 and Matlock offers training (for a fee); trained sur-
geons can then advertise—and use—his techniques.

Increasingly, FGCS is being critiqued as part of the wider
medicalization of bodies, sexuality, psychology, and general
life,65,86,92,93 not least in relation to the label, hypertrophic
labia minora. Alternatives to surgery for ‘‘treating’’ sexual or
genital ‘‘problems’’ in women are rarely even raised and cer-
tainly not promoted in much medical and popular discourse
about FGCS.89 The message is not that women should be

encouraged to develop a healthy sexuality. It is ‘‘that a
‘problematic’ vagina . . . can be fixed through surgery’’ rather
than change anything else,127 such as a bike seat, for in-
stance.77 A key question is whether surgery treats a pre-
existing problem or it is a case of disease mongering.128

Conroy24 has argued that it is disease mongering and that
Western medicine ‘‘is driving the advance of female genital
mutilation by promoting the fear in women that what is a
natural biological variation is a defect, a problem requiring
the knife.’’24 Liao and Creighton suggest that ‘‘the provision of
genitoplasty could narrow acceptable ranges [for labia mi-
nora] further and increase the demand for surgery even
more.’’51 Although disputed by surgeons operating in this
area,129 there is the potential that ‘‘a brand-new worry is being
created’’88 by the ‘‘existence and deployment of new flesh
technologies.’’89

It is also important to question the aesthetic ideals and
norms that may be being created.86 Very few surgeons note
that all female genitalia ‘‘are, in principle, normal’’42,47 and
that ‘‘the perception of female genital beauty is very much
culturally dependent.’’47 Alter’s account that ‘‘most consider
an aesthetic ideal as labia minora and clitoral hood that do not
protrude past the labia majora’’37 seems typical. What women
reportedly seek through FGCS is a ‘‘neat’’ vulva that resem-
bles that of a prepubescent girl51,62,130; a fleshy but smooth-
skinned (and firm) vulva, with labia minora that do not
‘‘protrude’’ beyond the labia majora; a ‘‘nicely’’ hooded and
‘‘contained’’ clitoris, as well as a ‘‘tight’’ vagina. Accounts and
marketing of these procedures, including before and after
photos, promote this particular aesthetic as the vulval ideal.79

This ‘‘ideal’’ vulva exists at one end of the spectrum of nor-
mality and diversity related to shapes, sizes, colors, propor-
tions and distances,131–133 as well as age.62,72,132 That Lloyd
et al.131 reported no significant association between any gen-
ital measurement and age, parity, ethnicity, hormone use, or
history of sexual activity is relevant, as such factors are still
claimed as relevant ‘‘causes’’ of labial enlargement.39 The idea
of a cause, which some authors seek to provide,43,45 frames
large labia minora in women as unnatural (prepubescent girls
with hypertrophic labia is a different story45). Furthermore,
some surgeons explicitly identify labial asymmetry as ‘‘a
morphological defect’’57 and promote symmetry as the goal37;
only one40 reports asymmetry as normal (which it is, both in
outcome132 and developmentally62) and attempts to retain
some labial asymmetry after labiaplasty.

Genital Aesthetics, Pathologization, and Production
of New Anxieties

The question to consider is whether new anxieties and,
thus, markets are being created through the promotion of
these surgeries and (implicitly and explicitly) a particular,
narrow, vulval ideal. In a context where there seems still to be
little general understanding of female genital diversity,77,122

the effect of a narrow representation of aesthetic ideals has
been questioned.6 Some women already report feeling that
their labia minora are not normal,31,34,77 especially if there is
any labia minora ‘‘protrusion’’ or asymmetry. A recent Dutch
survey85 reported nearly half (43%) of 482 respondents sam-
pled at three sites (mean ages 22, 40, 41) considered labia
minora appearance important, and 76% frequently examined
their own labia minora; 38% paid regular attention to the
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appearance of other women’s labia minora. Seventy-one
percent considered their appearance to be normal, 14% ab-
normal, and 7% had considered labiaplasty (this was higher
among the older participants). The authors considered this
evidence that ‘‘a new problem is evolving: heightened concern
with the appearance of the female genitalia.’’85,134

Pathologization of vulval diversity is occurring,86 which is the
reappearance of an old ‘‘problem’’. ‘‘Long’’ labia have for a long
time been taken as indicative of vulval and feminine patholo-
gy88; historically, measurement of women’s vulvas aimed to
identify associations between genital morphology and ‘‘condi-
tions’’, such as lesbianism.135–138 An interest in genital mea-
surement and what it might mean continues around intersex
individuals, where genitals beyond (or within) certain dimen-
sions were framed as not male and not female and, thus, prob-
lematic and (typically) needing surgery.139,140 It also continues
in discussion of the ‘‘C-V distance’’, that between a woman’s
vagina and her glans clitoris; a recent LA Times article reported
research that claimed that a distance of<2.5 cm ‘‘yield[s] reliable
orgasms during sex’’141—‘‘sex’’ being intercourse.

In the FGCS literature, there is a more general contradiction
between recognizing and acknowledging genital diversity
and framing labial size as a problem. For instance, ‘‘there is a
great variation in the size of the labia minora. When en-
largement occurs. . . .’’33 The word enlargement signals a state
beyond normal but relies on presumptions of normality to
determine what is actually enlarged. Such terms are applied
to normal variation; for instance, the labia minora described
by di Saia38 as ‘‘enlarged’’ fit well within the range of normal
labia minora demonstrated by Lloyd et al.131 Language is not
simply a tool for information transfer; it is bound up in the
creation of reality as it represents it.142,143 It (re)produces ideas
about normality and pathology. The label hypertrophy is a
perfect example of what might otherwise be normal variation
becoming a legitimate problem—a pathological condition.
There is anecdotal evidence that this language has shifted
outside the realm of medical diagnosis.144

In a published debate on labiaplasty ethics, Bachmann
noted that ‘‘language should be avoided that infers that the
labia minora, labia majora, clitoral hood, or the mons pubis
are misshaped or ugly and, through surgery, can be ‘restored’
to a more appealing size and shape.’’66 However, such lan-
guage is rife around FGCS.79 A key challenge for women’s
health professionals and educators is developing a different
language for labia minora, which does not implicitly reinforce
the perception that there is a normal=desirable state (i.e.,
‘‘contained’’) and an undesirable and pathological state (i.e.,
‘‘protruding’’).

The narrow aesthetic has been linked to mainstream por-
nography. In Matlock’s book, Sex by Design,145 the chapter on
labial reduction is titled ‘‘Centerfold Material: Aesthetic Im-
provements with Designer Laser Vaginoplasty.’’145 Matlock
claims many women ‘‘want Playboy-pretty outer vaginas
(aesthetically-pleasing vulvar structures).’’145 His unreflexive
reiteration of pornography images as the vulval ideal (an as-
sociation critically noted by many others) illustrates an im-
portant point: surgeons bring culturally influenced personal
values and preferences to the work they do.146,147 They may
also lack knowledge of ‘‘normality’’ in relation to labial di-
versity and size.77 How healthcare professionals treat wom-
en’s labial or vulval concerns can reinforce a perception of
abnormality or challenge it. Although some surgeons note

that reassurance of vulval normality and diversity is usually
enough to allay patient concerns,42,43 an assurance of nor-
mality alongside a referral to a specialist can actually tell the
woman that she is ‘‘outside the sphere of normal genital ap-
pearance.’’61 That such doctor-patient interactions, which
might otherwise seem patient centered and good practice,
could reinforce women’s negative genital perceptions indi-
cates a need to think carefully through how genital concerns
are managed in healthcare settings. At present, only one set of
guidelines (related to labia reduction requests specifically) has
been produced for gynecologists.77

Ramifications of FGCS into the Future

Although one might imagine that FGCS is an unlikely cu-
riosity, general popularity apparently is increasing. Media
coverage of new surgical interventions ‘‘seduc[es] more indi-
viduals to place their bodies under the surgeon’s knife,’’148,149

and this appears to be happening for FGCS. Although a dif-
ferent procedure in many ways, breast augmentation can be
used to explore future possibilities for FGCS. Breast augmen-
tation was, like FGCS, legitimized (in the 1950s) as a solution to
a newly created condition, hypomastia,19 but has since ex-
panded well beyond the realm of medical ‘‘necessity’’. It has
risen rapidly, from a relatively rare operation to being the most
common cosmetic surgical procedure in the United States in
recent years;54,150 for instance, ASAPS data indicate proce-
dures more than trebled between 1997 and 2008.54 A com-
parison made by a surgeon who offers FGCS, and ‘‘it’s sort of
coming out of the closet. It’s basically where breast augmen-
tation was 30 years ago,’’151 offers little to suggest FGCS will
prove to be a passing curiosity rather than, as one Australian
plastic surgeon claimed about labiaplasty, procedures that are
‘‘here to stay.’’50 FGCS potentially will become a sexual and
reproductive health intervention that many women express
interest in in the future and, thus, warrants critical attention
now for both clinical practice and research.

I believe we have an ethical obligation to question tech-
nological bodily interventions that have inadequate evidence
bases behind them and from which surgeons earn consider-
able income. I am not suggesting that the natural body is an
ontological truth or that any (aesthetic) technological inter-
vention into women’s bodies is a priori wrong. In the case of
FGCS, however, these interventions have many problematic
dimensions. Writing about FGCS, Wilding called for ‘‘resis-
tance to the unquestioned technological solutions to issues that
have profound psychological, emotional, cultural, and even
political origins and histories.’’89 This article has aimed to take
discussion of FGCS beyond the medical to show that surgery
need not become an unquestioned solution to genital distress.

Changes claimed to be associated with FGCS are not just
to do with material bodies; they are about psychology and
the sociocultural. Smaller labia do not create more self-
confidence; the mind does that. There are undoubtedly many
women with ‘‘small’’ and symmetrical labia minora who are
not bursting with (sexual) self-confidence. Likewise, the per-
ception that asymmetrical labia are disgusting, or simply
sexually undesirable, does not reflect a material truth; it is a
personal judgment that reflects certain sociocultural messages
about genital morphology.113 Similarly, the idea that surgery
will resolve this ‘‘problem’’ is not a natural one; it is logical in a
context of the medicalization of women’s sexuality,99,114 the
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normalization of cosmetic surgery,115,152 and the promotion of
FGCS.79 The body is always socioculturally produced and
mediated, and so is the mind. What is individually seen,
known, experienced, and desired is culturally produced; it
does not emerge purely from mental perceptual processes and
material cell masses.

These ‘‘debates’’ about FGCS unfortunately tend to polarize
around a perceived dichotomy: that either these procedures
are helping patients and relieving a preexisting distress or the
procedures and their advertising are creating a new problem, a
new market and ‘‘fueling a dangerous situation.’’94 Instead of
thinking in dichotomous terms, it is most fruitful to see that
FGCS can be both of these, simultaneously. It can potentially
relieve the distress an individual woman feels and may even
improve her self-esteem and sex life (although the evidence for
this is not adequate). At the same time, however, the promo-
tion of this intervention is creating a situation that is worse for
women overall, one in which women have yet another body
worry and a particular genital norm to live up to. In this way, it
can be seen as disempowering for women as a group. Thus,
whereas surgery might provide ‘‘genital liberation’’ for indi-
vidual women, it does nothing to improve the context in which
women ‘‘choose’’ these procedures. Arguably, the practice and
promotion of FGCS render women’s genitalia surgical,81 re-
inforcing a model of women’s genitalia as in need of surgery
and women’s genital concerns as fixable through surgery.3

Conclusions

I have reviewed and evaluated the evidence that currently
exists about FGCS and discussed the burgeoning debates
about it. Significant concerns exist in relation to the safety
and efficacy of these procedures, not least because the evi-
dence that currently exists is of questionable quality. FGCS
currently should be classified as a set of procedures not
clinically indicated and without an evidence base to support
their efficacy. As the debates about FGCS show, the contexts
and practice of FGCS are far more complex and nuanced
than is typically acknowledged within clinical reporting of
techniques and surgical outcomes. There remain troubling
concerns related to such areas as ethics, choice, pathologi-
zation, and medicalization. It seems vital that the level of
debate about FGCS be kept broad and critical if FGCS is not
to become a commonplace, unquestioned cosmetic group of
procedures.

At the very least, I would endorse Tiefer’s call for:

a ban on consumer advertising; research that is not funded by
industry; multimethod research which includes long-term
psychosocial as well as biomedical measures; comprehensive
sex education; attention to gender differences in the sources of
distress and dissatisfaction; professional sanctions for conflicts
of interest; and disclosure and transparency by all profes-
sionals involved.65

In relation to FGCS, we are far from this situation at present.
At a practical level, guidelines for dealing with patient re-
quests=concerns are being developed,2,77 which is an impor-
tant step. The issue of adequate surgical training153 remains
another.

FGCS presents a potentially complex challenge for pro-
viders of women’s health services who aim to intervene to
relieve patient distress in regard to genital appearance. The
professional and public discussion around FGCS needs to be

far broader than whether or not surgery might resolve an
individual woman’s concerns. As well as reviewing evidence
about FGCS, this article has summarized key debates in order
to aid critical discussion about this problematic form of cos-
metic intervention.
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Geburtshilfe Frauenheild 2009;69:19–23.

14. Borkenhagen A, Brähler E, Kentenich H. ‘‘Kosmetische
Labienreduktion’’-Forschungsstand zum psychologischen,
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58. Pardo JS, Solà V, Ricci PA, Guilloff EF, Freundlich O.
Colpoperineoplasty in women with a sensation of a wide
vagina. Acta Obstet Gynecol Scand 2006;85:1125–1127.

59. Girling VR, Salisbury M, Ersek RA. Vaginal labioplasty
[Letter]. Plast Reconstr Surg 2005;115:1792–1793.

60. Mazor KM, Clauser BE, Field T, Yood RA, Gurwitz JH. A
demonstration of the impact of response bias on the results
of patient satisfaction surveys. Health Serv Res 2002;37:
1403–1417.

61. Bramwell R, Morland C, Garden AS. Expectations and ex-
perience of labial reduction: A qualitative study. Br J Obstet
Gynaecol 2007;114:1493–1499.

62. Boraei S, Clark C, Frith L. Labioplasty in girls under 18
years of age: An unethical procedure? Clin Ethics
2008;3:37–41.

63. Cano SJ, Browne JP, Lamping DL. Patient-based measures
of outcome in plastic surgery: Current approaches and fu-
ture directions. Br J Plast Surg 2004;57:1–11.

64. Pusic A, Chen C, Cano S, et al. Measuring quality of life in
cosmetic and reconstructive breast surgery: A systematic

1404 BRAUN

http://online.liebertpub.com/action/showLinks?pmid=12479503&crossref=10.1111%2F1475-6773.11194


review of patient-reported outcomes instruments. Plast
Reconstr Surg 2007;120:823–837.

65. Tiefer L. Female cosmetic genital surgery: Freakish or in-
evitable? Analysis from medical marketing, bioethics, and
feminist theory. Feminism Psychol 2008;18:466–479.

66. Goodman MP, Bachmann G, Crista J, et al. Is elective vulvar
plastic surgery ever warranted, and what screening should
be conducted preoperatively? J Sex Med 2007;4:269–276.

67. Fogdestarn I. ‘‘Intimate surgery’’ of the female: A word of
caution. Acta Obstet Gynecol Scand 2004;83:1101–1101.

68. Labiaplasty nightmare. Steadyhealth.com Available at
www.steadyhealth.com=Labiaplasty_Nightmare_t112049.html
Accessed August 1, 2009.

69. labiaplastyrevision.com Available at www.labiaplasty
revision.com= Accessed July 10, 2009.

70. Mercer N. Clinical risk in aesthetic surgery. Clin Risk
2009;15:215–217.

71. Weber AMM, Walters MDM, Schover LRP, Mitchinson
AM. Vaginal anatomy and sexual function. Obstet Gynecol
1995;86:946–949.

72. Given FTJ, Muhlendorf IK, Browning GM. Vaginal length
and sexual function after colpopexy for complete uter-
ovaginal eversion. Am J Obstet Gynecol 1993;169:284–288.

73. Tunuguntla HSGR, Gousse AE. Female sexual dysfunction
following vaginal surgery: A review. J Urol 2006;175:
439–446.

74. Abramov Y, Gandhi S, Botros SM, et al. Do alterations in
vaginal dimensions after reconstructive pelvic surgeries
affect the risk for dyspareunia? Am J Obstet Gynecol
2005;192:1573–1577.

75. Minto CL, Liao L-M, Woodhouse CRJ, Ransley PG,
Creighton SM. The effect of clitoral surgery on sexual
outcome in individuals who have intersex conditions with
ambiguous genitalia: A cross-sectional study. Lancet
2003;361:1252–1257.

76. Crouch NS, Liao LM, Woodhouse CRJ, Conway GS,
Creighton SM. Sexual function and genital sensitivity fol-
lowing feminizing genitoplasty for congenital adrenal hy-
perplasia. J Urol 2008;179:634–638.

77. Paarlberg KM, Weijenborg PTHM. Request for operative
reduction of the labia minora: A proposal for a practical
guideline for gynecologists. J Psychosom Obstet Gynecol
2008;29:230–234.

78. Ritter J. Designer vaginas: Surgery plumbs new depths.
Chicago Sun-Times 2007:44.

79. Braun V. Selling the ‘‘perfect’’ vulva. In: Heyes C, Jones M,
eds. Cosmetic surgery: A feminist primer. Farnham, UK
Ashgate, 2009:133–149.

80. Frank AW. Connecting body parts: Technoluxe, surgical
shapings, and bioethics. Vital Politics Conf London: Lon-
don School of Economics, 2003.

81. Blum VL. Flesh wounds: The culture of cosmetic surgery.
Berkeley, CA: University of California Press, 2003.

82. Fraser S. The agent within: Agency repertoires in medical
discourse on cosmetic surgery. Aust Feminist Stud 2003;
18:27–44.

83. Gagne P, McGaughey D. Designing women—Cultural he-
gemony and the exercise of power among women who
have undergone elective mammoplasty. Gend Soc
2002;16:814–838.

84. Radman HMMF. Hypertrophy of the labia minora. Obstet
Gynecol 1976;48:78s.

85. Koning M, Zeijlmans IA, Bouman TK, van der Lei B. Fe-
male attitudes regarding labia minora appearance and re-

duction with consideration of media influence. Aesthetic
Surg J 2009;29:65–71.

86. Braun V, Tiefer L. The ‘‘designer vagina’’ and the patholo-
gisation of female genital diversity: Interventions for
change. Radical Psychol; 8. Online: http:==radicalpsychology
.org/vol8-1/

87. Sullivan N. ‘‘The price to pay for our common good’’:
Genital modification and the somatechnologies of cultural
(in)difference. Soc Semiotics 2007;17:395–409.

88. Davis SW. Loose lips sink ships. Feminist Stud 2002;28:7–35.
89. Wilding F. Tech Flesh 7: Vulvas with a difference. Ctheory.

net, 2001. Available at www.ctheory.net=articles.aspx?id¼
29 Accessed August 19, 2002.

90. Jeffreys S. Beauty and misogyny: Harmful cultural prac-
tices in the west. London: Routledge, 2005.

91. Braun V. ‘‘The women are doing it for themselves’’: The
rhetoric of choice and agency around female genital ‘‘cos-
metic surgery.’’ Aust Feminist Stud 2009;24:233–249.

92. Sokol DK. The harms of medicoplasty. BMJ 2008;337:844.
93. Fitzpatrick M. Brazilian bikini wax and the designer va-

gina. Br J Gen Pract 2007;57:1005.
94. Pauls RN. Nip, tuck and rejuvenate: The latest frontier for

the gynecologic surgeon [Editorial]. Inte Urogynecol J
2007;18:841–842.

95. Kamps L. Labia envy, 1998. Available at www.salonmagazine.
com=mwt=feature=1998=03=16feature.html

96. Gohman J. The vagina dialogues. Bust 2009; June=July:
48–53.

97. Walsh F. The arrival of the designer vagina. Metro 2005;
September:54–59.

98. Conrad P. The medicalization of society. Baltimore: Johns
Hopkins Press, 2007.

99. Hart G, Wellings K. Sexual behaviour and its medicalisa-
tion: In sickness and health. BMJ 2002;324:896–900.

100. Kaw E. Medicalization of racial features: Asian-American
women and cosmetic surgery. In: Weitz R, ed. The politics
of women’s bodies. New York: Oxford University Press,
1998:167–183.

101. Tiefer L. The medicalization of impotence: Normalizing
phallocentrism. Gend Soc 1994;8:363–377.

102. Rothman SM, Rothman DJ. The pursuit of perfection: The
promise & perils of medical enhancement. New York:
Vintage, 2003.

103. Tiefer L. Female sexual dysfunction: A case study of disease
mongering and activist resistance. PloS Med 2006;3:436–
439.

104. Raisborough J. Contexts of choice: The risky business of
elective cosmetic surgery. In: Jones JS, Raisborough J, eds.
Risks, identities and the everyday. Aldershot, UK: Ashgate,
2007:19–35.

105. Cosmetic labiaplasty: The great ethical debate. Berman
Sexual Health, 2007. Available at www.bermansexualhealth
.com=index2.php?option¼com_content&do_pdf¼1&id¼99
Accessed February 5, 2008.

106. Logmans A, Verhoeff A, Raap RB, Creighton F, Lent MV.
Should doctors reconstruct the vaginal introitus of adoles-
cent girls to mimic the virginal state? (Who wants the
procedure and why). BMJ 1998;316:459–460.

107. Essén B, Johnsdotter S. Female genital mutilation in the
west: Traditional circumcision versus genital cosmetic
surgery. Acta Obstet Gynecol Scand 2004;83:611–613.

108. Allotey P, Manderson L, Grover S. The politics of female
genital surgery in displaced communities. Crit Public
Health 2001;11:189–201.

FEMALE GENITAL COSMETIC SURGERY 1405

http://online.liebertpub.com/action/showLinks?crossref=10.1016%2F0002-9378%2893%2990077-V
http://online.liebertpub.com/action/showLinks?crossref=10.1097%2F01.prs.0000278162.82906.81
http://online.liebertpub.com/action/showLinks?crossref=10.1097%2F01.prs.0000278162.82906.81
http://online.liebertpub.com/action/showLinks?pmid=16406967&crossref=10.1016%2FS0022-5347%2805%2900168-0


109. Kennedy A. Mutilation and beautification: Legal re-
sponses to genital surgeries Aust Feminist Stud 2009;24:
211–231.

110. The American College of Obstetricians and Gynecologists:
ACOG committee opinion No. 341: Ethical ways for phy-
sicians to market a practice. Obstet Gynecol 2006;108:239–
242.

111. Bordo S. Unbearable weight: Feminism, western culture,
and the body. Berkeley, CA: University of California Press,
1993.

112. Fourcroy JL. Customs, culture, and tradition—What role
do they play in women’s sexuality? J Sex Med 2006;3:
954–959.

113. Braun V, Wilkinson S. Socio-cultural representations of the
vagina. J Reprod Infant Psychol 2001;19:17–32.

114. Tiefer L. The New View in activism and academics 10 years
on. Feminism Psychol 2008;18:451–456.

115. Brooks A. ‘‘Under the knife and proud of it:’’ An analysis of
the normalization of cosmetic surgery. Crit Sociol 2004;
30:207–239.

116. Banet-Weiser S, Portwood-Stacer L. ‘‘I just want to be
me again!’’: Beauty pageants, reality television and post-
feminism. Feminist Theory 2006;7:255–272.

117. Cochrane K. A choice too far. New Statesman 2007;136:
30–31.

118. Gill RC. Critical respect: The difficulties and dilemmas of
agency and ‘‘Choice’’ for feminism: A reply to Duits and
van Zoonen. Eur J Womens Stud 2007;14:69–80.

119. Schick V, Rima BN, Calabrese SK. Recreating a genital
aesthetic: Public representations of female genitalia 35
years after Betty Dodson’s slideshow. 34th Annual Con-
ference of the Assocation of Women in Psychology. New-
port, RI, 2009.

120. Herzig R. The political economy of choice: Genital modi-
fication and the global cosmetic services industry. Aust
Feminist Stud 2009;24:251–263.
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