Reviewer comment: 

Thank you for your article, which addresses an increasingly urgent and under-researched issue in different global North and South contexts. It is an article that can provide insights and further reflection. I think it could be improved. In your argument, you write (p. 7 : 57-60; p. 8:  4-12): 

Amongst scholars engaged in ethical analysis of CGM, a growing number suggest that in addition to concerns about surgical risk or loss of healthy tissue, it is necessary to consider the total embodied experience of the recipient of an unrequested genital modification. Thus, it can be asked, not only whether such modifications are potentially or actually harmful, but also whether they may constitute a violation of personal boundaries that may reasonably relate one’s sense of sexual integrity. From such a perspective, the purported wrong of medically unnecessary CGMs—like the wrong of medically unnecessary ‘intimate’ exams—may not ultimately rest on the predicted effects of the intervention, but on the fact of its being done without the explicit prior consent of the person whose sexual anatomy is concerned (5,16,10). In either case, the argument rests on the genitals being seen a primary site of personal sexual boundaries (65)

It would be important to better explain that doctors also have 'their embodied experience of the body', which reflects to a lesser extent the imaginaries of their patients' bodies. These imaginaries influence both medical knowledge and the way consent is mobilised and thus obtained. Furthermore, in time and space, the notion of explicit consent is not the same for everyone. What is considered intimate about the body and sexuality is not perceived and experienced in the same way in different cultural contexts.

In this sense, it would also be important to point out that in some contexts - I have in mind some in the global south, but not only there - 'consent' is equivalent to the cultural incorporation of certain 'values' or norms. In others, even in the medical context, it is not possible to obtain explicit consent because the parents may not be able to do so because they are illiterate or because they do not speak the official language. It would be important to make a brief mention of these cases as well. Thank you so much

Response: 

Thank you for this useful feedback. We have edited the text in a couple of different ways to account for your insightful observation. First, we have added an example (episiotomies) to allow for additional contextual information regarding sociocultural variance in notions of bodily intimacy and consent – elaborated on in Box 1, also added –  as follows:

Comparable arguments have been made about unconsented procedures during hospital births, such as episiotomies,[footnoteRef:1] as highlighted in recent work by Marit van der Pijl and colleagues (14) [see (36–43) for comments and replies]. As evidenced by patient testimony, many women who experience episiotomies—when done without their explicit consent—as intrusive, unwelcome, and even, in some cases, as a personal violation akin to sexual assault (13). The latter interpretation coheres with the aforementioned legal and ethical assumption that, with few exceptions, people ought to have the chance to give or withhold their consent to others’ engagement with their bodies, particularly when it comes their genital or sexual anatomy—among other bodily features (e.g., breasts or anus) that are widely considered to be especially intimate or private (see Box 1).  [1:  Incisions into the perineum to widen the vaginal opening. Other procedures related to birth and labor that have recently been argued to require explicit consent include “amniotomy, operative vaginal delivery, placement of fetal scalp electrodes or intrauterine pressure catheters, and cervical examination” (35) (p. 628).] 


Box 1. Why are some body parts but not others considered “intimate”? Adapted from (37).

As philosopher Talia Mae Bettcher argues, there is a reason that grabbing someone’s genitals (or breasts, etc.) without their consent, versus grabbing their hand without their consent, is usually a more serious wrong. There is a distinctive sort of violation involved in the former that is not involved in the latter. This violation has to do with the relationship between selective, voluntary exposure of our genitals (etc.) under certain conditions—i.e., based on a personal decision to “open ourselves up” to others’ engagement with those normally hidden body parts—and the very possibility of certain kinds of human intimacy (44). 

As Bettcher acknowledges, when clinicians gain intimate access to our bodies for medical purposes, “the pursuit of intimacy is not the aim.” Rather, “health is, and the traversal of sensory boundaries may be necessary for medical purposes” (44) (p. 6, emphasis added). If it is not necessary, however—and we have also not consented—the background conditions for appropriate traversal have not been met. Our boundaries have been violated. Which is to say, the very boundaries that make certain forms of intimacy possible in our lives, including sexual intimacy with chosen romantic partners, may be degraded by such unconsented traversals. 

Patients generally agree on the social significance of genitals, as distinct from other parts of the body. Pelvic exams are often considered by patients to be "particularly threatening” and sometimes perceived as fearful, anxiety-provoking, embarrassing, humiliating, or disempowering. Prostate exams are often viewed similarly, with patients sometimes experiencing shame and mistrust. And yet, there is no known literature about patients’ similar feelings for, say, an eye or shoulder exam (4).

This is not to suggest that what is considered intimate or private about the body is the same for every person in every situation. Even what it means to give valid consent in a medical setting may be subject to sociocultural variation. Understandings of what is medically “necessary” may also differ (45). But there are some widely shared background norms within Western medicine as it is currently practiced in liberal democracies of the Global North, such as England or the United States (46). That is the assumed context of this review. Yet insofar as similar notions of consent, bodily integrity, and sexual intimacy do carry normative force beyond this context, the arguments reviewed herein may have wider purchase.    


And we have also, per your suggestion, called attention to the doctor’s own embodied experience and (variable, context-sensitive) representation(s) of patient corporeality: 


The latter response may initially seem callous. However, it must be remembered that these physicians bring their own embodied experiences to patient encounters that are rooted in a particular history. As a part of their training, for example, physicians must get used to certain ways of interacting with people’s bodies (touching them, cutting into them, and so on) that would be highly transgressive in a non-medical context. Thus, the felt significance of certain body parts in a clinical setting, and/or the goals and intentions one has in relation to those parts (e.g., seeking training versus receiving treatment), may differ for many physicians compared to non-physicians at an intuitive level (71).

Thus, as Davis notes: “defining the offense as a sexual one is understandably distressing to physicians, who have gone to great lengths to define pelvic (and mammary) exams in nonsexual ways” (27) (p. 194). The same lesson applies to clinicians who engage in medically unnecessary genital procedures in infants and children. From their vantage point, presumably, an intervention into a patient’s genitalia or other intimate anatomy could only appropriately be considered a sexual violation if the physician undertaking the intervention had a sexual intent. 

