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Abstract
Purpose of Review  This review seeks to integrate scholarly discussions of nonconsensual medicalized genital procedures, 
combining insights from the literature on obstetric violence with critiques based on children’s rights. In both literatures, it is 
increasingly argued that such interventions may constitute, or be experienced as, violations of patients’ sexual boundaries, 
even if performed without sexual intent.
Recent Findings  Within the literature on obstetric violence, it is often argued that clinicians who perform unconsented pelvic 
exams (i.e., for teaching purposes on anesthetized patients), or unconsented episiotomies during birth and labor, thereby 
violate patients’ bodily integrity rights. Noting the intimate nature of the body parts involved and the lack of consent by the 
affected individual, authors increasingly characterize such procedures, more specifically, as sexual boundary violations or 
even “medical sexual assault.” Separately, critics have raised analogous concerns about medically unnecessary, nonconsensual 
genital cutting or surgery (e.g., in prepubescent minors), such as ritual “nicking” of the vulva for religious purposes, intersex 
genital “normalization” surgeries, and newborn penile circumcision. Across literatures, critics contend that the fundamental 
wrong of such procedures is not (only) the risk of physical or emotional harm they may cause, nor (beliefs about) the good 
or bad intentions of those performing or requesting them. Rather, it is claimed, it is wrong as a matter of principle for clini-
cians to engage—to any extent—with patients’ genital or sexual anatomy without their consent outside of certain limited 
exceptions (e.g., is not possible to obtain the person’s consent without exposing them to a significant risk of serious harm, 
where this harm, in turn, cannot feasibly be prevented or resolved by any less risky or invasive means).
Summary  An emerging consensus among scholars of obstetric violence and of children’s rights is that it is unethical for 
clinicians to perform any medically unnecessary genital procedures, from physical examination to cutting or surgery, without 
the explicit consent of the affected person. “Presumed” consent, “implied” consent, and “proxy” consent are thus argued to 
be insufficient.
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Introduction

This review brings together two distinct strands of research 
in medical and sexual ethics that have largely been devel-
oping in parallel. One is from the literature on obstetric 

violence, the other from the literature on children’s rights. 
Both literatures seek to show how certain wrongful/harmful 
practices may become so embedded within institutions or 
power structures, including medicine, that they may come 
to be seen as “normal” or “inevitable”—not only to those 
who engage in the practices but also sometimes to those 
who are wronged or harmed [1–3]. What unites the prac-
tices considered in this review is that they all involve inter-
ventions into the genital or sexual anatomy of individuals 
who are undergoing medical care. The focus is on situa-
tions in which the explicit consent of the individual could be 
obtained (i.e., without placing them at a significant risk of 
serious harm), but where it is nevertheless not obtained. In 
these situations, clinicians may believe that the individual’s 
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consent is “implicit,” can be “presumed,” or is obtainable 
by “proxy,” whereas critics argue that these assumptions are 
unjustifiable.

The first strand of research concerns unconsented so-
called intimate exams: namely, pelvic or prostate exams 
conducted without prior permission (e.g., on anesthetized 
patients), typically for teaching or training purposes [4]. Crit-
ics argue that these exams, being both nontherapeutic1 and 
nonconsensual, violate patients’ bodily integrity rights irre-
spective of the level of physical or emotional harm they may 
cause, whether on average or in a specific individual.2 Given 
that, compared to various other parts of the body, people 
have an especially weighty interest in determining for them-
selves whether or how others may engage with their genital or 
sexual anatomy (see Box 1), some authors go further to argue 
that these exams—in failing to respect that weighty inter-
est—should be viewed as “medical sexual assault” [10•, 11, 
12•]. Similar arguments about the importance of obtaining 
explicit consent for procedures involving a patient’s sexual 
anatomy, unless doing so would expose the individual to a 
significant risk of serious harm (e.g., due to a medical emer-
gency; call these exceptional procedures “medically neces-
sary”), have recently been made in relation to episiotomies 
performed during birth and labor [13, 14•, 15].

The second strand of research concerns medically unnec-
essary genital cutting or surgery in persons considered too 
young to consent, primarily prepubescent minors (hereafter, 
“children”). Examples include ritual “nicking” of a child’s 
vulva for religious reasons, intersex infant “normalization” 
surgeries, and nontherapeutic newborn penile circumci-
sion. These types of procedures should be contrasted with 
genital cutting or surgery performed after puberty—at the 
individual’s own request—as such procedures fall outside 
the scope of this review.

In the case of minor children, it is commonly argued that 
parents may give “proxy” consent for interventions into 
the child’s body which they judge to be in the child’s best 
interests. However, even among those who accept this view, 
it is widely acknowledged that there are, or must be, cer-
tain limits to the sorts of procedures that clinicians—qua 
clinicians—can ethically or even legally offer to perform 
on children’s bodies, especially on their genitalia, notwith-
standing parental requests or permission [16]. For example, 
it is generally agreed that clinicians may not permissibly 

perform “cosmetic” labiaplasties on children who are inca-
pable of consenting [17]; nor may they apply decorative 
genital piercings to children’s penises or vulvas, even if 
this were demanded by the child’s parents [18]. It might 
be thought that such practices are condemnable insofar as 
they lack “health benefits” [but see [19]] or are unaccept-
ably risky. However, increasingly, it is argued that—as with 
pelvic exams on anesthetized patients—it is categorically 
wrong3 for a clinician to touch, much less apply surgical 
instruments to, the genitals of a patient who lacks consent 
capacity unless doing so is medically necessary [20•, 21, 
22, 23•].

Among other, more immediate worries, such as pain 
or the risk of surgical complications, critics of medically 
unnecessary child genital procedures contend that these pro-
cedures necessarily contravene the child’s (future) bound-
ary-setting rights over their own sexual anatomy. In other 
words, they allege that the procedures violate one’s right to 
sexual autonomy,4 which includes the right to refuse poten-
tially unwanted genital contact or modification, before one 
is capable of exercising that right (i.e., the right is violated 
preemptively or in advance) [for discussion, see [26]]. Thus, 
like the first strand of research focused primarily on obstetric 
procedures, this strand, focused on children’s bodies, empha-
sizes the central role of informed personal consent, rather 
than third-party judgments of harm or benefit, in grounding 
the ethics of medicalized genital procedures. In either case, 
if someone is temporarily unable to consent to a medically 
unnecessary genital procedure—whether as an anesthetized 
adult or a prepubescent child—it is argued that clinicians 
must wait until it becomes possible to obtain the person’s 
consent before proceeding with the intervention even if it 
could reasonably be judged to be beneficial.

Intimate Exams and Episiotomies

Consider unconsented ‘intimate’ exams (see Box 1 regarding 
this terminology). As noted, these are nontherapeutic pelvic 
or prostate exams performed on patients who are sedated or 
under general anesthesia, primarily for educational or train-
ing purposes, but without their explicit prior consent [27–29, 
30•, 31, 32]. In response to growing outcry about this prac-
tice, at least 19 US states have passed statutes as of 2022 to 
clarify that such unconsented intimate exams are not only 
unethical, but unlawful [32–34]. According to the bioethicist 1  Note: it is a basic tenet of Western medical ethics that even thera-

peutic procedures cannot ethically be performed on patients who are 
able to consent but who decline to do so [5]. This is true regarding 
any type of medical care (whether involving the pelvic region or any-
where else) and applies even when the patients’ decisions contradict 
their physicians’ recommendations [for a recent discussion, see Earp 
et al. [6]].
2  On the nature and ‘scope’ of the moral right to bodily integrity, 
see Earp et al. [7], Tesink et al. [8], Alderson [9].

3  That is, wrong as a matter of principle within the relevant ethicole-
gal context.
4  This right is often considered to be even more important, or worthy 
of respect, than one’s overall right to bodily autonomy. For a recent 
philosophical discussion, see Kianpour [24]. For a classic article, see 
Archard [25].
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and legal scholar Dena Davis, even apart from such statutes, 
such behavior “constitutes the tort of battery”:

Battery is defined as harmful or offensive contact. 
These pelvic exams clearly constitute offensive con-
tact. [Physicians] might claim [they] could not have 
known that the person would regard it as offensive, 
but that defense will not wash ... if the medical faculty 
assumed that most patients would consent, they would 
just ask; the resistance to asking permission suggests 
that they know that at least some patients would refuse. 
[27] (p. 193)

The implied argument, then, is that patients have a right 
to refuse such contact. This, in turn, entails that they must 
where possible (e.g., without putting their lives at risk) be 
given a meaningful opportunity to do so. Those who, by 
contrast, believe it is unnecessary to create the conditions 
for such refusal may contend that the exams in question are 
“low risk” procedures, while also stressing that they are 
done without sexual intent for the benefit of medical students 
and thus, ultimately, future patients [27]. However, critics 
respond that these claims, even if true, are unpersuasive. 
Even if the exams were for the patient’s own benefit, rather 
than that of medical students or others, they would still have 
a right of refusal.

The reason for this is that the primary ethical—and also 
legal—criterion for permissibly intervening into another per-
son’s sexual anatomy (whether or not that person is currently 
occupying a patient role) is neither a clinician’s assessment 
of how “risky” the intervention is, nor whether they take 
themselves to have good intentions, but rather, the person’s 
own consent [28]. This consent cannot simply be presumed. 
As the journalist Misha Valencia writes, “The very act of 
penetrating someone’s genitals without their permission or 
knowledge, absent a medical emergency, is [not only unethi-
cal but] criminal. We shouldn’t redefine, accept, or mini-
mize this behavior just because it’s being done by a medical 
professional. Actually, just the opposite: We should expect 
medical providers to adhere to a higher standard” [29] (p. 3).

Comparable arguments have been made about uncon-
sented procedures during hospital births, such as episioto-
mies,5 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 experi-
ence episiotomies—when done without their explicit con-
sent—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 fea-
tures (e.g., breasts or anus) that are widely considered to be 
especially intimate or private (see Box 1).

Box 1. Why are some body parts but not others con-
sidered “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 con-
sented—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 con-
sidered 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 sub-
ject 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 prac-
ticed 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.

As van der Pijl and colleagues note in their article about 
episiotomies, the social significance of the genitals as inti-
mate anatomy in many cultures “leaves a very small mar-
gin for error because invasion of these body parts without 
consent is an, unfortunately, relatively widespread and 
well-known social phenomenon with a specific degrading, 
humiliating and dehumanizing meaning.” Sadly, as we will 
illustrate in later section, “[t]he medical setting cannot fully 
escape this connotation” [14] (p. 614).

5  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 deliv-
ery, placement of fetal scalp electrodes or intrauterine pressure cath-
eters, and cervical examination” [35] [p. 628].
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Making a similar point about unconsented pelvic exams 
more than 20 years ago, Dena Davis argued that “medical 
practice cannot abstract itself from the culture in which it 
operates; thus we have the persistent preference of many 
patients for female gynecologists, the practice of requiring 
chaperones when male doctors perform pelvic exams even 
on conscious patients, and other ways in which the medical 
establishment acknowledges the special status and concerns 
that attach to the reproductive parts of our bodies.” After 
noting that these parts are sometimes colloquially referred to 
as “our privates,” Davis writes: “Our community expresses 
that heightened concern by surrounding offensive touching 
of one’s reproductive parts with heightened protection and 
heightened penalties for infractions” [27] (p. 194).

Of course—in the overwhelming majority of cases—cli-
nicians who perform episiotomies, pelvic exams, or other 
genital procedures on patients without their express permis-
sion, do not intend to degrade or humiliate their them, much 
less treat them in a dehumanizing manner. However, as we 
will discuss, the “meaning” of one person’s nonconsensual 
involvement in another’s sexual anatomy is not solely, or 
even primarily, determined by the intentions of the actor. 
Rather, it is up to the recipient of such behavior to decide 
about its meaning in relation to their own embodiment and 
sexual boundaries.

From Adults to Children

The preceding arguments do not only apply to procedures, 
such as episiotomies or educational pelvic exams, that are 
primarily carried out on adults. Young people, too, may be 
exposed to unwanted or unwarranted touching of their sex-
ual anatomy both within and outside of a medical context 
[47]. The unnecessary pelvic exams performed by disgraced 
former sports medicine physician Larry Nassar, discussed 
below, are a particularly striking example of this. However, 
other medically unnecessary procedures affecting children’s 
sexual anatomy continue to be performed by clinicians—
often without the child’s consent or agreement—despite 
typically being much more intrusive than “mere” genital 
touching or examination.

A key example is genital cutting or surgery. In some 
cases, such an act may be medically necessary in the sense 
that it must be performed without delay to prevent a serious 
harm to the child [48]. In such a high-stakes, time-sensitive 
situation, it may not be possible to delay the procedure until 
the child can consent or assent on their own behalf. Instead, 
doctors may need to rely on the “proxy” consent of the 
child’s parents or guardians. Such emergency procedures 
are generally uncontroversial.

In other cases, however, clinicians may, at the request—
or with the agreement—of parents or guardians, choose to 

perform a medically unnecessary genital procedure on a 
child, not to prevent a serious and imminent physical harm, 
but for largely sociocultural reasons [49]. When this is done 
on a non-voluntary basis, that is, without, at minimum, the 
well-informed and uncoerced agreement of the child, dis-
tinctive ethical concerns are raised. As noted, such proce-
dures may include medicalized “nicking” or “pricking” of 
the vulva (i.e., to draw a drop of blood for ceremonial pur-
poses, also sometimes proposed as a compromise to avoid 
more invasive cutting) [50–52], infant intersex “normaliza-
tion” surgeries [53••, 54, 55], or newborn penile circumci-
sion [56–58].

Traditionally, supporters of these practices have argued 
that they are, or may be, in the best interests of the child 
(e.g., by conferring probabilistic health advantages, such as 
a moderately reduced risk of potential future infections), or 
at least that they are not so harmful, if performed relatively 
safely by a qualified practitioner, to justify refusing parental 
requests for them [59–64]. In response, opponents of the 
practices have often tried to show that they are, or may be, 
more physically or emotionally harmful than had previously 
been assumed [e.g., [65–68], with both sides appealing to 
various empirical studies or testimonials to bolster their 
respective positions. Either way, an assumption has been 
that the measurable consequences of these practices are what 
determines their moral status. However, within the literature 
on medicalized child genital cutting practices in the Global 
North [69], another argument is gaining traction that more 
closely parallels the rights-based reasoning of opponents of 
unconsented pelvic exams or episiotomies.

As mentioned, this reasoning puts less weight on third-
party judgments of how harmless or beneficial a proposed 
genital procedure (i.e., on someone else) will be, and more 
weight on the ability of the individual concerned to make 
their own decision—including with respect to what counts as 
a relevant harm or benefit in the first place, and/or how much 
weight to place on each given one’s preferences and values. 
Thus, the view holds that it is always, as a default, wrong 
for a clinician to interfere with a patient’s sexual anatomy 
without their own consent. If someone is unable to consent 
due to a temporary lack of decision-making capacity, such 
as an unconscious adult or an infant child, clinicians must, 
according to this view, therefore wait until the person (re)
gains capacity before proceeding with the intervention. This 
ensures that the person has a chance to exercise their afore-
mentioned right of refusal: namely, their right to refuse any 
unnecessary or unwanted contact with their so-called inti-
mate anatomy (see Box 1).

If, by contrast, a clinician acts before the person is in 
a position to refuse, for example, by performing a medi-
cally unnecessary genital procedure on them while they are 
unconscious or underage, their right of refusal is violated 
in advance. What is done cannot be undone. Thus, it is only 
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when a nonconsensual genital procedure must be performed 
immediately (i.e., while the person lacks capacity) to prevent 
a sufficiently serious harm to them6 that it becomes even 
potentially permissible according this view [e.g., [20]].

Resisting a Sexual Interpretation

The idea that a routine, medicalized genital procedure could 
be (experienced as) a sexual boundary violation is not self-
evident to everyone. Regarding unconsented pelvic exams, 
for instance, Dena Davis has described an interpretive 
“chasm” between two groups of people, namely, potential 
patients and (some) medical educators. On the one hand, 
the non-physicians she observed making posts in an online 
discussion forum on the topic, most of whom were female, 
“reacted with shock and outrage.” Some physicians and phy-
sician educators, on the other hand, responded by saying, 
“This is the way everyone learns to do pelvic exams. What’s 
the problem?” [27] (p. 193).

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 exam-
ple, 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 or intentions one has in 
relation to those parts (e.g., seeking training versus receiv-
ing 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.

This may have been true, for example, of Larry Nassar, 
the previously mentioned erstwhile physician to the US 
women’s national gymnastics team. Nassar used his position 

of medical authority to abuse hundreds of women and young 
girls in his care, most often under the guise of conducting 
“pelvic exams” or “therapies” [72–74]. Although the athletes 
were not physically injured by the procedures, and although 
many did not initially object to them (trusting as they did 
in Nassar’s status as their doctor), they later came to under-
stand what had happened as a sexual violation.

Nassar was clearly a bad actor. He deliberately penetrated 
his patient’s genitalia, knowing this was not medically neces-
sary, seemingly for his own enjoyment. But it is not clear that 
such a motive is necessary for a sexual violation in this con-
text to occur. Otherwise, it might seem that a “good actor”—
one without sexual motives—could perform the same physical 
actions under the same medical circumstances as Nassar with-
out comparable issue. However, that does not seem to be case. 
Once a patient comes to understand that, when they were in a 
vulnerable position (e.g., too young to consent), their doctor 
deliberately penetrated their genitals, knowing this was not 
medically necessary, it may be immaterial to them what his 
“actual” motives were. The patient’s sexual embodiment was 
invaded without due cause [see, e.g., [75]].

The same point applies to unconsented intimate exams car-
ried out for medical training purposes. Presumably, the vast 
majority of educators who instruct their students to perform 
such exams are “good actors.” They do not see their behavior 
as sexual. Their intention is to help their students. Yet according 
to midwife and ethicist Stephanie Tillman, “[o]nly flimsy differ-
ences delineate Nassar’s assaults from unconsented educational 
penetrative pelvic exams under anesthesia” [12] (p. 15). In both 
cases, a trusted authority figure physically probes (or instructs 
the probing of) the genitalia of a vulnerable person within their 
care. In neither case is this done with the patient’s permission, 
and nor do they face an urgent medical situation, such that their 
“hypothetical” permission could plausibly be assumed [76]. 
Intentions aside, therefore, a violation has occurred: a viola-
tion of a person’s sexual embodiment.

This is not to suggest that intentions do not matter. For 
example, they may often shed light on a person’s moral 
character: someone with bad intentions should typically be 
judged more harshly than someone with good intentions, 
all else being equal. However, according to the view under 
consideration, the moral status of the action itself (i.e., a cli-
nician intervening into a patient’s sexual anatomy outside of 
a relevant medical emergency) is more appropriately under-
stood in terms of the consent of the patient than in terms of 
the intent of the practicing clinician [77].

Some clinicians embrace this perspective. Peter Ubel is 
one such pioneering physician who has studied the prac-
tice of pelvic training exams by medical students [71]. He 
states, “We don’t see a pelvic exam as having any sexual 
content at all, but that’s not how other people perceive it. 
There’s no way a physician would ever equate a pelvic exam 
with rape—there is no rape content to it. But the fact that 

6  A sufficiently serious harm, in this case, is one that (a) poses a 
substantial threat to the person’s long-term well-being, yet (b) can-
not realistically be prevented or resolved by any less risky or intrusive 
means than by the proposed nonvoluntary genital procedure, such 
that—at least on some views—(c) the person’s hypothetical consent 
to the procedure can in fact legitimately be presumed. However, see 
Pugh [70] for an alternative perspective.
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someone else perceives it that way makes it important” [78] 
(n. p., emphasis added). Shawn Barnes, another physician, 
agrees, and as a medical student helped to pass Hawaii’s 
law requiring explicit consent for pelvic exams by medi-
cal students [79]. Julie Chor, an obstetrician-gynecologist, 
also supports explicit consent for pelvic exams and sees this 
as integral to the physician/patient relationship [31]. Thus, 
while Davis, in her early paper, anecdotally found many 
clinicians in favor of the status quo, growing numbers of 
clinicians do acknowledge the social distinction between the 
genitals and other body parts and the corresponding (height-
ened) importance of letting patients determine what happens 
to their intimate anatomy.

Implications for Child Genital Cutting 
or Surgery

If the preceding analysis is correct, then medically unneces-
sary intimate exams may violate patients’ rights—including 
their sexual boundary-setting rights—just in case they are 
done without the patient’s own consent. This section consid-
ers whether the same conclusion applies, perhaps a fortiori, 
to medically unnecessary genital cutting or surgery that is 
likewise done without the patient’s own consent (for exam-
ple, in the case of infants and children).

Patient testimony is once again instructive. Consider the prac-
tice of surgically “normalizing” the genitalia of children born 
with certain intersex traits due to a difference of sex development 
[54]. The goal in these cases is not to prevent an imminent physi-
cal harm, but rather, to conform the child’s genitals to a perceived 
ideal for dimorphic (male or female) embodiment [80]. Although 
many individuals who were subjected to such surgeries in early 
childhood do not (openly) report feeling resentful about them 
[64], many others do regard what was done to them before they 
could consent as a serious violation of their bodily autonomy 
[81–83]. Moreover, for some, this violation feels sexual in nature, 
even if that was not the intent; and the fact that it took place 
in a medical setting, far from reducing the concern, may make 
the sense of violation even worse. According to Janik Bastien-
Charlebois, an intersex woman and professor of sociology:

I did not have a word for that kind of sexual [violation], 
nor could I ever envision it applying to such a context, 
having been raised to see doctors as benevolent pro-
fessionals whom I must trust, and who have a right 
of access to my body. This dispossession process is 
insidious. We are told our bodies belong to ourselves 
in some awareness-raising classes at school or by par-
ents, except experience often imprints another mes-
sage … that our bodies belong to medicine, and that 
doctors have the final authority to judge of its worth. 
[84] (n. p.).

As an additional point of overlap, consider that many 
unconsented pelvic exams are thought to happen while the 
patients are unconscious; they only learn about what hap-
pened to them later. A similar process of “discovery”—with 
a subsequent feeling of violation—can occur with certain 
forms of child genital modification [85]. This may happen, 
for instance, when a person reads about, or more vividly, 
watches a video of the procedure to which they were sub-
jected prior to forming conscious memories. As one man 
named William (age 58) reports:

It took a long time for me to watch a circumcision video, 
but when I did, it was obvious that the baby was suffer-
ing extreme pain. ... Then I realized, that happened to 
me. Even though I don’t remember it, I greatly resent 
that a physician, for a fee, strapped me to a board and 
cut off about half the covering of my penis, probably 
without any anesthetic. ... I can’t believe that a physi-
cian, who is sworn to improve health and to do no harm, 
could possibly do this to a helpless infant. If I were a 
physician, I would not cut off part of a boy’s body for all 
the money in the world. [86] (pp. 55 and 58).

However, even when part of a child’s body is not actually “cut 
off,” interventions into their genitals that are not medically neces-
sary may still be experienced as sexual violations. A “test case” for 
this view is the example of ritual “nicking” of the vulva—assuming 
a medicalized form—as this is widely considered to be among the 
least severe or invasive types of genital cutting performed on chil-
dren (of any sex) by clinicians. Most commonly practiced today in 
parts of South and Southeast Asia, where it is often done by Mus-
lim healthcare providers on cultural or religious grounds [86–88], 
ritual nicking has also been proposed as a “compromise” procedure 
in certain Global North countries, such as the USA [50] and Italy 
[89] (i.e., to discourage parents from mainly African immigrant 
groups from seeking more invasive interventions).

Defenders of legal tolerance for ritual nicking often argue 
that the procedure is insufficiently physically harmful to 
justify state prohibition and punishment [90]. Yet, physical 
harm is not the only relevant consideration. From a sexual-
boundary based perspective, nonconsensual ritual nicking 
may be seen as an intrinsic violation; or at least, a potentially 
unwanted (and therefore possibly emotionally harmful) form 
of genital interaction [91].

Consider the experience of Saleha Paatwala, a young 
Muslim woman from the Dawoodi Bohra community, whose 
religious leaders endorse a form of genital cutting for girls, 
alongside a more invasive procedure (i.e., penile circumcision) 
for boys, that is alleged to be similar to the ritual nick [92]. 
At the age of 7, Saleha was taken by her grandmother to be 
“circumcised” by an unfamiliar woman:

She asked me to lie down and, uh, this very thought gave 
me goosebumps all over my body. [This] woman started 
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pulling down my underwear. And that whole idea ... it 
was really scary. She took it out and now she spread my 
legs, grabbed the blade, and cut something between my 
legs. It was definitely painful. [But] it was more embar-
rassing because a lady whom I did not know saw my 
[private] area at that point of time, and she did not see 
but she also cut ... [93] (n. p.)

Although Saleha mentions the pain of being cut, she pri-
marily stresses the embarrassment of feeling exposed: having 
her underwear pulled down, legs spread apart, and genitals 
viewed by someone she did not know. She had been socialized 
to see her genitals as intimate anatomy (see Box 1). In other 
words, she was led to believe that this was a special part of her 
body she had a right to make certain decisions about—a right 
that was now being taken away. As she explains, that day, it 
wasn’t “just a piece [of flesh] that was cut, it was a part of me, 
a very important part that I wouldn’t give a right to, a right to 
someone to even touch without my consent” [93] (n. p.).

As the stories of Saleha, William, and Janik illustrate, just 
like some adults who, upon learning what was done to their 
genitals by a clinician while they lacked capacity, come to 
feel disturbed and even sexually violated by the interven-
tion (e.g., an unconsented pelvic exam under anesthesia), 
so too do some individuals affected by childhood genital 
procedures come to feel a similar way [e.g., [94–98••]; see 
also references above]. But even if someone does not come 
to feel harmed or violated, it may still be argued that a vio-
lation has occurred. Already, it is widely accepted that if 
a person—whether an adult or legal minor—is capable of 
consenting to genital contact, “but declines to do so, no type 
or degree of expected benefit, health-related or otherwise, 
can ethically justify the imposition” of such contact. If, by 
contrast, “a person is not even capable of consenting due to 
a temporary lack of sufficient autonomy (e.g., an intoxicated 
adult or a young child),” it is argued that there are strong 
moral reasons, if not an absolute right, “in the absence of a 
relevant medical emergency to wait until the person acquires 
the capacity to make their own decision” [20] (p. 18).

Conclusion

Medicalized nonconsensual genital procedures are often 
evaluated in terms of harms or benefits. However, recent 
ethical analysis has focused on ways in which such proce-
dures can (also) be understood—and experienced as—sexual 
boundary violations. Across literatures, an emerging view 
among opponents of these practices is that the fundamental 
wrong involved in such nonconsensual genital interventions, 
when performed by clinicians in the absence of a justifying 
medical emergency, is not (only) that they carry a certain 
level of risk of physical or emotional harm. Nor, critics 

contend, is the wrong fundamentally due to (assumptions 
about) the good or bad intentions of clinicians performing 
such procedures. Rather, it is due to morally objectionable 
features inherent in the procedures themselves: namely, that 
they involve a medically unnecessary interference with a 
vulnerable person’s sexual anatomy, without their con-
sent, in situations where, among other considerations, their 
hypothetical consent cannot be presumed. It is increasingly 
argued that clinicians may not ethically perform any medi-
cally unnecessary genital procedures, whether by means 
of touching or examination, nicking or pricking, cutting 
(including episiotomy), or surgery, without the explicit 
authorization of the person themselves.
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