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ABSTRACT

Objective. To explore attitudes and perceptions on Female Genital Mutila-
tion (FGM) in Italian healthcare professionals, focusing on their agreements 
or disagreements associated to their education levels in this task.
Materials and Methods. An on-line, observational, cross-sectional and 
multicentre study was carried out from July 2021 to February 2022, through 
social media platforms.
Results. There was insufficient knowledge and preparation on the topic of 
FGM (p = 0.002). Only 35.8% (n = 86) of professionals disagreed with the 
practice know the Law n. of 9 January 2006 (p = 0.001). 80.4% (n = 193) of 
the sample declared the absence of healthcare workers dedicated to sup-
port women in this phase. 68.8% (n = 165) of participants who disagreed 
with this practice did not receive post-basic training in the care of the FGM 
woman (p = 0.001).
Conclusions. There were some gaps in the FGM knowledge among health-
care professionals who were nevertheless recognized by the WHO as the 
main actors in the eradication of this practice.
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INTRODUCTION

Female Genital Mutilation (FGM) referred to “all 
procedures that involve the partial or total remov-
al of the female external genitalia or other harmful 
interventions on the female genital organs for both 
cultural and other non-therapeutic reasons and 
without any consents” [1]. FGM is widespread in 
31 African countries, in the Middle East (Iran, Iraq, 
Yemen, Saudi Arabia and Israel) and in Asia (Indo-
nesia) [2]. Africa records a higher prevalence than 
other continents, especially the sub-Saharan areas 
(Sudan, Chad, Niger, Burkina Faso, Mali and Mau-
ritania), where there are about 3 million girls who 
undergo the FGM practice. In Kenya, among the 
Maasai tribes (traditionally nomadic shepherds) 
and Samburu, the rate of mutilated women ranges 
from 78% to 86%, in Cameroon and Uganda it is 
estimated only 1%, while in Somalia and Guinea 
percentages increase over 90%. In recent decades, 
migratory flows have substantially contributed to 
transfer cultural and traditional beliefs related to 
FGM to the Western world [3, 4]. Therefore, the 
FGM practice becomes a global problem also in 
Australia, North America and Europe [5]. In fact, 
the estimate of excised women/girls in Europe is 
equal to 600,000 and in Italy, which is one of the 
most involved host countries, is 80,000 [6]. An Ital-
ian survey conducted by the Bicocca University of 
Milan revealed that in Italy during 2018, the num-
ber of “mutilated” women ranges around 87,600. 
Of these, 7,600 are girls or adolescents coming from 
Malian, Somali, Sudanese and Burkinabé. These 
partial estimations cannot be detected, since the 
practiced mutilation constitutes an underground 
and illegal network in Italy [7]. On the other hand, 
according to the latest surveys in the world, at 
least 200 million women and girls have undergone 
FGM and, among the victims, there are girls up 
to 14 years of age, while 3.5 million women are 
at risk, every year [8-11]. The UNICEF organiza-
tion states that the trend of girls who will prac-
tice the FGM in the next 15 years will be raised, 
due also to the population growth. The COVID-19 
pandemic also impacts not only in the reorgani-
zation of pregnancy clinical pathways [12], but 
also the increasing number of mutilated women, 
due to the internal blockade and the temporary 
closure of borders, hampering anti-FGM groups 
and global efforts to eradicate this practice [13]. 
FGMs are influenced by various factors, includ-
ing: beliefs, customs, rituals, norms of behaviour, 

cultural ideals of femininity, social hierarchies that 
embrace not only tradition but also aspects related 
to politics, economics and religion, as well as in 
several gynaecologic dimensions [14]. FGM is con-
sidered as a “rite of passage” or “initiation rite” 
in order to guarantee social status to women and 
relating families to become part of a community. 
The ritual ensures pride, honour and a sense of 
belonging to society, avoiding stigma and exclu-
sion. These are beliefs that are transmitted from 
one generation to the next with strong community 
pressure, where the fundamental role is assumed 
by profane elderly women, generally old from the 
village called “jedda” in Somalia, or “daya” in Su-
dan or “mammana” or by the child’s grandmother 
or mother with a payment in money or good fees 
for practice execution [15-17]. In the FGM practice, 
men play a marginal role and also they agree to 
the FGM practice and prefer to marry mutilated 
women, too [2,18-20]. FGM practices are divided 
into four categories, according to the severity of 
the operation, specifically: the partial or the total 
clitoris removal, the narrowing of the vaginal ori-
fice with a practice better known as the female in-
fibulation, the procedure that often required a fur-
ther practice of reopening the suture performed, 
to facilitate the intervention or delivery, through 
a defibulation operation. In some regions wom-
en can be re-infibulated after the opening of the 
scar with the risk of being subjected to infibulation 
and de-fibulation several times in their lives. FGM 
practices are performed at various ages, since the 
first week of life to the moment before childbirth 
or at other times of life. In Egypt over 90% are be-
tween 4 and 15 years old, 60% before the age of 
5 years in Ethiopia, Mali and Mauritania, 76% in 
the first two weeks of life in Yemen [21]. FGMs are 
performed individually or in groups especially 
during local party events [22]. The practice lasts 
about 15-20 minutes, it is painful and traumatic, 
and its performance is often unsanitary [14]. The 
FGM practice is globally unique, non-sterile, by us-
ing razors, knives, broken glass or wood splinters 
[22]. During the FGM practice, the child is forcibly 
restrained, the legs are kept tied for 7-14 days or 
even 40 days to promote healing [22]. The margins 
of the vulva are sewn with acacia spines, only in 
some lucky cases are catgut (thread-like material 
obtained from the intestines of animals) [23] and a 
small orifice is left, for the passage of the menstru-
al flow and urine, which is held open by a small 
sliver of wood with a very small diameter, so that 
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“only a grain of a mile passes” [24]. Cow dung, 
tree sap, ashes, egg white, coffee mash, herbs are 
used for haemostasis [25]. No form of anaesthesia 
or analgesia is expected. Only in recent years, the 
“mutilatory” practice began to involve physicians, 
nurses, midwives, gynaecologists and other health 
personnel who work both in public or private clin-
ics, assuming the definition of “medicalization of 
FGM”, condemned in 2009 by the WHO, UNICEF 
and UNFPA [26]. In 1999, the WHO recommended 
the implementation of an approach to behaviour 
change and to identify new cases of mutilated 
women or preventive action against FGM to im-
prove efforts against FGM among healthcare pro-
fessionals, who play a key role in this task [27]. In 
Italy, there are specific provisions of the Ministry 
of Health to guarantee the legal and socio-health 
protection of women victims of FGM. However, 
a holistic approach is still lacking. The P-ACT, a 
project financed by the Asylum, Migration and 
Integration Fund of the Ministry of the Interior, 
contributes to filling the gaps in services and ter-
ritorial networks relating to the personnel skills 
and approaches by building and training actions. 
Social, cultural and community norms often create 
challenges for health professionals working with 
mutilated women and girls. In this context, the 
Supervisory Body of International Human Rights 
Treaties (TMB) also stresses to resist and eradicate 
FGM by requiring a multi-sectoral, gender- and 
culture-sensitive response that works across sec-
tors, communities and generations [10, 28-29]. The 
aim of the present study was to explore attitudes 
and perceptions on Female Genital Mutilation 
(FGM) in Italian healthcare professionals, focusing 
on their agreements or disagreements associated 
to their education levels in this task.

MATERIALS AND METHODS

Study design

Observational, cross-sectional and multicenter study.

Study approach

From July 2021 to February 2022, it was carried out 
an on-line survey, which was disclosed via email 
and through social media platforms, using the 
“Snowball sampling” technique for statistical sam-
pling until the sample is saturated. 

Participants

Healthcare professionals, including nurses and 
paediatric nurses, midwives, physicians, psy-
chologists, psychiatric rehabilitation technicians, 
developmental neuro and psychomotor thera-
pists, professional educators, health assistants 
were thought as potential participants of the 
present study. By considering that in Italy there 
were around 1,500,000 healthcare workers and 
also by fixing the minimum statistically signifi-
cant sample size thanks to the Cochran formula 
[30] with 95% as the confidence level and 5% as 
the confidence interval, the representative sam-
ple size of the Italian healthcare population was 
384. 

Recruitment criteria: inclusion and exclusion 
criteria

Included healthcare professionals were physi-
cians, paediatric nurses and nurses, psycholo-
gists, midwives, developmental neuro and psy-
chomotor therapists, psychiatric rehabilitation 
technicians, professional educators, health assis-
tants operating, at the time of the study, within an 
Italian public or private structure or professional 
firm with a work experience of at least 12 months 
and who have agreed to participate in the study 
by signing the informed consent.
Those who had been operating for less than 12 
months and/or those who did not agree to join 
the study by not signing the participation consent 
were excluded.

The Questionnaire

The survey tool included two main sections. The 
first section included socio-demographic charac-
teristics of interviewers, specifically:
•	 Gender, as female and male.
•	 Age groups, as: from 20 to 30 years, from 31 

to 40 years, from 41 to 50 years, from 51 to 60 
years and over 61 years.

•	 Years of work experience, classified interview-
ers into two groups, as: healthcare profession-
als who worked until 5 years and who worked 
over 6 years.

•	 Professional role, among: nurse and paediatric 
nurse, professional educator, physician, mid-
wife, psychologist, psychiatric rehabilitation 
technician, psychomotor therapist.
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•	 Work area, such as: surgery, emergency, medi-
cine, maternal-infantile, mental health, territo-
rial services.

•	 If participants, in their careers, had never met a 
women undergoing the FGM practice.

•	 If in the interviewer’s workplace there was any 
healthcare professional employed to support 
women with the FGM.

In the second section of the questionnaire, the per-
ception of participants agreeing or disagreeing in 
the FGM practice was assessed by also explored 
other aspects, specifically:
•	 If the interviewer believed to have sufficient 

knowledge and training in the FGM matter.
•	 How participants felt to be updated on the 

FGM matter.
•	 How participants got their knowledge on this 

topic.
•	 If participants knew the Law no.7, 9 January 

2006 regarding “Provisions concerning the pre-
vention and prohibition of the FGM practices”.

•	 What were the determining factors involving 
the FGM practice, between: illiteracy, gender 
identity, hygiene information, femininity ide-
als, purity, religion, rite of passage.

•	 How healthcare professionals took care of a 
minor at risk of FGM practice, such as: involv-
ing family and/or social services, confide it to 
their colleagues, respect the original culture 
and tradition.

Data analysis

All data were collected in an Excel data sheet and 
processed thanks to the SPSS, IBM, version 20.
Socio-demographic data were all continuous vari-
ables and presented as frequencies and percentage. 
Chi-square tests adjusted thanks to Bonferroni test 
corrections were performed for all the items of the 
second section of the questionnaire, by highlight-
ing any significant difference between who agreed 
and who disagreed the FGM practice according to 
all the items included. All P-values less than 0.05 
were considered as statistically significant. 

RESULTS

Socio-demographic characteristics

A total of 240 healthcare professionals were recruit-
ed in the present study. of these, 86.30% were fe-

males and 13.80% were males. Most of participants 
were nurses (57.50%) and aged between 20 to 30 
years (36.70%) and between 31 to 40 years (32.10%) 
and worked over 6 years (59.60%), especially in 
the maternal-infantile (22.50%) and in the territo-
rial services (20.80%), respectively. 72.50% of inter-
viewers did not meet female patients with FGM 
and 80.40% of them stated that at their workplaces 
there were not present any professionals dedicated 
to the FGM condition (Table 1).

Healthcare professionals’ levels of agreeing or dis-
agreeing on the FGM practices 

By considering the grade of agreeing and disagree-
ing on the FGM practice among healthcare pro-
fessionals (Table 2), significant differences were 
reported between participants who disagreed the 

Table 1.  Sampling characteristics (n = 240).

Characteristics n (%)

Sex
Female
Male 

207 (86.30%)
33 (13.80%)

Age
20-30 years
31-40 years
41-50 years
51-60 years
> 61 years

88 (36.70%)
77 (32.10%)
41 (17.10%)
28 (11.70%)

6 (2.50%)

Work experience
> 5 years
< 6 years

97 (40.40%)
143 (59.60%)

Healthcare profession
Nurse
Pediatric Nurse
Professional educator
Physician 
Midwife
Psychologist
Psychiatric Rehabilitation Technician
Psychomotor therapist

138 (57.50%)
11 (4.60%)
2 (0.80%)

12 (5.00%)
37 (15.40%)

6 (2.50%)
26 (10.80%)

8 (3.30%)

Ward employment
Surgery
Emergency
Medicine
Maternal-Infantile
Mental health
Territorial services

29 (12.10%)
40 (16.70%)
35 (14.60%)
54 (22.50%)
32 (13.30%)
50 (20.80%)

Have you ever met a woman  
undergoing FMG in your work 
experience?

Yes
No 

66 (27.50%)
174 (72.50%)

In your work environments were any 
healthcare professionals employed to 
support women with FMG?

Yes
No 

47 (19.60%)
193 (80.40%)
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FGM practice and their scarce perception levels on 
their knowledge on this matter (p = 0.002). addi-
tionally, most of participants stated that they got 
knowledge on the FGM in other conditions which 
not included experience on their practical field, 
educational course post degree or conferences on 
this matter (p < 0.001). Finally, most of participants 
stated that in presence of minor aged with FGM, 
they believed to contact their families and also the 
relative social service in order to support this con-
dition (p < 0.001) (Table 2).

DISCUSSION 

The survey was carried out to explore attitudes 
and perceptions on Female Genital Mutilation 
(FGM) in Italian healthcare professionals, focusing 
on their agreements or disagreements associated to 

their education levels in this task. Our study found 
that 83.3% (n = 207) of the 240 healthcare profes-
sionals who participated in the study were domi-
nant, with 59.6% having a work experience of over 
6 years (n = 143). Nurses represented 57.5% (n = 
138) of the sample, followed by 15.4% (n = 37) of 
obstetricians and 10.8% (n = 26) of psychiatric reha-
bilitation technicians. The maternal and child area 
was the most represented (22.5%; n = 54), togeth-
er with local services (20.8%; n = 50). Our study 
showed that 57.1% (n = 137) of the disagreeing 
sample did not have sufficient knowledge or train-
ing on FGM. From a 2012 study by Caroppo et al. 
[31], it emerged that only 7.3% of the interviewees 
knew FGM well, while 4.9% did not know it at all 
[31]. Healthcare professionals in Belgium [32] and 
Spain [33] had a greater knowledge of FGM and 
various types, respectively 81% and 94.5%. The lack 
of knowledge of mutilation and its consequences 

Table 2.  Healthcare professionals’ levels of agreeing or disagreeing on the FMG practices and their relating attitudes on this matter (n = 240).

Items
Agree
n (%)

Disagree
n (%)

P-value

The interviewer believed to have sufficient knowledge and training in the 
FMG matter?

Yes
No 

9 (3.80%)a

1 (0.40%)a

93 (38.80%)b

137 (57.10%) 
b 0.002*

How participants felt to be updated on the FMG?
A little
Enough
Very

5 (2.10%)a

5 (2.10%) a

0 (0%) a

158 (65.80%) 
a

66 (27.50%) a

6 (2.50%) 
a 0.329

How participant got the knowledge on FMG?
Experience on the field
Conferences
Post graduate training
Other

2 (0.80%) 
a

3 (1.20%) 
a

4 (1.70%) 
a

1 (0.40%) a

16 (6.70%) 
a

44 (18.30%) a

5 (2.10%)b

165 (68.80%)b

> 0.001*

Did participant know the Law of 9 January 2006, no. 7 regarding “Provisions 
concerning the prevention and prohibition of FMG practices”?

Yes
No 

10 (4.20%)a

0 (0%)a

86 (35.80%)b

144 (60.00%)b > 0.001*

What were the determining factors involving in the FMG?
Illiteracy (Unfpa, 2016)
Gender identity formation
Hygienic-sanitary
Femininity ideal
I do not know
Purity
Religion
Rite of passage

1 (0.40%) 
a

1 (0.40%) 
a

0 (0%) 
a

2 (0.80%) 
a

2 (0.80%) 
a

0 (0%) 
a

2 (0.80%) 
a

2 (0.80%) 
a

43 (17.90%) 
a

8 (3.30%) 
a

2 (0.80%) a

9 (3.80%)b

27 (11.20%) 
a

24 (10.00%) 
a

71 (29.60%) 
a

46 (19.20%) 
a

0.257

How healthcare professionals took care of a minor at risk of FMG?
Involve family members by informing them of the psychological/physical 
damage and legal consequences in Italy
Inform social services
Both of the above given items
Confide it to colleagues
Respect the original culture and tradition
Other 

1 (0.40%) 
a

4 (1.70%) 
a

3 (1.20%) 
a

0 (0%) 
a

2 (0.80%) a

0 (0%) 
a

25 (10.40%) 
a

29 (12.10%)b

152 (63.30%) 
b

10 (4.20%) 
a

4 (1.70%)b

10 (4.20%) 
a

> 0.001*

Each letter in subscript format indicates a subset of administration categories whose portions of the column are not very different from each other at level 0.05. *P-value < 0.05 
is statistically significant.
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by European health workers was confirmed by a 
study, published in July 2021, which explored the 
experiences of FGM of migrant women from coun-
tries practicing FGM residing in a European host 
country [34] as showing by studies conducted by 
Siddig et al. [35] and Khosla et al. [10], respectively. 
In Kenya, on the other hand, a country with a high 
prevalence of the practice, despite nurses and ob-
stetricians having a high knowledge of the various 
types of FGM, 57.7% believed that it was a cultur-
ally beneficial [1]. In the study carried out by Ka-
plan et al. [36] it was shown that in sub-Saharan 
Africa healthcare workers had a lot of knowledge 
on mutilation and their complications, 24.4% of the 
sample expressed themselves in a favourable way 
and had more favourable attitudes towards aban-
donment if this practice was not adopted among 
their daughters [33]. Our study showed that 68.8% 
(n = 165) of information on the topic was gained 
through means other than conferences/courses, 
field experience or master’s and this appeared 
in line with the literature. A study in the United 
States, published in 2021, revealed that 41.5% of 
health professionals involved, although caring 
for women with mutilation, had not received any 
training on the subject. A further study conduct-
ed in Spain, published in 2020 [37] demonstrated 
how healthcare professionals lack training on both 
academic and post-academic FGM, leading to the 
non-recognition of this practice on mutilated wom-
en [37], as also confirmed by the study by Kimani 
et al. [1]. In Belgium, only 31.2% of a sample con-
firmed the training underlying the information on 
the topic of “mutilation” [31].
In our survey, 40% (n = 96) of Italian professionals 
were familiar with Law no.7, which implemented 
the principles of the Declaration and Program of 
the IV UN World Conference on Women - Beijing 
1995, as well as the provisions of Articles 2,3,32 of 
our Constitution - protecting women victims of 
this abuse and declaring any “female genital le-
sion or mutilation, caused in the absence of thera-
peutic needs, for the purpose of sexual condition-
ing”, punishable with imprisonment from 6 to 12 
years) and through art. 583 bis c.p. it introduced 
the “hard” line to protect the health and dignity of 
the woman subjected to mutilation. In reality, in 
the case of FGM it was clear that we were faced 
with acts imposed on minors, acts that caused 
physical and psychological damage ‒ qualifying, 
under our criminal code, as injuries ‒ acts that 
constitute real violence, with sometimes irrevers-

ible consequences on the psychic and physical lev-
els and which today had very little to do with reli-
gious justifications, but certainly with ancient and 
prejudiced customs [38]. In the case of a minor at 
risk of FGM, 12.1% (n = 29) of professionals would 
inform the social services and 10.4% (n = 25) would 
involve family members by informing them of the 
psychological/physical harm and legal conse-
quences in Italy, 63.3% (n = 152) gave both an-
swers. These data confirmed those found by Ca-
roppo et al. [31], in which among the Italian 
healthcare workers who worked with asylum 
seekers from countries with a high prevalence of 
FGM only less than half were aware of the an-
ti-FGM law. Instead, there was greater knowledge 
of the legislation against FGM in Belgium (75.2%) 
[32] and in Spain (75%) [33]. 29.6% (n = 71) of our 
study believed that the determining factor for the 
implementation of mutilation was religion, fol-
lowed by 19.2% (n = 46) as the rite of passage. 
Only 2 participants (0.8%) considered the FGM as 
a sanitation issue. The study by Balde et al. [39], 
conducted in Guinea, did not support the religious 
motive as a determining factor for the implemen-
tation of mutilation, in fact the midwives support-
ed the practice to avoid stigmatization, control 
sexual desire and promiscuity; dissociation be-
tween religion and practice also presented in Ken-
ya [1]. In Other Countries, as Iran, sex-based mod-
el addressed to married women were performed 
[41]. Regarding the degree of disagreement, 95.8% 
(n = 230) of the participants in our study expressed 
disagreement with the mutilator practice. In reali-
ty we know that infibulation did not find its source 
in religion but in a terrible patriarchal custom that 
still saw women as an object today. Subject of 
abuse, not only by her husband, but primarily by 
the family of origin, society and ancestral customs 
to which most African populations were still 
linked [40]. 94% of Guinean healthcare workers 
also believed that FGM was a serious problem 
[36]. While 4% of healthcare professionals said the 
opposite, as reporting in the study of Balde et al. 
[39]. Of the 240 participants in our study, only 
27.5% (n = 66) encountered women undergoing 
FGM. The data collected in the literature through 
a review over a period of time ranging from 2000 
to 2014 showed the opposite for other countries. 
For example, the clinical experience with mutilat-
ed women concerned 75.3% of obstetricians and 
gynaecologists in New Zealand [42], in the USA 
40% of nurses and midwives [43], in Switzerland 
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50% of gynaecologists and obstetricians [44], 60% 
of healthcare workers including paediatricians in 
Sweden [45], 80% of gynaecologists and 12% of 
paediatricians in Spain [46] and 58% of gynaecolo-
gists in Belgium [47]. Mutilations were carried out 
with instruments that were often not sterilized, 
unsafe, approximate. Those who practiced them, 
at times, were a doctor or an expert, but in other 
cases they were women to whom the modalities 
with which the practice was carried out were oral-
ly transmitted. With tools like this, as it was easy 
to guess, FGMs caused terrible pain, affecting 
women for the rest of her life. Such practices 
caused consequences, such as: infections, cystitis, 
urinary retention, painful sexual intercourse, pain-
ful births. All this enormously conditions the lives 
of the women who had suffered them. Those who 
decided to rebel or escape female genital mutila-
tion end up being marginalized or stigmatized by 
society. The woman became an outcast, aban-
doned and mocked. In a study conducted by Gon-
zales et al. [34] it was found that among the wom-
en who requested healthcare in the host country, 4 
of them in the UK had been offered defibulation 
for childbirth and only two had accepted. In Spain, 
no healthcare workers had proposed defibulation 
during pregnancy of women, only one woman in 
Spain had requested surgical reconstruction but 
there was no knowledge of the procedure [34]. 
Moeed et al. [42] found that out of 385 respondents 
in Australia and New Zealand (including trainees, 
fellows and prevention program operators), 21% 
of them had been asked for reinfibulation after 
childbirth, 3% had done so more than one, while 
two out of 385 respondents were asked to perform 
FGM on an infant, girl or young woman. In a study 
in Gambia [36], it was female operator who recog-
nized complications related to mutilation more 
than men and, moreover, having also involved 
students from academic centres, they had shown a 
better identification. Transmission of infectious 
diseases was the most frequently reported conse-
quence (78.5%), followed by bleeding (72.8%). For 
65%, obstetric and sexual complications related to 
childbirth were also recognized and for 33% de-
creased sexual feelings [36]. According to the 
study by Isam et al. [48], the difficulties encoun-
tered by midwives were closely related to cultural 
beliefs, religion and tradition given by the percep-
tion that FGMs were an important part of culture. 
The study by Moeed et al. [42], confirmed the un-
familiarity of health workers with mutilations in 

fact, argued that staff were unable to manage the 
mutilated woman during labour and that she was 
unable to perform an anterior defibulation or epi-
siotomy. The same study argued that African 
women often had to give in statements to mid-
wives regarding the management of labour in 
women with FGM. The Marea et al. study [11], 
evaluated “negative attitudes towards FGM and 
towards the people who practiced them” and 
“empathic attitudes” of health professionals, find-
ing that the female gender had less negative atti-
tudes than males, especially considering those 
who had not received training in the treatment of 
mutilations and those who identified themselves 
as people of colour. While healthcare workers in 
Nigeria were less empathetic to the practice [11] 
and seemed to state that they would also perform 
it on their daughters [45]. Since 2011, Evans et al. 
[50] reviewed studies covering professionals such 
as midwives, physicians, school nurses, district/
community nurses and counsellors in high-in-
come countries. The review confirmed the lack of 
the FMG knowledge all around the world and the 
discomfort’ s perception among healthcare work-
ers in dealing this specific topic, by highlighting 
the risk to not identifying cases and then, giving 
inadequate care for these patients, due also to the 
absence of protocols, guidelines and referencing 
paths. The COVID-19 pandemic period contribut-
ed to jeopardizing a precarious situation in terms 
of training, by stopping global programs destined 
to combat the FGM practice and its relating so-
cio-health consequences. The measures adopted 
to counter the spread of the SARS-CoV-2 infection 
had forced many vulnerable girls into domestic 
isolation, depriving them of any type of protec-
tion, by also improving the FGM practice at home. 
Therefore, it was necessary to ensure and evaluate 
adequate skills among healthcare professionals, 
also through training both on-line or in-person, 
too. Several studies adopted post-training evalua-
tion strategies, as well as the study of Diaz et al. 
[51] which assessed the knowledge among USA 
nurses and midwives before and after training in 
FGM women’s, by adopting an educational pro-
gram that included instructional information, case 
studies, a laboratory of practical deinfibulation 
and repair skills, and advice from an intermediary. 
Knowledge in several types of mutilation and the 
ability to provide safe assistance were greatly im-
proved after training [50]. Spreading a health cul-
ture on FGM in educational settings, such as 
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schools and universities, was therefore essential, 
as confirmed by the study by Balde et al. [39], 
Ugarte et al. [37], and the study by Isman et al. [48] 
in which midwives in Somalia expressed the need 
to increase their skills through further studies and 
training to be able to face new knowledge and de-
velopment in the field of FGM. The need for more 
training was also confirmed in the Cappon et al. 
[32] and Reig-Alcaraz et al. [33] studies. The need 
for new developments and studies was also ex-
pressed in the review by Auricchio et al. [52] due 
to the absence of standardized lines on clitoral re-
constructive surgery and the presence of scant 
studies, in a historical context in which the growth 
of awareness of self-image and sexual identity, as 
well as the stigmatizing language associated with 
them such as “poor victmis” was leading women 
to a greater demand for reconstructive surgery. 
Therefore, it was necessary to safeguard the digni-
ty and physical and psychological integrity of 
women, and indicate specific health policy actions 
necessary to achieve any goals included in the 
Agenda for Sustainable Development [53]. 

Limitations 

Among the limitations of the study, it should be 
emphasized that it was able to reach a more het-
erogeneous population at the national level, that 
could be not considered as representative of all 
the Italian professional categories included in the 
study. Additionally, more than half of the sample 
recruited was not directly involved in the care of 
these patients. In addition, it should consider also 
a possible recall bias due to participants and at-
tributed also to a reticence of the particular topic.

CONCLUSIONS 

The survey was carried out to explore attitudes 
and perceptions on Female Genital Mutilation 
(FGM) in Italian healthcare professionals, focusing 
on their agreements or disagreements associated 
to their education levels in this task. The results 
of the present study demonstrated some knowl-
edge gaps of the FGM by healthcare professionals 
who were nevertheless recognized by the WHO 
as the main actors in the eradication of the prac-
tice. Furthermore, Italy appeared to be one of the 
EU countries where there was a high prevalence 
of women who underwent FGM [54]. In fact, in 

2016 the presence of FGM women in Italy ranged 
between 60,000 and 80,000 [55]. Hence the im-
portance to adopt training interventions based 
on cross-cultural assistance starting from schools 
and universities without forgetting post-graduate 
training, which was required and compulsory for 
health care categories, since this issue belonged 
to us geographically, ethically and morally. Each 
of us could play an active role in abandoning this 
practice, which violated the right of choice and 
health of every child, girl, woman who was still 
undergoing any kind of genital cut dictated by so-
cial norms, as well as providing adequate health 
care so as to reduce any complications from FGM. 
“We need training, awareness and empowerment 
processes, which concerned not only local com-
munities, but also all sectors involved in the phe-
nomenon” [51, 53].
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