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FOREWORD

I am delighted to have been asked to write a foreword for this new book, Female Cosmetic 
Genital Surgery: Concepts, Classification, and Techniques, which provides essential guid-
ance for surgeons who perform genital rejuvenation procedures for their female patients. 
I warmly congratulate Dr. Hamori, her co-editors, and all contributors for this compre-
hensive, beautiful, much-needed, and timely contribution to our medical literature. 

The first description of a purely aesthetic form of labiaplasty, provided by Drs. Darryl 
Hodgkinson and Glen Hait, appeared in a medical journal more than 30 years ago (Plastic 
and Reconstructive Surgery, 1984). According to statistics from the American Society for 
Aesthetic Plastic Surgery, nearly 9000 patients underwent labiaplasty procedures in the 
United States in 2015, representing a 16% increase from 2014 to 2015. These statistics are 
for labiaplasty alone and do not include associated procedures such as vaginal tightening. 
In 2015, given the rapid growth and demand for genital rejuvenation, combined with the 
need for valid peer-reviewed information, the Aesthetic Surgery Journal added a Genital 
Rejuvenation Section in recognition of the importance of these procedures.

Indications for the procedures are both physical and psychosocial. Studies have already 
appeared in the literature validating the effectiveness of genital rejuvenation in meeting 
physical and psychosocial needs of patients seeking such treatments. 

Continuing demand and growth in these procedures makes the timing of Dr. Hamori’s 
book particularly appropriate. The contents have been carefully assembled and cover 
essential topics such as informed consent, psychosocial issues, and “what is normal anat-
omy,” before a discussion of the different surgical options, from the standard curved linear 
resection and wedge procedures, to hymenoplasty, to innovations such as treatment with 
fat grafts and fillers, representing a wealth of experience of surgeons worldwide. There is 
a chapter devoted to avoidance and management of complications. The Advances section 
explores developing treatments such as radiofrequency and fractionated lasers. The book 
is well written and beautifully and liberally illustrated with specially designed artwork. 
Well-produced, clear, instructional video presentations of the key surgical procedures ac-
company many chapters. All of the content can be accessed online as well as in the more 
traditional print format.



Forewordx

This comprehensive new book is an invaluable resource to surgeons worldwide who aim 
to help women seeking these procedures by operating on them safely to achieve the best 
possible outcomes. I am confident this will be the “go to” source for genital rejuvenation 
and have great pleasure in recommending it.

Foad Nahai, MD, FACS, FRCS
Maurice J. Jurkiewicz Chair in Plastic Surgery  
 and Professor of Surgery
Department of Surgery
Emory University
Atlanta, Georgia
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FOREWORD

It is an honour for me to be invited to write a foreword for Female Cosmetic Genital 
Surgery: Concepts, Classification, and Techniques. Drs. Christine Hamori, Paul Banwell, 
and Red Alinsod have compiled a comprehensive volume which examines the various 
techniques of aesthetic and functional female genital surgery. Chapters dealing with the 
psychosocial issues and informed consent are most welcome in this relatively new and 
developing area of body contour surgery.

Knowledge of the perineal anatomy is, of course, essential to any practitioner who is 
contemplating a surgical approach to the female genital area. Paul Banwell has reviewed 
this topic thoroughly, and his review of the morbid anatomy probably represents the first 
time most plastic surgeons will have encountered this area since their anatomy class back 
in medical school. The exception to this being surgeons who perform inner thighplasty, 
which also requires a background to the important vascular and neurological features 
of the female genital area. In addition to knowing the anatomy, it is imperative that the 
surgeon also appreciates the aesthetic goals of the patient. 

When Glen Hait and I wrote our review of labiaplasty (Plastic and Reconstructive Surgery, 
1984), we could not have foreseen that the procedure would have become so widely ac-
cepted and adopted by so many of our colleagues within just a few decades. At that time, 
the surgery was not seen as it is today—as an aesthetic procedure—thus our paper also 
reviewed female circumcision, discussing the sociological, religious, and historical tradi-
tions of that procedure. 

Whether the ever-growing acceptance of female genital procedures by surgeons in the last 
30 years has been fueled by the increase in demand or vice versa, what is certain is that 
any taboos regarding female genital surgery no longer exist in many parts of the world. 
Social trends and the acceptability of nudity in the media, especially on the Internet, en-
courage women to seek aesthetic genital surgery to improve their self- and sexual image. 
The desire to feel more feminine and in many cases wear more-tight-fitting clothing and 
swimwear is a prime motivating factor in seeking consultation. 

Back in 1983 things were different, and the patients who presented had symptoms relating 
to discomfort and hygiene. At that time, I was working in Tidewater, Virginia, which is 
extremely humid in summer, making hygiene an issue for many women with large labia 
minora. Dr. Hait, who was from Arizona, helped patients who predominantly complained 
of discomfort when sitting in a saddle while riding horses. Both of our patient groups 
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were predominantly presenting with functional problems. Now, three decades later in an 
era when Brazilian waxing and pubic hair modification is commonplace, there is much 
more awareness of the shapes and forms of female genitalia in general and of the possibil-
ity for its surgical modification. 

Female Cosmetic Genital Surgery: Concepts, Classification, and Techniques is both a timely 
and well-structured book that presents the updated techniques used by major contributors 
to the literature. Long-term satisfaction with various trimming, tailoring, and augmenting 
techniques is reviewed in detail. As technology has advanced for our nonsurgical options 
in so many areas of rejuvenation of the face and body, so too has technology contributed 
to a new era of vaginal rejuvenation. 

The future of female genital surgery is assured, and this landmark textbook will be of 
great value to all surgeons prepared to work with their female patients to achieve both 
functional and aesthetically pleasing results. 

Darryl J. Hodgkinson, MB BS(Hons), FACS,  
 FRCS(C) plastic surgery, FACCS
Private Practice
Sydney, Australia
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PREFACE

“All truth passes through three stages. First, it is ridiculed. Second, it is violently opposed. 
Third, it is accepted as being self-evident.”

–Arthur Schopenhauer

During the late 1990s, when I was fresh out of my plastic surgery residency, I met a young 
woman who requested a reduction of her labia minora. She felt uncomfortable in her 
clothes and was embarrassed to be intimate. My first thought was that she must have a 
body dysmorphic disorder. Why would someone want to alter an area concealed by hair 
and that was primarily functional? After I examined her, I understood her concern. Her 
labia minora were large and protrusive, and this was accentuated by the fact that she had 
very little pubic hair. 

I agreed to perform a labiaplasty, and I fully disclosed to the patient that this would be 
the first time I had performed such a surgery. She consented, and I searched the literature 
for guidance. There only existed a small paragraph on the procedure in McCarthy’s Plas-
tic Surgery, as well as a handful of case reports about severe hypertrophy of the labia. In 
1998, just as I was about to perform this procedure, Gary Alter (a plastic surgeon trained 
in urology) published his wedge resection technique for the reduction of hypertrophic 
labia minora.

I performed the wedge resection with the assistance of a urology colleague. The patient 
did well and returned years later professing her gratitude for my performance of this life-
enhancing procedure. She now wanted a breast augmentation. This experience helped 
me to realize how important genital appearance is to women, so I did not shy away from 
helping them to enhance this area. More women presented to me with labial hypertrophy, 
and I became more proficient in its treatment. However, this taboo procedure was slow 
to gain traction in the plastic surgery community.

One would expect that, as the popularity of labiaplasty increased, scientific due process 
would precede aggressive marketing. Unfortunately, gynecologic pioneers in the field 
engaged in the promotion of niche procedures and extolled the benefits of “laser vaginal 
rejuvenation.” In 2007, a statement was released by the American College of Obstetrics 
and Gynecology questioning such procedures due to the paucity of evidence-based re-
search supporting its safety and benefits. Again, in light of this statement, the validity of 
the field of female aesthetic surgery was questioned. 



Prefacexiv

Over the next decade, my diverse practice grew, as did my interest in and experience 
with aesthetic vaginal surgery. Much to the chagrin of my old-school European father, 
I began to lecture and publish in this area, and I was labeled an expert in the field. The 
physiological and psychological benefits of labiaplasty were discovered and published in 
plastic surgery peer-reviewed journals. Surgical series demonstrated high patient satisfac-
tion and low complication rates. 

Fast forward another decade, and I now have more than 400 labiaplasties under my belt 
(forgive the pun), driven in part by a shift toward nude pubic grooming. I was delighted 
when I was approached by the publisher to write a book about female cosmetic genital 
surgery. I feel that the field is finally approaching validation in the plastic surgery com-
munity. Together with the help of plastic surgeons, gynecologists, and urologists, I have 
been able to create a comprehensive resource for the field of female aesthetic vaginal 
surgery. Our book covers, first, principles, including a detailed chapter on anatomy and 
the important topic of consent issues. This is followed by stepwise guidance for the 
performance of different procedures, including more than 350 color photographs and 
beautiful, bespoke surgical illustrations. To further aid understanding, the book includes 
more than 10 fully narrated video clips showing details of surgery. Finally, the book is 
available in both print and electronic formats, so it can be accessed easily wherever the 
reader may be. It is my hope that young specialists going into this growing field will find 
this book an inspiration to further expand the specialty. 

Christine A. Hamori
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Introduction

Anatomy and Classification 

of the Female Genitalia

C H A P T E R  1

Anatomy and Classification  
of the Female Genitalia:  
Implications for Surgical  

Management

Paul E. Banwell
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Key Points

• Understanding the anatomy of the female genitalia is fundamental to surgical 
planning and technique in cosmetic surgery of this area.

• Systematic examination of the mons, labia majora, clitoris, and labia minora 
(vulval complex) is essential.

• Wide variations exist in the anatomy of the vulval complex.

• Hodgkinson and Hait’s aesthetic ideal of small labia minora not protruding 
beyond the labia minora are a desired goal of most patients.1 

• In parallel with facial aesthetics and facial harmony, surgeons should con-
sider the concept of genital harmony.

• Newly documented insights into the vascular anatomy of this area may influ-
ence choice of technique.

• The Motakef classification2 describes the degree of labia minora protrusion 
beyond the labia majora.

• The Banwell classification3 describes variations in the shape and morphology 
of the labial anatomy that have not been previously documented.

• The clitoral hood–labia minora complex in particular varies widely in appear-
ance and is potentially a problematic area for surgeons.

• Careful documentation of the size and shape of the labia and the labial- 
clitoral complex (according to Motakef and Banwell) is critical.

As the popularity of female genital surgery in our practices rises, we have seen a parallel 
increase in published clinical experience, available operative techniques, and mounting 
data in the scientific literature espousing the physical and non-physical benefits of such 
procedures. As shall be explored further in this book, we now have strong evidence for 
high patient satisfaction, minimal complication rates, and excellent safety profiles, as well 
as published evidence on the psychological benefits. However, to date there have been few 
attempts to classify the female external genitalia, a paucity of information on common 
anatomic variants, and little exploration or re-evaluation of the anatomy in relation to 
operative techniques, surgical planning, and treatment outcomes. 
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A sound understanding of current anatomy and knowledge of previously unrecognized 
anatomic variations within the female genitalia may therefore help surgeons optimize a 
tailored approach and offer new insights into patient care.

Applied Anatomy for Surgeons

The anatomy of the external female genitalia has been well described4 (Fig. 1-1). It consists 
of the mons pubis superiorly (venus mont), the clitoris with its overlying clitoral hood, 
the labia majora, and the labia minora. Collectively, most anatomic texts refer to this as 
the vulval complex. However, much of the variation in the anatomic arrangement has not 
been previously recognized or described; awareness and understanding of these variations 
may be particularly pertinent to surgical planning.5

Key Points

• Understanding the anatomy of the female genitalia is fundamental to surgical 
planning and technique in cosmetic surgery of this area.

• Systematic examination of the mons, labia majora, clitoris, and labia minora 
(vulval complex) is essential.

• Wide variations exist in the anatomy of the vulval complex.

• Hodgkinson and Hait’s aesthetic ideal of small labia minora not protruding 
beyond the labia minora are a desired goal of most patients.1 

• In parallel with facial aesthetics and facial harmony, surgeons should con-
sider the concept of genital harmony.

• Newly documented insights into the vascular anatomy of this area may influ-
ence choice of technique.

• The Motakef classification2 describes the degree of labia minora protrusion 
beyond the labia majora.

• The Banwell classification3 describes variations in the shape and morphology 
of the labial anatomy that have not been previously documented.

• The clitoral hood–labia minora complex in particular varies widely in appear-
ance and is potentially a problematic area for surgeons.

• Careful documentation of the size and shape of the labia and the labial- 
clitoral complex (according to Motakef and Banwell) is critical.

Pubic symphysis

Anterior labial commissure

Hood of clitoris

Prepuce of clitoris

Glans of clitoris

Frenulum of clitoris

Urethral orifice

Ischium

Labium minus

Labium majus

Vaginal orifice

Posterior labial commissure

Fig. 1-1 Basic gross anatomy of the female external genitalia.
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Mons Pubis

The mons pubis is a triangular adipose tissue elevation situated anterior to the pubic 
symphysis (Fig. 1-2). This adipose tissue can increase during puberty or with weight gain, 
but it also lessens with significant weight loss and after menopause. The mons pubis is 
anatomically covered by pubic hair, which also decreases with age during the perimeno-
pausal period. The prominence of the mons area can vary enormously not only because of 
increased fat deposition but also because of the angle of the pubic rami; both are reasons 
for presentation for surgical reduction of this area.

Labia Majora

The labia majora (outer lips) are two cutaneous folds that extend posteriorly from the 
mons pubis toward the perineal region (Fig. 1-3). They have a hair-bearing outer (lateral) 
aspect and an inner aspect that lacks hair. Each labia majora is filled with subcutaneous fi-
brofatty tissue to varying degrees but can vary from “full” and “tight” to “lax” and “baggy,” 
as patients often describe (Fig. 1-4). Our common practice, however, is to document a 
lax and baggy appearance as “empty” or “redundant” tissues.

Enveloped (to varying degrees) and medial to the labia majora are the clitoris and clitoral 
hood and the labia minora. The labia majora are usually separated from the labia minora 
by a deep sulcus; this is typically well-defined and a useful surgical boundary between 
non-hair-bearing and hair-bearing skin (Fig. 1-5). Rarely, the deep, subcutaneous vertical 
attachments of this sulcus are tenuous or even absent, leading to a less-defined continuum 
between the labia majora and minora. In such cases, if a labia majora reduction is con-
sidered, then the scar may potentially become more visible, and this should be discussed 
in detail with the patient preoperatively. 

Fig. 1-2 The relationship between a youthful mons and the pubic rami.
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Fig. 1-3 Youthful labia majora.

Fig. 1-4 Empty labia majora, commonly 
described by patients as “baggy.” The skin 
is redundant and empty. This patient pre-
sented for labia majora reduction and revision 
surgery of the labia minora. The original 
procedure was performed elsewhere.

Fig. 1-5 A, This patient was referred for labia majora reduction and revision of the labia minora surgery 
performed previously by a colleague. The tissue pigmentation is not uncommon. B, Hair-bearing skin 
and non-hair-bearing skin. The dotted line represents the labia majora sulcus and the boundary between 
hair-bearing and non-hair-bearing skin. This is a useful surgical landmark for the medial marking for labia 
majora reduction (see Chapter 6: Labia Majora Reduction Surgery: Majoraplasty).

A B



Part I • Introduction8

The Clitoris

The clitoris (clitoral body) superiorly is located under a clitoral hood (prepuce) that splits 
into a frenulum on either side of the introitus (vaginal vault) (Fig. 1-6). According to 
classic anatomic texts, the frenulum attaches most commonly to the outer aspect of the 
upper third of the labia minora (Fig. 1-6, A), but as seen throughout this book and as 
explored in more detail later in the chapter, this arrangement varies widely. The clitoral 
body itself can also vary significantly in size, and usually a larger clitoral body is associ-
ated with heavier clitoral hood skin. A second fold of skin may be present lateral to the 
clitoral hood, which either fuses with the labia minora (Fig. 1-6, G and H ) or remains 
dominant and in continuity with the labia minora (Fig. 1-6, I ). Last, at the apex of the 
frenulum, the urethral meatus can usually be found.

CA B

Fig. 1-6 A, A common anatomic arrangement seen in the clitoral area, as displayed in most classic 
anatomic texts. The clitoral hood and the superior aspect of the labia minora fuse together. The varia-
tion in this junction has implications for clinical outcomes and patient expectations and should be con-
sidered when choosing a surgical technique. B, A small clitoral hood continuous with the labia minora. 
C, A heavy clitoral hood. D, A small clitoral hood. The frenulum is continuous with the labia minora. The 
right side demonstrates small lateral fold. E, A lateral clitoral double fold. F, Multiple lateral clitoral folds. 

FD E
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Labia Minora

The labia minora continue posteriorly from the clitoral area toward the perineal body 
either joining to form the posterior fourchette or remaining separate and attaching to the 
perineum (Fig. 1-7). The appearance and shape of the labia minora have many variations; 
asymmetries are extremely common, and clinicians specializing in female genital surgery 
soon become aware that the anatomic variation may be very diverse. Furthermore, the 
skin quality may vary. Surgeons will note that some patients have youthful and tight 
labia (see Fig. 1-7, A), but usually, patients presenting for this operation have tissues that 
are very loose and rugose in nature (Fig. 1-7, B). Often pigmentation is noted. Some of 
the more common variations of labia minora morphology will be discussed later in the 
chapter. 

Fig. 1-6, cont’d G and H, A double clitoral fold inserting into the lateral aspect of the labia minora. I, A 
lateral double fold that is dominant and continuous with the labia minora. The clitoral body and clitoral 
hood are hidden.

IG H

Fig. 1-7 A, Small, firm labia minora. B, Loose, rugose labia minora. C, Asymmetry within the labia mi-
nora. The lateral edge has loose, rugose tissues and pigmentation.

CA B
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Embryology

Embryologically, the labia majora in women are derived from the genital swellings that, in 
the male fetus, develop into the scrotum (Fig. 1-8). In contrast, the labia minora develop 
from the genital folds, which, in the male fetus, fuse to form the median raphe.

Blood Supply

The blood supply to the labia minora and majora consists of the posterior labial artery 
and the perineal artery, both branches of the internal pudendal artery. Similarly, the in-
ternal pudendal artery, deep to the perineal membrane, also gives rise to the dorsal artery 
of the clitoris.

Urethral orifice

Glans of penis

Foreskin

Corpus or shaft  
of penis

Raphe

Scrotum

Perineal raphe

Anal tissues (including
anal sphincter muscles)

Corpus or shaft of clitoris

Foreskin or  
prepuce of clitoris

Glans of clitoris

Urethral orifice

Labium minus

Labium majus

Vaginal orifice

Perineal raphe

Anal tissues (including
anal spincter muscles)

Fig. 1-8 The labia majora are analogous to the scrotum. The labia minora become fused in males 
(perineal raphe). Wolffian ducts develop in males, and Müllerian ducts develop in females. Differences 
develop at approximately 9 weeks’ gestation. In the female, a deep groove forms around the phallus. The 
sides of it grow dorsalward as the labioscrotal folds, which ultimately form the labia majora in females. 
The labia minora, in contrast, arise by the continued growth of the lips of the groove on the undersur-
face of the phallus; the rest of the phallus forms the clitoris. The immature glans becomes the clitoral 
glans. In the male, the pelvic portion of the cloaca undergoes much greater development, pushing be-
fore it the phallic portion. The labioscrotal folds extend around and between the pelvic portion and the 
anus and form a scrotal area. During the changes associated with the descent of the testes, this scrotal 
area is drawn out to form the scrotal sacs. The penis is developed from the phallus. As in the female, 
the urogenital membrane undergoes absorption, forming a channel on the undersurface of the phallus; 
this channel extends only as far forward as the corona glandis.
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However, Georgiou et al6 provided additional detailed insight into the vascular anatomy 
of the labia minora based on their recent cadaveric arterial injection study. They also pro-
vided thoughts on the choice of technique for labia minora reduction: They suggested that 
the main complication of the different surgical reduction techniques is dehiscence of the 
suture line, and that the vascular anatomy may not always be respected, especially, perhaps, 
with flap techniques (Fig. 1-9). In the study, they identified a dominant central artery (C 
artery), two posterior arteries (P1 and P2), and one small anterior artery (A) (Fig. 1-10). 
They confirmed a connection between the anterior system of the external pudendal artery 
and the posterior system of the internal pudendal artery. They concluded that this may help 
surgeons with orientation of wedge excisions. Their anatomic study also confirmed that the 
curvilinear excision method is the safest with the most robust blood supply.

Curvilinear excision technique Wedge excision technique

Fig. 1-9 The blood supply in relation to curvilinear and wedge excision techniques.

Fig. 1-10 Mapping of the labial arteries 
demonstrating the A, C, and P arteries.

 Anterior artery

 Central artery

 Second posterior artery

 First posterior artery
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Nerve Supply

The innervation to the external female genitalia is through the pudendal nerve (Fig. 
1-11). This splits at the superficial transverse perineal muscle into the superficial and deep 
perineal nerves. The superficial branch becomes the posterior labial nerve, and the deep 
branch becomes the dorsal nerve of the clitoris.

Classifications of Female Genital Anatomy 

According to Lloyd et al,7 the genital dimensions in women vary considerably; thus the 
spectrum of normality is wide. In their observational, cross-sectional study, they mea-
sured a variety of parameters, including labial length and width, clitoral size and color, 
and rugosity of the labial skin. They noted a wide range of values for each measurement 
(up to 5 cm for labial width), and they found no statistically significant association with 
age, parity, ethnicity, hormone use, or history of sexual activity. This point is important, 

Fig. 1-11 The pudendal and dorsal nerve of the clitoris.

Dorsal labial nerves
(pudendal nerve)

Posterior femoral
cutaneous nerve,
perineal branches

Posterior femoral
cutaneous nerve

Pudendal nerve

Perineal nerves
(pudendal nerve)

Inferior rectal nerve
(pudendal nerve)

Dorsal clitoral nerve
(pudendal nerve)

Pudendal nerve
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because it is vital for surgeons to reassure patients who wish their genitalia to be surgically 
modified that their genitalia are well within normal limits. 

A few authors have documented their approach to the assessment of labia (minora) pro-
jection, but there is no consensus as to how to best classify the appearance of the female 
genitalia. Motakef et al2 have recently performed a meta-analysis of labiaplasty publica-
tions and highlighted the paucity of information for practicing surgeons regarding a 
suitable classification (Fig. 1-12). We talk about labial “hypertrophy” and “enlargement,” 
but some patients with labia of “normal” size still desire a more sculpted appearance. 

One of the most widely used classification systems, first described by Franco and Franco8 
in 1993, classifies labial hypertrophy into four types: type I, less than 2 cm; type II, 2 
to 4 cm; type III, 4 to 6 cm; and type IV, more than 6 cm. The authors measured the 
distance (in centimeters) from the base of the labia minora (the vaginal introitus) to the 
outermost labial point. They too found that labia minora vary in length, thickness, sym-
metry, and protuberance. In another study, the mean width of the labia minora was found 
to be 2.5 cm, with a range of 0.7 to 5 cm.9

>4 cm 2-4 cm 0-2 cm

Fig. 1-12 Motakef classification for labial protrusion, which classifies the degree of protrusion of the 
labia minora past the labia majora. Class I (0 to 2 cm), class II (2 to 4 cm), and class III (more than 
4 cm) may be amenable to different treatment paradigms. An “A” is added for asymmetry and a “C” for 
involvement of the clitoral hood. 
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In contrast, Chang et al10 suggested a simplified classification based on the size and loca-
tion of the genital protrusion. Class 1 is normal anatomy; the labia majora and minora 
are about equal. In class 2, the labia minora protrude beyond the labia majora. In class 3, 
a clitoral hood is present. In class 4, large labia minora extend to the perineum. The 
authors suggested that different classes should be approached using different techniques.

More recently, Motakef et al2 have proposed an elegant classification system for labial 
protrusion based on the distance of the lateral edge of the labia minora from that of the 
labia majora rather than from the introitus. According to their system, labial protrusion 
may therefore be classified as class I (0 to 2 cm), class II (2 to 4 cm), or class III (more 
than 4 cm) (see Fig. 1-13). 

Our group concurs with this approach and has evolved similar thoughts over the last  
10 years based on results of measuring from the lateral sulcus to the most prominent 
point. Perhaps most important, Motakef et al2 also indicated that different classes of labial 
protrusion may be amenable to different treatment paradigms—a tailored approach to 
labial reduction using different methods must therefore be considered. This philosophy 
is further supported by the vascular anatomic studies described previously.6

We have also found that adopting an objective approach and measuring (and document-
ing) the labial dimensions helps when discussing the degree of reduction desired by the 
patient. Rather than using more nebulous words such as sculpted or neat or discussing 
overcorrection or undercorrection, a more objective approach involving percentages can 
be adopted. Performing more than or less than a 50% reduction therefore becomes 
fairly straightforward, because this can be accurately measured in preoperative marking 
and facilitates discussions regarding expected outcomes.11 As documentation in aesthetic 
surgery becomes evermore important, not only from a medicolegal perspective but also 
in aiding treatment strategies, we encourage all surgeons to document the appearance 
and size of the labia. Reconstructive and cosmetic surgeons pay particular attention to 
measurements and pre-existing appearances when planning cosmetic breast surgery, for 
example, and labiaplasty requires the same degree of attention. 

Documentation and Classification of Anatomic Variants

The Banwell classification of labial anatomy5 has been developed to account for the previ-
ously unrecognized anatomic presentations that surgeons may encounter when consulting 
with prospective patients requesting labial reduction. This has helped to educate patients, 
aid in surgical planning, and facilitate discussions among medical colleagues.



Chapter 1 • Anatomy and Classification of the Female Genitalia 15

Essentially, the scheme documents the specific anatomic appearance and arrangement of 
the labia minora and perineal takeoff. It also takes into account any double-fold arrange-
ment of the frenulum between the clitoris and the labia minora. We think documenta-
tion of these anatomic variations and measurements of the labia should be required of 
all clinicians.

Labia Minora Morphology

Variations in the shape of the labia minora should be noted (Fig. 1-13). Conveniently, 
prominence of the most lateral point in the labia minora may occur in the upper, middle, 
or lower third of the vaginal vault. These are classified as type I, type II, and type III, 
respectively. The consistency and rugosity of the labia should be noted, along with pig-
mentation.

Fig. 1-13 Banwell classification of labia minora morphology. A, Type I: Upper-third enlargement (wing-
ing). B, Type II: Middle-third enlargement. C, Type III: Lower-third enlargement. D, The most common 
arrangement is type I with upper-third prominence. E, Type I: Upper-third enlargement. The pigmentation 
within the labia should be noted and pointed out to patients, because it has implications for matching up 
edges when using the wedge technique (see Chapter 4: Labial Reduction: Surgical Wedge Technique).

D E

Type I
Upper-third prominence

Type II
Middle-third prominence

Type III
Lower-third prominence

Upper third

Middle third

Lower third

A B C
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Labial Symmetry and Asymmetry 

Labial asymmetry is extremely common and, as with other cosmetic surgery (for example, 
of the breasts and ears), should be documented carefully and pointed out to patients (Fig. 
1-14). Asymmetries may occur in the absolute dimensions of the same anatomic variation, 
or asymmetries may involve different anatomic variations. 

Labial Perineal Takeoff 

The posterior attachments of the labia minora also vary, and this is designated “labial peri-
neal takeoff.” As with labial morphology, this also had implications for surgical planning 
(Figs. 1-15 and 1-16). They are conveniently divided into low (closest to the perineum), 
medium, and high. Examples of each are shown below. Some patients with a low perineal 
takeoff may also have a connected posterior fourchette, which is particularly pertinent 
with wedge techniques (see Chapter 4: Labial Reduction: Surgical Wedge Technique). 

Fig. 1-14 A, Banwell classification of labial symmetry and asymmetry. B, Type II (middle third on the 
right) and type III (lower third) on the left associated with pigmentation. C, Type I (upper third) enlarge-
ment with asymmetry (right greater than left). D, Type I asymmetry, left; type II asymmetry, right (right 
greater than left). E, Labial asymmetry type II (middle third bilaterally), but the left is greater than the 
right. F, Type II asymmetry (left greater than right). 

D E F

B C

Labial asymmetry

A
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Fig. 1-16 A, Asymmetrical perineal takeoff. A woman could have both asymmetrical labial enlargement 
and an asymmetrical perineal takeoff. B, Labial asymmetry in dimension, morphology, and perineal 
takeoff: Type I (upper third) on the right and type II (middle third) on the left. The perineal takeoff is also 
asymmetrical. C, Type II (middle third) enlargement on the right, type III (lower third) enlargement on 
the left, and a triple clitoral fold. This patient also has a connected posterior fourchette, which is impor-
tant to note in wedge techniques.

B C
Asymmetrical perineal takeoff

A

Fig. 1-15 The labia minora perineal takeoff. A, Low takeoff. B, Medium takeoff. C, High takeoff.

A
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B
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C
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Clitoral-Labial Complex

Not surprisingly, the clitoral-labial complex is also subject to significant size and anatomic 
variations. In traditional anatomic texts the clitoral body and hood are small but both 
may be noted to be hyperplasic and even disproportionate to the labia. Usually a bilateral 
frenulum radiates from a small clitoral hood and inserts into the posterior aspect of the 
labia minora (Fig. 1-17).

In other patients, we have noted the clitoral hood itself is almost vestigial, and a lateral 
clitoral double-fold arrangement may be present. In these situations, the lateral clitoral 
skin creates a more significant double-fold arrangement and will fuse variably with the 
labia minora. This usually creates a labial-dominant or a clitoral-dominant pattern (Fig. 
1-18). Variations on this theme are shown in Fig. 1-19 and should be noted carefully, be-
cause this may influence choice of surgical technique.

Fig. 1-17 The traditionally known arrangement with a small hood and frenulum inserting into the pos-
terior aspect of the labia minora.
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Fig. 1-19 A, Type I (upper third) enlargement with a lateral double-fold arrangement (clitoral domi-
nance). The clitoral hood is almost vestigial. B, Type II (middle third) enlargement, lateral clitoral double 
fold with labial dominance. C, Type II (middle third) enlargement. This is a very rare arrangement with a 
double fold and equal labial and clitoral dominance. D, Type II asymmetry, left; type I asymmetry, right 
(left greater than right). A double fold with labial dominance.

A B

C D

A Clitoral dominant B Labial dominant

Fig. 1-18 Anatomy of the clitoral double fold. Highlighting and documenting such anatomic arrange-
ments are critical. A, Clitoral dominance. The appearance in keeping with traditional anatomic texts. The 
frenulum of the clitoris fuses with the labia minora to create a double fold. B, Labial dominance with a 
double fold that is clitoral-hood dominant. The labia minora have a vestigial origin.
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Documentation of the Anatomy

As part of our normal practice, we note our clinical findings intraoperatively and docu-
ment them on the surgery board and in the operative note. As shown in Fig. 1-20, the 
labial morphology has been confirmed (type I), together with the presence of a lateral 
clitoral fold, the perineal takeoff, and the rugose nature of the tissues. The dimensions 
of the labia minora were noted (according to Motakef ) in millimeters. Preoperatively, 
the patient and surgeon agreed to a percentage reduction of 60%, and this was measured 
and marked accordingly.

Aesthetic Ideals

The concept of aesthetic ideals has gained increasing traction recently with specific refer-
ence to the ideal shape of the breast.12 Parallels have been made in other areas of cosmetic 
surgery. Currently, there is no established aesthetic ideal regarding the appearance of the 
labia minora, although in the first description of aesthetic labiaplasty technique, Hodg-
kinson and Hait,1 in their seminal paper, suggested that labia minora protruding past the 
labia majora are perhaps both aesthetically and functionally unsatisfactory.

Supporting this concept, Hamori13,14 and others have cogently argued that social trends 
have influenced our concepts of aesthetic ideals. The ubiquity of Brazilian waxing, models 
in the media clad in sheer clothing with no labial show, and the anonymity of internet 
pornography may contribute to a new standard of vulval beauty. In addition to the labia 
minora, the labia majora has been scrutinized in favor of a smooth and full profile.

Fig. 1-20 A, Intraoperative anatomic findings. B, The findings as noted in the operating room by the 
surgeon.

A B
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