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Toward a Feminist Model for Women’s Healthcare: The Problem of False Consciousness and the Moral Status of Female Genital Cosmetic Surgery
Abstract
Female Genital Cosmetic Surgery (FGCS) is an umbrella term referring to different procedures including labiaplasty (reducing the length of the labia minora), clitoral hood reduction (reducing excess folds of the clitoral hood), hymenoplasty (building the hymen), labia majora augmentation (increasing the labia majora), vaginoplasty (tightening the vagina), and G-spot amplification (increasing the size and sensitivity of the G-spot). This paper is concerned with “all-or-nothing” approaches to FGCS procedures in women’s healthcare, i.e., those that overemphasize either women’s autonomy so as to defend total accessibility to the procedures, or the oppressive social context affecting women as to defend the total banning of the procedures. What is missing in the literature, however, is an articulation of how both approaches ignore that the practice of autonomy can coexist and coincide with facing up to oppression. This paper first provides an articulation of how these attitudes – seemingly in disagreement – have underlying normative assumptions in common. This articulation further helps frame the so-called tension between oppression and autonomy in a way that highlights unique aspects of FGCS procedures. By contrast, I argue in favor of an “in-between” approach, which takes both phenomena into consideration.  I argue that merely emphasizing psychophysical harm is not sufficient to justify the total banning of an FGCS procedure. Instead, identifying patterns of false consciousness, as a form of epistemic injustice and weighing those against other forms of potential harm done to a patient provides a moral basis for a doctor to possibly deny a patient’s consent at face value. This also requires a substantial shift in the doctor patient relationship such that it centers around moral deliberations between the two parties. This deliberative model of the doctor patient relationship is intended as a first step toward a feminist model for women’s healthcare; by grounding an “in-between” approach to FGCS where the denial or acceptance of the patient’s consent to an FGCS procedure relies on their epistemic situatedness, and whether the doctor considers that situatedness to justify their motivation to undergo the surgery.
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Introduction
The literature on plastic, cosmetic, and reconstructive surgeries has widely captured the complexity of the ethical dimension of the phenomenon and its consequences (Goupil and Ferneini 2019, Gupta et al. 2019, Gallo et al. 2018, Teven and Grant 2018, Nejadsarvari et al. 2016, Sterodimas et al. 2011.) The rapidly growing popularity of Female Genital Cosmetic Surgeries (FGCS) – even among minors – during the past few years (Young 2017, Mackenzie 2017), however, calls for further normative consideration. In this paper, I focus on the normative dimension of FGCS by characterizing the approaches toward the practices, which usually become the matter of either a total ban or total accessibility without further taking into consideration what kind of context or potential outcome might play a role in either the permissibility or its lack, such as the case of hymenoplasty in the United Kingdom and Iran. 
Since January 2022 it has been an offense to carry out, aid, and offer hymenoplasty, with or without consent, in the United Kingdom for everyone – including both citizens and habitual residents – as well as for UK citizens overseas (Health and Care Act 2022).[footnoteRef:0] As Health Minister Robin Swann points out, the primary purpose of the ban is to prevent women from being “coerced, forced, and shamed” into the procedure leading to trauma in the victim, which has “even been linked to suicide” (UK Department of Health 2022). The high level of government intervention in the UK highlights that regardless of patients’ consent or circumstances, they are denied access to this procedure.  [0:  Health and Care Act 2022 Amendments: 231H, 231J, 231K, 231L, 231M, 231N, 231P, 231Q, 231R, 231S, 231T, 231U, 313ZA, 313ZB, 313ZC, 313ZD, 313ZE, 313ZF, 313ZG, 313ZH, 313ZJ, 313ZK, 313ZL, 313ZM, 314B.] 

In Iran, in contrast with the UK, hymenoplasty is a popular procedure, this being due to various factors, including the importance of brides’ proving their virginity on their wedding night (Bastami 2015). Indeed, in many parts of the country, such as Kerman, exhibiting “blood-stained bed sheets” is still a significant indicator of virginity for brides, where the lack of such performance, half of the time, results in a violent reaction by the groom (Niki Rashidi et al. 2020). As a result, many women undergo hymenoplasty to increase the chance of this performance. The lack of any kind of intervention in Iran ignores that women are often forced to undergo this surgery due to religious or cultural factors and highlights that a patient’s consent to the procedure on the official paperwork takes priority over the kind of harm done to women in cases where they are not genuinely willing to undergo the procedure. 
Although at first glance it might seem that the two countries’ approaches toward hymenoplasty are broadly the opposite of one another, in fact, they both demonstrate what I call an “all-or-nothing” approach to an FGCS practice. Broadly speaking, an all-or-nothing approach to women’s healthcare either focuses on the negative consequences of a medical procedure so as to ban it regardless of women’s adaptive preferences or ignores the oppressive context that pushes women toward such procedures regardless of the consequences of such accessibility. This paper is primarily concerned with characterizing all-or-nothing approaches to FGCS procedures. As the focal point of this paper, I argue that all-or-nothing approaches to FGCS overemphasize either women’s autonomy so as to defend total accessibility to the procedures, or the oppressive social context affecting women as to defend the total banning of the procedures; yet both such extremes ignore that the practice of autonomy can coexist and coincide with facing up to oppression.
I argue what these approaches have in common is that both rely on an autonomy-centric definition of adaptive preferences, which on its own is problematic. Autonomy, in this sense, should be understood as rationality in the sense of being fully informed on a subject matter. If adaptive preferences are to be understood based on how autonomy deficits they are, and that a type of such preferences are autonomy deficits specifically because they are shaped, formed, and reinforced by oppressive social contexts, then there is a genuine dichotomy between autonomy and oppression in this sense. However, as I show, not only should adaptive preferences, even the ones shaped by oppressive social contexts, not be understood in terms of one’s autonomy but also, the dichotomy between autonomy and oppression is a false one. 
Alternatively, I propose an “in-between” approach that takes both phenomena into consideration. This in-between approach further provides moral grounds for doctors to deny patients’ consent at face value when necessary rather than completely banning an FGCS procedure and thus proposes a step toward a feminist model for women’s healthcare. I argue that merely emphasizing the negative consequences of an FGCS procedure is not adequate to justify the total banning of it. It is rather the phenomenon of epistemic injustice, particularly in the form of false consciousness understood as an epistemic agent’s weakened or lack of ability to recognize that they have false beliefs on a particular subject matter that can justify the doctor in denying a patient’s consent to an FGCS procedure at face value. I show that the type of adaptive preferences that are shaped, formed, or reinforced based on one’s false consciousness are the ones requiring a kind of social intervention. However, rather than leaving it to the government to overexercise its power over women’s bodies, I argue that this kind of intervention should be placed within the normative boundaries of the doctor patient relationship.
I then argue that identifying patterns of false consciousness shaping one’s adaptive preferences regarding an FGCS procedure and weighing those against other forms of potential harm done to a patient is a multifaceted phenomenon that requires a substantial shift in the doctor patient relationship, which recenters it around the development of moral deliberations between the two parties. Based on this deliberative model of the doctor patient relationship, the doctor’s responsibility is to “help the patient determine and choose the best health-related values that can be realized in the clinical situation” (Emanuel and Emanuel 1992). In other words, the doctor is placed in a similar role as a teacher or a friend to the patient and contributes to their empowerment by knowing them, suggesting what course of action is most admirable, and engaging in dialogue with them regarding health-related values (Emanuel and Emanuel 1992). I argue that through this deliberative model, it is possible to take into consideration to deny a patient’s consent to an FGCS procedure at face value. 
It should be noted that one of the major objections against the deliberative model concerns “whether it is proper for physicians to judge patients’ values and promote particular health-related values” (Emanuel and Emanuel 1992). In other words, the objection lays emphasis on the importance of “value-free” clinical practice (Grovitz 1982). However, the feminist women’s health movement has highlighted that the paternalistic so-called ‘value-free’ approach puts doctors in the position of ‘technicians,’ and takes away their responsibility to be part of the process of epistemically empowering women regarding their health-related values. I argue that the significance of the deliberative model of the doctor patient relationship – proposed as a first step toward a feminist model for women’s healthcare – lies in its grounding an “in-between” approach to FGCS where the denial or acceptance of the patient’s consent to an FGCS procedure at face value relies on their epistemic situatedness.
All-or-Nothing Approaches to Female Genital Cosmetic Surgeries
Female Genital[footnoteRef:1] Cosmetic Surgery (FGCS) is defined as “the surgical alteration of the vulvovaginal anatomy intended for cosmesis in women who have no apparent structural or functional abnormality” and is an umbrella term referring to different procedures including labiaplasty, clitoral hood reduction, hymenoplasty, labia majora augmentation, vaginoplasty, and G-spot amplification (ACOG Committee Opinion 2020). Labiaplasty refers to a medical procedure reducing the length of the labia minora (Özer et al. 2018); Clitoral hood reduction is a procedure reducing excess folds of the clitoral hood (Zeplin 2016); hymenoplasty refers to a procedure building the hymen (Saraiya 2015); labia majora augmentation is a procedure increasing the labia majora (Jabbour et al. 2017); vaginoplasty refers to a procedure tightening the vagina (Davies and Creighton 2007); and G-spot amplification is a procedure increasing the size and sensitivity of the G-spot (Bachelet et al. 2014). [1:  Although there is a need to be more inclusive in the use of technical terms in medicine, this urge should stem from the medical professionals and scholarly works themselves. Thus, in this paper, whenever I – as the author – am referring to a part of my own argument, I use the term “vulva” and whenever I am refering to the technical term for this type of cosmetic surgery in question, I use the common technical term in medicine, “female genital” or more specifically “female genital cosmetic surgery.”] 

In light of this definition, FGCS does not include medical procedures performed for clinical purposes, such as sexual dysfunction or interference in athletic activities (ACOG Committee Opinion 2020). For instance, someone might undergo labiaplasty because their enlarged labia causes a sense of discomfort or dysfunction during horse riding or cycling (Canadian Medical 2022); but that procedure is not considered a type of FGCS. Additionally, FGCS does not include gender-affirming care (ACOG Committee Opinion 2020). Some types of surgeries that would count as FGCS in a different setting, such as vaginoplasty, are used in gender-affirming care as well (Horbach et al. 2015). However, whether it is about a transgender or a cisgender woman (Schall and Moses 2023), gender-affirming care – broadly speaking – is a complex and multifaceted phenomenon and should not be reduced to a mere matter of cosmetic enhancement of a body part. Consequently, this paper is concerned with FGCS procedures, which are solely performed for the purpose of mere aesthetic enhancement of the vulva due to different religious, cultural, or social norms. 
	The literature on FGCS is relatively new and still developing with the first scholarly discussion on the matter published in 1984 by Hodgkinson and Hait and the emergence of the literature in public discourse a decade later in 1998 (Tiefer 2008, Goodman 2009). In parallel with the growing literature on the topic, the demand for FGCS surgery has significantly increased during the past few years. For example, labiaplasty[footnoteRef:2] is currently the most popular FGCS procedure and is among the fastest-growing cosmetic procedures in general, having increased by more than 50% between 2014 and 2018, followed by vaginal rejuvenation procedures, which just in one year, between 2005 to 2006, increased by 30% primarily due to aesthetic reasons (ACOG Committee Opinion 2020, ISAPS International Survey 2018, Guissy et al. 2017).  [2:  In the US, labiaplasty is not only the most popular FGCS procedure but also among the fastest growing cosmetic procedures at large. In just one year, 2015-2016, there is also a 39% increase, of which over 5% were undergone by girls under the age of 16 (American Society for Aesthetic Plastic Surgery 2016).] 

It is also worth mentioning that the rapidly increasing popularity of FGCS is not merely among adults. In the UK, for instance, reports show that girls as early as nine are seeking FGCS, particularly labiaplasty (Young 2017, Mackenzie 2017). Apparently, in the past few years, there has been a growing concern among women, particularly young girls, regarding how their vulvas look, reflecting a growing belief among this demographic that there is something wrong with the way that their vulvas are to the point of expressing disgust and hatred toward them (Young 2017). For example, Ana (her pseudonym), a fourteen-year-old British girl, explains how she sought labioplasty because her vulva did not look “tidy” or “neat” enough to her (Mackenzie 2017). As she points out, people around her watched pornography and from this, she had formed the idea that her vulva should be “symmetrical” and “not sticking out” (Mackenzie 2017). 
	There is a great deal of speculation as well as studies regarding the causes of the increasing popularity of FGCS procedures. Some doctors and surgeons have reported that women bring vulva pictures from porn magazines during their visits (Braun 2005, Green 2005). Indeed, pornography is among the top factors in the theories explaining the rise of FGCS during the past few years (Green 2005, Rodrigues 2012). For instance, according to one theory, it is the biopolitical situatedness of women’s vaginas centering around the easy accessibility of pornography that regulates “vulval aesthetics” to create more “optimal,” “useful,” and “exceptional” vaginas (Rodrigues 2012). However, many empirical studies show that there is no strong correlation between consuming pornography among women and a high level of genital dissatisfaction across different countries, ages, levels of education, and sexual orientations (Rothman 2021, Sorice-Virk et al. 2020, Laemmle-Ruff et al. 2019, Jones and Nurka 2015, Jones et al. 2015, Kvalem et al. 2014). Other approaches to pornography as a major cause of genital dissatisfaction focus more on the dynamics of pornographic culture, such as the positive association between male partners’ pornography consumption and objectifying women’s bodies (Tylka and Van Diest 2014), self-objectification as a form of internalizing a sexualized view of one’s body via visual consumption (Jones et al. 2015), and public hair removal (Green 2005, Koning et al. 2009, Rodrigues 2012). Some scholars point out other causes such as the corporate pharmaceutical market and its associated commercial interests (Tiefer 2008), and the negative side effects of FGCS procedures, such as scarring, infection, hypersensitivity or loss of sensation, dyspareunia, and wound dehiscence (ACOG Committee Opinion 2020).  The same goes for the negative side effects or ambiguity in FGCS practices. As Ion and Creighton explain, despite the popularity of the procedures, especially labioplasty, the practices are “poorly described” and there is a lack of standardization and uniformity (2019).
	Although there is no mutual agreement on the cause, the ambiguity in the practices, and the negative side effects of FGCS procedures, the empirical importance of these issues plays a role in determining whether the procedure is beneficial to a patient or what the doctor’s responsibility in a given case is. In this paper, however, the core of the normative deliberation surrounding FGCS procedures is in a sphere beyond context-specific empirical studies. In other words, while the significance of these issues should not be dismissed, the main arguments of this paper still stand even if in the future, such procedures become much less ambiguous or have much less negative side effects on a patient. The same goes for the cause of the recently gained popularity of such procedures. It is true then that with more accurate empirical studies on the cause of this recent popularity, there will be a more comprehensive understanding of the procedures. However, capturing the moral and epistemic dimensions of FGCS procedures, especially regarding all-or-nothing approaches, though empirically informed, belongs to a normative sphere beyond that.
Due to the controversial nature of FGCS procedures, there are different attitudes to these practices that might seem the opposite of one another, such as the total ban on hymenoplasty in the UK or the total accessibility of the practice in Iran. However, what is missing in the literature is an articulation of how both sides are similar in terms of sharing an all-or-nothing approach to the procedures, which is the focal point of this paper. Although at first glance these attitudes seem to be completely in disagreement with one another, filling the gap in the literature on how they both share an underlying similar core helps understand what is unique specifically in the case of FGCS procedures. It additionally helps understand the importance of a well-shaped articulation of the so-called tension between autonomy and oppression. In order to fill this gap, comparing the following policies and drawing out the normative assumptions as well as the consequences of each is crucial. 
	In the case of the ban on hymenoplasty in the UK, the main reason cited to justify the ban is announced to be a combination of psychophysical factors such as preventing women from being shamed into or traumatized by the procedure. It should be noted that in the case of hymenoplasty, this attitude is not limited to the UK. Indeed, in 2018, the World Health Organization (WHO) called for banning “virginity testing” for a variety of reasons including gender discrimination and negative health impacts. Nevertheless, for a variety of reasons, depending on the context, a doctor might be justified in performing the surgery. For instance, in Iran, hymenoplasty is popular due to a variety of factors such as the importance of a woman’s proving her virginity on the wedding night. While there are many good reasons to call out and argue against the underlying misogyny of this norm, it is important to note that having access to this procedure also opens a path for some Iranian women to enjoy an active pre-marital sex life without facing serious consequences after marriage. In other words, the increasing number of hymenoplasties in Iran is not merely a sign of the increasing oppression that women face regarding the virginity norm, but also an indicator of the number of women who engage in an active sex life before marriage (Kaivanara 2016).
	Taking this context into consideration, seeking hymenoplasty can also be interpreted as a sign of rebellion and resistance, through which Iranian women “negotiate between dominant models of gender and their own subjective experiences” (Kaivanara 2016). That is, “by manipulating the medicalization of virginity, women inadvertently resist dichotomous gendered classifications that constrain them as either the deviant woman who has premarital sex or the normal woman who remains virginal until marriage” (Ahmadi 2015). Consequently, for this group of women, both of the empirical studies above suggest that lack of accessibility to hymenoplasty implies a lack of an active premarital sexual life to a certain degree, one that enables them to rebel against the discriminatory values that require the virginity of the bride as a mark of a “good” or “normal” woman. Therefore, despite being aware of the severity of the norms regarding bridal virginity and the side effects of the procedure, some women in Iran are willing to undergo the surgery to have control over their lifestyles in a society that is still bound to strong gender norms, boundaries, and roles for women.
	Additionally, to undergo the surgery is to prevent serious consequences and violence from men, whether from the groom himself or other men in the families, due to the “failure” to perform virginity on the wedding night. For instance, in Kerman, where the “blood-stained bed sheets” tradition is still a significant virginity indicator for brides, failure to exhibit such a performance directly results in grooms becoming violent in half of all cases (Niki Rashidi et al. 2020). As a result, for a group of Iranian women, despite knowing and resisting such norms, undergoing the procedure is a way to make sure there is a higher rate of successfully performing virginity on the wedding night to keep themselves safe from domestic violence. Therefore, in this case, as well, the benefits of keeping themselves safe outweigh the common psychophysical side effects of the procedure.
	In response to the argument above, one might object that although, in this case, hymenoplasty seems emancipatory, by participating in it, the oppression that Iranian women face is still upheld and perpetuated. It is important, however, to note that there are different ways of challenging oppression and patriarchal norms. Broadly speaking, in the case of having an active sex life for a woman, much still needs to be done in Iranian society. As one study suggests, in Iran, girls from young ages get a unified message from teachers and parents “to avoid any friendly relationship with the opposite sex during adolescence” (Alimoradi et al. 2019). With the lack of appropriate sex education, while promoting “the belief that future good wives did not have friendships with the opposite sex” by society at large (Alimoradi et al. 2019), it would be difficult to conceive a situation where direct collective actions of women, particularly in more conservative areas of the country, would cause sustainable social change regarding how the society views women’s sexuality. The alternative, in this case, would be to either adhere to the cultural norms or have an active sex life in the least costly manner. As a result, the question of whether viewing hymenoplasty as emancipatory leads to perpetuating oppression does not capture the depth and complexity of this issue. Rather, the question here is why ‘non-virgin’ unmarried Iranian women who are the target of severe patriarchal norms should be solely the ones who pay the cost of such needed drastic social change. In such cases, where the law and the culture are hand in hand against women having an active premarital sex life, having access to hymenoplasty can be a means for social change through which women do not have to completely adhere to the norms while not being the only ones facing the costly consequences of those norms regarding their sexualities. 
	More importantly, what this objection ignores is that social change requires a transformation in the external materiality of social structures as well (Haslanger 2015, 2017). In other words, not only whether by participating in hymenoplasty, Iranian women are perpetuating oppression against themselves is not an accurate question to be asked in this case, but also, it further ignores under what circumstances progress becomes possible in the first place. When it comes to social change, especially in this sense, it is not merely enough to highlight whether a collective of women themselves are willing to change their course of action. Rather, it is important to highlight patterns of structural gender inequality, intertwined with other forms of inequality, especially socioeconomic and ethnoracial in this case, to point out that progress in this sense requires a drastic societal shift on how to view women’s sexuality in the first place, which is not up to any particular woman individual. For instance, besides Iran, Egypt is another country where women seek hymenoplasty to perform virginity on their wedding night (Wynn 2016). Disguising any bodily evidence of ‘premarital’ sexual activities, not only many women but also doctors are on board to perform the surgery because it is perceived to be a cost-effective way of saving women’s lives against shame, stigma, and domestic violence (Farouk 2021, Wynn 2016). Consequently, when we highlight the structural patterns in which women or healthcare professionals make such decisions as the point of departure, the question then becomes about how to make structural progress possible rather than pointing out individual women’s course of action, which then opens up space to further interpret seeking hymenoplasty as a sign of rebellion and resistance. 
Nonetheless, it is important to acknowledge that there are many cases in which women are forced into an FGCS procedure due to the stigma surrounding the normative performativity of the vagina, such as lack of virginity. For instance, Hafsah (her pseudonym), a thirty-year-old Kurdish-British woman, explains that her parents emotionally blackmailed her to undergo hymenoplasty against her will because she was raped as a child and they were “obsessed with the idea of presenting her as pure on her wedding night” (Summers 2022). When there is total accessibility to FGCS procedures, women in Hafsah’s position are forced into the procedures despite their own wishes, and so only consent to the procedure on the official paperwork. 
The difference between the two cases above lies in recognizing that fighting oppression, especially in the form of misogynistic and patriarchal norms, takes a long time and is a matter of intergenerational resistance. Consequently, women should be allowed to resist oppressive norms however they can and want to. Indeed, what is worrisome about approaches that deny the difference between the two cases above is that they implicitly imply how women should practice their autonomy to resist in the only acceptable way. While no one should be actively forced into any FGCS procedures against their will, undergoing an FGCS procedure as an extension of wanting an active sex life does not automatically translate into a lack of awareness toward oppression and, instead, can be a response to it, depending on the social context.
A response to the argument above can be that instead of banning FGCS procedures that might be beneficial in specific contexts, there is still the option of banning certain FGCS procedures for a specific demographic. In other words, one might argue that an all-or-nothing approach to this issue is still beneficial in certain specific cases. For instance, despite an increasing trend of seeking labiaplasty among minors, it is “desirable” to not perform an FGCS procedure until the age of eighteen (Kalampalikis and Michala 2021). In 2015, approximately 400 minor girls underwent labiaplasty with an 80% increase from 2014 (Women’s Wellness Institute of Dallas, n.d.). However, even in this case, it is still not a justifiable option to completely ban FGCS procedures for minors because a situation is still conceivable where there might be some benefits for a minor, such as preventing serious suicidal thoughts. Therefore, the problem with a total ban on any FGCS procedures for any particular demographic is that it is always possible to come up with a real-life scenario in which the practice can save someone’s life or benefit them despite the negative consequences.
	Simultaneously, my argument above does not endorse the idea that all choices should be allowed regarding FGCS procedures without any kind of social intervention. As Clare Chambers argues, “the desire to be normal” is crucial in the decision-making process to undergo an FGCS procedure (2019). However, as she explains, all of our choices “are made within a social context,” surrounded by norms and expectations (2019). Nonetheless, the problem is that her view implies that one’s adaptive preferences in a position of disadvantage in society are a case of injustice and a ground for further governmental intervention (2019). In other words, the challenge is to take the path of not banning any FGCS procedures while still rejecting the idea that all choices are acceptable without falling into victimizing women or further reinforcing governmental authority over their bodies. 
One way to find a path between the two sides, I argue, is to articulate the coexistence of autonomy and oppression in a way that leads to a theoretical shift from all-or-nothing approaches to the problem, as well as from looking only at the negative consequences of FGCS procedures. Alternatively, I argue that by offering a comprehensive account of false consciousness shaping, forming, and reinforcing one’s adaptive preferences regarding an FGCS procedure, understood as a form of epistemic injustice, there is a morally justifiable basis for doctors to consider denying a patient’s consent at face value by a case-by-case evaluation.
False Consciousness and the Problem of Adaptive Preferences
In order to demonstrate the underlying similarities between all-or-nothing approaches to FGCS procedures and make a case for an in-between approach, I argue that denying the coexistence of the oppression women face and their autonomy rather portrays an oversimplified picture relying on the false dichotomy between the two. In her book, Adaptive Preferences and Women’s Empowerment, Serene Khader extensively argues that adaptive preferences, even those shaped by oppressive social contexts, or as she calls inappropriate adaptive preferences, are not necessarily autonomy deficits (2011). Broadly speaking, “self-depriving desires people form under unjust conditions are typically referred to as “adaptive preferences.”” (Khader 2011). Based on Khader’s argument, it is impossible to have an autonomy-based definition for adaptive preferences without facing major inconsistencies with our intuitions. In her argument, Khader considers a variety of definitions of different types of autonomy – with its sister concepts such as agency or rationality – in the literature, and in every single case, she argues that defining adaptive preferences based on that particular definition fails. For the purpose of this paper, I highlight part of Khader’s argument against understanding adaptive preferences based on autonomy as rationality in the sense of being fully informed on a subject matter. The reason that this specific part of Khader’s argument is crucial to laying out the underlying similarities between all-or-nothing approaches to FGCS procedures is that this definition is appealing to make a case for governmental intervention, or its lack, similar to the UK’s and Iran’s cases as well as Clare Chamber’s suggestion. 
	Based on an underlying assumption in such all-or-nothing approaches, adaptive preferences should be understood via autonomy in a relational sense of being fully informed. In other words, under this definition, to have a genuinely oppression-free preference is to be fully informed regarding that preference and its consequences. Perhaps then if a group of Muslim women seek hymenoplasty in the UK, it is because they are not fully informed about being forced into the procedures as well as its negative consequences, such as anxiety. Also, in the case of minor girls seeking labiaplasty, perhaps if they just get exposed to the idea that their vulvas are not abnormal, they become fully informed and do not seek such procedures. The articulation of adaptive preferences shaped, formed, and reinforced by oppressive social contexts as information deficits is then appealing to make a case for governmental intervention because it takes place within one’s instrumental preferences, being unaware of what an issue and its consequences really are. Perhaps then the UK government’s intervention in denying a patient’s consent to hymenoplasty is still within the liberal boundaries of a state because it is just interfering with the coercive forces and the negative consequences leading to hymenoplasty that a patient is not entirely aware of; or as Clare Chambers suggests, one’s adaptive preferences in the position of disadvantage in society justify government intervention because had the patient not been in that position, they would not have their adaptive preferences. That is, it is being oppressed that prevents one from having access to being fully informed on a subject matter to having a different preference that justifies government interventions. Similarly, the lack of government intervention in Iran ignores the oppressive context that pushes women toward such procedures regardless of the consequences of such accessibility. Perhaps then one’s consent to an FGCS procedure on the official paperwork implies that the patient is fully informed and that no coercive social forces shaped their adaptive preferences to seek the procedure.
What is missing in both cases, however, is an acknowledgment that broader social contexts that shape adaptive preferences might even matter more than merely exposing people to other formerly unknown alternatives. Instead of completely ignoring the oppressive contexts or justifying government intervention, such cases require “support for the creation of social networks” that celebrate one’s growing independence and allow one to navigate the challenges within a social support system (Khader 2011). In other words, any kind of appropriate social intervention that one might think of in such situations is more difficult to achieve than merely denying women’s consent or denying oppressive social contexts shaping their adaptive preferences.
	The problem with the definition above is that in many cases of adaptive preferences shaped by oppressive contexts, “we would expect adaptive preferences to disappear when deprived people are exposed to new information” (Khader 2011). However, that is simply not the case in many instances of seeking FGCS procedures. For example, in the case of hymenoplasty in Iran, many women are indeed fully aware of the context through which they make the choice of undergoing the surgery, including the serious consequences they would face if they fail to perform virginity on their wedding nights. Also, in the case of minors seeking labiaplasty, exposing them to the idea that there is no abnormality to their vulvas is not merely enough to address why they falsely believe that their vulvas are not normal. In other words, in such cases that would be left out of consideration by the all-or-nothing approaches to FGCS procedures, the problem is not with practicing autonomy as not being fully informed and so, understanding these types of adaptive preferences based on rationality/information deficits is not justified. 
	If, as Khader argues, we do not define adaptive preferences – shaped by oppressive social contexts – based on autonomy, then there is no genuine tension between one’s autonomy in the sense of rationality as being informed and being oppressed. In other words, denying the coexistence of autonomy in this sense and oppression relies on having an autonomy-centric understanding of adaptive preferences within such oppressive contexts, which, as shown above, is problematic on its own. Alternatively, there should be a way of characterizing adaptive preferences – shaped by oppressive social contexts – beyond the sphere of autonomy in this sense. Additionally, while the argument above shows that mere governmental intervention in such cases is not justified, it does not imply that any sort of social intervention should not exist or cannot be effective. All the argument above implies is that intervention – even when it is appropriate – is much more complicated than what we might initially believe. 
	As a response to the analysis above, one might object that individual context-specific cases within broader sociocultural discourses can still give us a path to identify patterns under which women might be coerced by social forces to undergo such surgeries (Braun 2009). According to this objection, it might still be helpful to use the choice rhetoric as a theoretical tool to highlight the difference between FGCS procedures and Female Genital Cutting (FGC) based on the “individual choices” of a woman “beyond” and “prior” to one’s culture (Braun 2009). The problem with this objection, however, is that it still relies on an autonomic-centric understanding of adaptive preferences, which is not justified. Moreover, what might come as a pre-cultural individual choice of a woman, particularly in the Western context, is still part of the broader socio-structural context impacting and shaping one’s adaptive preferences (Braun 2009). More importantly, even if we along with the rhetoric of distinguishing these medical procedures, namely FGC, hymenoplasty, and other FGCS surgeries, it will not explain whether, how, and to what extent public intervention is justified in each case. 
	Consequently, even when there are good reasons to publicly intervene in a harmful medical procedure, the outcome is not necessarily guaranteed. Going back to the hymenoplasty case, one might point out that there is a nuance between hymenoplasty and other FGCS procedures. However, regardless of whether this is indeed true or not, even a global consensus on the wrongness of medical practice on its own is not enough to 1) justify state intervention, especially in the form of overextending states’ power over marginalized social groups; 2) guarantee the outcome of any form of public intervention; 3) raise the question on if the problem is whether the social group in question, in this case historically women, are informed enough about their decisions. As a case in point, there is a global consensus on how harmful FGC is especially in the case of minors undergoing the procedure. However, despite international and governmental efforts to eliminate FGC, it has the opposite impact in many countries, including Kenya. Accordingly, since the ban on practice became effective in 2011, not only many practices have existed underground for the past decade but also, but the numbers are still on the rise (Parsitau 2018). As a result, what my argument above shows is that when it comes to public intervention in any form, intervening in one cause isolated from the rest of a social structure not only is usually ineffective but further ignores the importance of designing a support system as a way of socially intervening. In other words, by ignoring the importance of having an ecosystem emerging from the entirety of a social structure, this line of reasoning overlooks how certain forms of public intervention, especially state intervention, can indeed work in the opposite direction of what the initial desirable outcome of the intervention is. 
	In the literature on adaptive preferences, there is a growing concern regarding understanding them as merely caused by false beliefs (Enoch 2020, Bruckner 2009). However, I argue that there is a type of adaptive preference – shaped by oppressive social contexts – that requires social intervention not because it is grounded in one’s false beliefs regarding the procedures; rather it is rooted in false consciousness, one’s weakened or lack of ability to recognize those false beliefs. As a concept, false consciousness (FC) has historical roots in Marxism and refers to the normalization of a construct held by disadvantaged groups in society (Eyerman 1981). As Lewis explains, FC is not a “distorted belief” nor a “lack of critical discernment” (2021). It is rather holding beliefs that are in contrast with the interests of individuals or social groups that contribute to further marginalizing and putting them in disadvantaged positions (Elster 1982, Eagleton 1991, Meyerson 1991). Both Fricker (2017) and Meyerson (1991) have emphasized the significance of the concept in the fields of epistemology and philosophy of mind. Based on an oversimplified articulation of FC, it occurs iff one has a set of false beliefs and cannot recognize how this set normatively forms one’s adaptive preferences; consider, for example, a low-income Walmart employee who believes that the United States is the land of unlimited opportunity despite the fact that no one in his family has gone to college (Enoch 2020). Even though this person’s political choices are motivated by some false beliefs, as Enoch points out, it is not adequate for an account of FC (2020).
	Although false beliefs can lead to misconceiving where one’s interests lie (Lukes 2011), a major problem with this kind of articulation of the concept is that it presumes an objective truth that exists completely separably from epistemic agents and that some of these agents are unable to conceive rightfully. However, being motivated by false beliefs can be far more complex than that. In the same case of the Walmart employee, it is possible that when reviewing facts in different forms, such as data and reports regarding poverty or class differences in the country, they will still come up with a narrative to make sense for themselves that they are living in the land of unlimited opportunity. In other words, what this oversimplified account fails to take into consideration is that irrecognizable false beliefs can be a powerful source of shaping one’s desires and feelings toward a matter that will not easily change. Additionally, irrecognizable false beliefs are not necessarily irrecognizable because one is unable to comprehend the facts for what they really are; rather, they can be irrecognizable due to one’s generating other false beliefs to make sense of the facts differently in the light of one’s broader belief system. 
	Consequently, having false beliefs on its own does not suffice for someone to have FC. Rather, it is a necessary condition, such that, if one has FC, one necessarily has a set of false beliefs on some subject matter. On top of that, however, it is the inability to recognize one’s own false beliefs that suffices for an epistemic agent to have FC. For instance, imagine the weather is sunny today but I have a false belief that it is raining now despite not having gone out or looked out of the window. I might even form other beliefs, such that today the weather is cold, and so further mischaracterize it. Nonetheless, this false belief on its own or my misperception of the weather does not imply that I have FC. I would still be able to take a look out the window, see that it is sunny outside, and form a new true belief that the weather is sunny today. Consequently, it is important to note that the inability to recognize one’s own false beliefs in an FC case is relative. While in most severe cases of FC, an epistemic agent is completely unable to recognize such false beliefs, in the majority of FC cases, this lack of capability is relative and more in the sense of a weakened ability, which could be intensified into a more severe form if it remains unaddressed or expands into other areas of one’s broader belief system.
In contrast, in an FC case, it is an epistemic agent’s lack of ability to recognize that they have false beliefs on a particular subject matter that causes FC. In other words, FC wrongs epistemic agents because it weakens their ability to recognize those false beliefs and reassess their significance in their belief system as an epistemic agent. Consequently, there is a unique epistemic aspect to this type of wrongdoing that highlights how false consciousness is a form of epistemic injustice. Broadly speaking, epistemic injustice refers to “forms of unfair treatment that relate to issues of knowledge, understanding, and participation in communicative practices,” including “a wide range of topics concerning the wrongful treatment and unjust structures in meaning-making and knowledge producing practices,” such as “exclusion and silencing” or “having one’s meanings or contributions systematically distorted, misheard, or misrepresented” (Kidd, Medina, and Pohlhaus 2017: 1). In the case of FC, as it weakens the agent’s capability to recognize a set of false beliefs, it is a kind of wrongful treatment done to them because it contributes or reinforces a sense of distorted or misrepresented understanding of a given subject matter in the agent’s belief system. 
Let’s recall the Walmart employee case. It is not the denial of systematic racial inequality that makes this person have FC; it would rather be that this person is unable to recognize that they have such false beliefs, given their socioeconomically vulnerable social context, that can make this example an FC case. It is also worth mentioning that the “inability” to recognize false beliefs is relative, not essential. This kind of inability can be internalized in individuals or social groups gradually and can also be reversed through individual or institutional changes to help the epistemic agents who are wronged, to gradually become epistemically empowered on a given subject matter and identify such false beliefs and their impacts. Consequently, the centrality and importance of the initial false beliefs as well as the path to generating secondary false beliefs are determined by an epistemic agent’s social identity, situatedness, and positionality. In this case, the false belief that the United States is the land of unlimited opportunity is not only central to the Walmart employee’s social identity and situatedness as a patriot but it further determines the secondary false beliefs in his belief system, namely denying systematic racial inequality in the country.
FC can also be used as a ground to justify doctors denying patients’ consent to an FGCS procedure at face value on a case-by-case analysis. It is common knowledge in women’s health that women’s vaginas and vulvas come in different forms, shapes, and sizes. However, if a woman, particularly a young girl in an epistemically vulnerable position – due to a variety of factors – believes in the false proposition that her vulva does not look normal to the point that she is motivated to seek an FGCS procedure, that person may have FC if she is unable to recognize there is no abnormalcy in her vulva. In contrast, if the same person seeks the procedure because despite knowing about the side effects, she has further reasons justifying that choice, that person does not have FC. 
One of the major false beliefs of some women willing to undergo an FGCS procedure is that their vulva is not normal or beautiful and so, needs alteration, which is caused by a certain level of genital appearance dissatisfaction (Schick et al. 2010). In general, studies find that greater dissatisfaction with genital appearance is correlated not only with higher self-consciousness of the genital image during sex, but also with lower sexual esteem, and satisfaction (Schick et al. 2010). Such a negative perception of female genitalia affects women’s well-being, including sexual well-being, for different age groups such as young women, who are often more sexually vulnerable (Schick et al. 2010). Although such a high level of dissatisfaction with the genitalia and the urge to aesthetically alter it on its own is not adequate for someone to have FC, in some cases, the severity of how deeply such misperceptions affect one’s sexual well-being and life is fueled by the inability to recognize those false beliefs due to a variety of factors and can push someone further into generating other false beliefs, by adhering to a sense of genital abnormalcy to undergo an FGCS procedure. 
Consider patient A and patient B in the same oppressive and discriminatory context. Let us also assume that they both are willing to undergo the same FGCS procedure with the same doctor. The only difference between the two is that patient A is motivated to undergo the surgery because she has FC, she falsely believes that her vulva is not normal and is unable to recognize that false belief and how it has affected her life, while this is not the case for patient B. The reason patient B is willing to undergo the surgery is that it would help her to adhere to a sense of vaginal performative or aesthetic normalcy that is widely accepted in society as her way of coping with and resisting the same social context. I argue that the doctor is morally justified to deny patient A’s consent to the surgery at face value, while this is not the case for patient B because the procedure can indeed help patient B in the way that she wanted. For patient A, undergoing the surgery would actually fuel her inability to recognize her false belief that her vulva is not normal. Instead, it might be the case that referring patient A to other professionals, such as a therapist, a social worker, or a psychiatrist would be more beneficial for her as such a comprehensive approach to healthcare can contribute to epistemically empowering her and her gaining the ability to form true beliefs regarding the normalcy of her vulva.
It is also worth mentioning that the argument above does not entail that it is a moral obligation for a doctor to deny a patient’s consent who has FC regarding her vulva and is willing to undergo an FGCS procedure. The argument rather implies that on a case-by-case analysis, it is permissible to do so. The ground for moral permissibility to deny the patient’s consent at face value, in this case, opens up room for what an all-or-nothing approach to totally banning or denying patients’ consent is unable to accept since it is always possible to conceive a scenario in which a patient even with a high level of FC can benefit from undergoing an FGCS procedure, such as preventing suicidal thoughts. 
Epistemic Solidarity and the Deliberative Model of the Doctor Patient Relationship
A key component in the argument above relies on doctors being able to identify patterns of FC and weigh those against the potential benefits or costs for a patient. However, this requires a substantial shift in the doctor patient relationship that centers it around the development of moral discussion between the two parties. According to the deliberative model of the doctor patient relationship, it is the doctor’s responsibility to help the patient choose “the best health-related values” in a given medical situation (Emanuel and Emanuel 1992). To achieve this goal, the doctor demonstrates “the types of values embodied in the available options” and reasons “why certain health-related values are more worthy and should be aspired to” (Emanuel and Emanuel 1992). At the heart of this kind of shift in the doctor patient relationship[footnoteRef:3] lies engaging in a kind of moral deliberation regarding the kind of values in question that place the doctor in a similar position as a teacher or friend, and as knowing the patient and providing options to them by discussing what decision is also morally “admirable” (Emanuel and Emanuel 1992). In this kind of doctor patient relationship then, the patient’s autonomy is primarily reflected in the course of “moral self-development,” – beyond a sense of merely being fully informed – in which the doctor not only contributes to their empowerment but also contributes to considering “alternative health-related values, their worthiness, and their implications for treatment” (Emanuel and Emanuel 1992).  [3:  When it comes to the healthcare professional patient relationship, it is important to note that I am not arguing for a position that all of the cognitive and epistemic labor of participating in a patient’s moral deliberation should be on one doctor. Indeed, what is unique and distinctive about the deliberative model is that it is compatible with having a more comprehensive approach to healthcare in general, including women’s healthcare. In other words, this framework is compatible with having a team of healthcare professionals contributing to a patient’s moral deliberation. However, due to the complexity of the lack of comprehensive approaches to women’s healthcare at large, an in-depth exploration of this topic requires a normative and structural analysis in a separate paper. ] 

	I argue that, through this deliberative model, it is possible for a doctor to identify patterns of FC and possibly deny a patient’s consent to an FGCS surgery at face value. As Goodin and Spiekermann argue, epistemic solidarity helps overcome FC (2015). Based on their argument, the group practices of epistemic solidarity can help social groups or what they call “masses” to know more about their true interest in the political sphere and overcome a form of elitism that holds on to knowledge and its promotion regarding the true interests of social groups in an epistemically divided and segregated space (2015). Analogously, group practices of epistemic solidarity among women in different settings, such as school or family, can help them to overcome FC in considering FGCS. However, the difference is that while Goodin and Spiekermann argue that as long as the social groups practice epistemic solidarity the outcome will be effective for them regardless of whether the elites also do so (2015), I argue that the participation of elites in this case, the healthcare professionals, is crucial in the group practice of epistemic solidarity regarding FC on FGCS procedures. 
	With the rapid increase of FGCS procedures, it is crucial to be able to have grounded knowledge regarding the procedures and the reasons many women seek them. While in the process of knowledge production in this regard, a variety of epistemic agents, such as parents, teachers, sex educators, and counselors play important roles, the role of healthcare professionals is also crucial. If doctors remain in the role of mere technical experts who do not engage in contributing to the formation of health-related values for patients, it will be difficult for patients struggling with FC to become epistemically empowered and develop a morally positive sense of self on their own. Especially in the current sphere where the discussion on a more comprehensive sex education program regarding sexual well-being or body image (Winter et al. 2019) and the role of parents in empowering their young daughters’ sexualities (Pop and Rusu 2015) are relatively new and underdeveloped topics, without the help of healthcare professionals, it will be difficult to conceive a situation where women, particularly young women, are able to overcome their FC.
	Alternatively, accepting the role of healthcare professionals in the group practice of epistemic solidarity to overcome FC in FGCS procedures requires a shift in the doctor patient relationship in which the doctor engages in dialogues regarding what is morally admirable in a given medical situation and contributes to the patient’s empowerment. Under the deliberative model of the doctor patient relationship then not only is it possible for the doctor to identify patterns of FC and possibly offer other options, such as referral, over the patient’s consent to an FGCS procedure, but they can also contribute to the practice of epistemic solidarity in the rise of FGCS procedures and their growing popularity among women, particularly young women. The deliberative model, therefore, provides the moral basis for doctors adopting a new role in both the epistemic practice of solidarity as well as the denial of a patient’s consent with FC when it is appropriate. 
	It is also worth noting that the argument above does not entail that healthcare professionals are epistemically situated outside of their cultural norms. It is important to note that on the one hand, nowadays in many countries, healthcare is a profitable enterprise (Saharso 2022, de Lora 2015). For instance, in Iran, providing “certificates of virginity” is a profitable practice for gynecologists (Alijani 2018), On the other hand, in countries where virginity is of high importance, healthcare professionals face cases that performing such surgeries is life-saving (Saharso 2022, de Lora 2015). For instance, an Iranian gynecologist who practices in the UK reports that “she had provided “certificates of virginity,” as well as certificates stating that a woman’s hymen had been pierced because of an “accident” and not because of sexual relations” (Alijani 2018). In Iran, viewing virginity as highly valuable threatens unmarried women’s lives as many gynecologists refuse to perform pap tests used to detect cervical cancer because of the risk of damaging a woman’s hymen (Alijani 2018). As the fifth most common cause of death for Iranian women, healthcare professionals contribute to leaving the risk of developing undetected cervical cancer unknown because, in their views, the risk of being a ‘non-virgin’ unmarried woman outweighs the risk of potentially having cancer (Alijani 2018). 
Nonetheless, the healthcare professionals’ epistemic situatedness and their highly specialized knowledge within certain social contexts are also crucial to the praxis of epistemic solidarity. While it is important to acknowledge that healthcare professionals are also within the same social and in many cases oppressive contexts, ultimately, their epistemic situatedness in such cases is not similar to patients, particularly vulnerable young girls. For instance, in the case of hymenoplasty in Iran, some physicians experience guilt because of the “deceiving” nature of the surgery as well as not believing in the “medicalization of virginity” yet they perform hymenoplasty because of its “potentially severe repercussions” that may have on a woman, including domestic violence and honor killing (Ahmadi 2014). In other words, in these cases, a healthcare professional knows that, personally and professionally, hymenoplasty is wrong but they are capable of preventing greater harm by performing it because of how they are epistemically situated within certain social contexts. In another example in Australia, while 35% of the general practitioners had examined minor patients regarding FGCS procedures, 75% of them reported that their knowledge of FGCS surgeries and their risks is not adequate (Kalampalikis and Michala 2021).[footnoteRef:4] In response to similar issues, the Royal College of Obstetricians and Gynecologists (RCOG) released an ethical opinion paper. Accordingly, healthcare professionals should inform patients seeking FGCS surgeries about “the wide variations of normal genital anatomy” addressing their insecurities and in the case of minors, specifically, healthcare professionals should refer the patient to be evaluated for “any underlying psychological problems, such as Body Dysmorphic Disorder” (Kalampalikis and Michala 2021).  [4:  Here, the topic of educating healthcare professionals – especially at the systematic level – though related, requires an in-depth exploration in a separate paper. ] 

Both examples above demonstrate how crucial the physicians’ knowledge and epistemic attitudes toward FGCS are to the praxis of epistemic solidarity. Whether it is to save a woman’s life from domestic violence in the case of hymenoplasty or to save a minor’s life from committing suicide in the case of labiaplasty potentially related to body dysmorphia, the healthcare professionals’ knowledge, how they navigate the relevant social context, and make an informed decision are why the physicians’ unique epistemic situatedness is at the core of the praxis of epistemic solidarity. While, as argued above, parents and the education system play crucial roles in such praxis, the doctor’s role in the deliberative model is also important to help patients overcome FC in seeking FGCS procedures through a variety of ways, including engaging in dialogues regarding what is morally admirable in a given medical situation and contributes to the patient’s empowerment. 
This further matters in the process of how a physician denies a patient’s consent to an FGCS procedure as well. It is important to note that denying a patient’s consent due to identifying patterns of FC does not automatically translate into saying “no” to a patient directly. Rather, the moral ground to deny a patient’s consent to an FGCS procedure is to further continue the moral deliberation and take an appropriate measurement in a given FC case. For instance, with many minors seeking an FGCS surgery, as the RCOG’s ethical opinion paper suggests, it is important that the doctor refers the patient for additional psychological evaluation. Consequently, what is unique about the deliberative model is that despite the patient making a final decision, healthcare professionals also play a crucial role in shaping the patient’s informed decision. Thus, rather than accepting a patient’s initial consent at face value, by identifying a pattern of FC and participating in the praxis of epistemic solidarity, a doctor plays a substantial part in the process of what kind of values and dialogues can help a patient to come to a conclusion regarding their final informed decision. In other words, instead of viewing doctors as technicians, by highlighting their unique epistemic situatedness in the praxis of epistemic solidarity within the deliberative model, processes such as referral or participating in knowledge production regarding different forms, shapes, and sizes of vulvas demonstrate different morally permissible ways of denying a patient’s consent at its face value to further contribute to breaking away from patterns of FC in a patient, especially minors, seeking an FGCS procedure. 
One of the main objections against the deliberative model of the doctor patient relationship is that it is not proper for doctors to either judge or promote the health-related values of their patients as clinical practices at their core are, and must be, value-free (Grovitz 1982). However, the feminist women’s health movement indeed has been addressing the paternalistic approaches to healthcare to contribute to empowering women through knowledge production processes regarding their health (Shai et al. 2021). Alternatively, the specific case of FGCS reveals the significance of the deliberative model of the doctor patient relationship as the first step toward a feminist model for women’s healthcare. In particular, I argue that in order to make a case for the deliberative model centering around the case of FGCS, there should also be a shift toward a feminist model of women’s healthcare.
	As Linda Andrist argues, the goal of a feminist model is to change how healthcare is delivered to women at the individual level while seeking social transformation at four different stages (1997). Consequently, by exploring each of the stages of Andrist’s model, I make a case for the deliberative model focusing on FGCS procedures. First, there should be a symmetry in the doctor patient relationship, implying an attempt on the healthcare professional side to “reduce the inequalities that have existed in the healthcare environment” (Andrist 1997). This stage is an initial step in the praxis of epistemic solidarity for physicians, which is an extension of viewing their roles as a teacher or a friend to patients rather than a technician. In other words, considering the deliberative model of the doctor patient relationship, the first stage of Andrist’s model makes epistemic solidarity as healthcare professionals should do the epistemic labor of participating in moral deliberations through recognizing “mutual reciprocity” in the doctor-patient relationship (Andrist 1997). 
The second stage of Andrist’s model is to improve having access to information, which refers to “the manner in which information is presented by clinicians and the availability of other information for patients” (Andrist 1997). Based on the deliberative model, the doctor’s participation in the related health-related values of the patient can be achieved through a variety of practices, such as assessing the patient’s knowledge, perspective, or accessibility to the related information that originally led them to seek a medical procedure. This stage is also crucial to the praxis of epistemic solidarity through which the physicians’ unique epistemic situatedness within certain social contexts is highlighted. In other words, through the praxis, the physicians should play a role in shaping the related values to the medical practice in question, such as to what extent a patient is aware of the normalcy of different sizes, forms, and shapes of vulvas. 
The third stage of Andrist’s model centers around shared decision-making processes indicating that physicians should consider that “people will vary regarding their ability and desire to share in decision making” (Andrist 1997). As Andrist argues, there are high numbers of patients who are willing to rely on the institutional authority of medicine without participating in the decision-making processes regarding their treatment (1997). It is then part of the praxis of epistemic solidarity to epistemically empower patients to not only learn about the values shaping the details of the options available to them but also to have the option of participating in such decision-making processes. It is also worth mentioning that this stage does not entail forcing a patient to participate in such processes. Rather, the importance of this stage is to provide an option and build confidence in patients that they are able to participate in such processes if they choose to engage in substantial moral deliberations.
As the last step in Andrist’s model, through social change, doctors should be “familiar with the latest literature, both professional and lay, in order to critically analyze research studies, our colleagues’ interpretations of those studies and how recommendations for practice are reached” (Andrist 1997). In other words, healthcare professionals are able to work with the public “to strive for change within the healthcare system and society as a whole (Andrist 1997). The unique epistemic situatedness of physicians highlights how they can contribute to social change regarding women’s healthcare, and in particular FGCS procedures, both top down through the healthcare system and bottom up through moral deliberation with the patients. 
The value of an “in-between” approach to FGCS, then, is that it can accommodate the denial of a patient’s consent at face value in an FC case; and it can contribute to the praxis of epistemic solidarity to not only resist FC but also to expand knowledge production processes regarding FGCS procedures, the normalcy of different shapes, forms, and sizes of vulvas, and to push against aesthetically performative norms within different social settings. While a full and expansive theoretical discussion of this feminist model requires multiple layers of analysis, this paper aims to highlight the importance of the normative dimensions of FGCS procedures as they are gaining rapid popularity among women, specifically younger generations. Overall, this analysis helps validate the rejection of all-or-nothing approaches to FGCS procedures and illustrates the important role of doctors in the deliberative model and the feminist model of women’s healthcare, an analysis that explains how individual and collective normative practices in this regard can be justified while leaving room for changes from both sides, patients as well as doctors, in the healthcare system and in society as a whole. 
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