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Abstract

There are approximately 24,600 women and girls with FGM/C currently living in Switzerland. Women and girls with
FGM/C have health care needs related to FGM/C that Swiss health workers may not have adequate knowledge to address,
or they may experience attitudes toward FGM/C and/or communities which practice FGM/C that result in poor experi-
ences of care. Further, there are no current studies that assess Swiss health worker clinical practice in the care of this
group. The aim of this study was to survey a national sample of Swiss health workers using a conceptual framework and
valid measures of health worker knowledge, attitudes, and practices for care of women and girls with FGM/C. We con-
ducted a cross-sectional web-based survey of multidisciplinary health workers including physicians, nurses, and midwives
employed at the five Swiss University hospitals. 467 health workers completed the full survey. General knowledge of
FGMY/C and its associated health complications was high; however, knowledge of management of those complications was
low. Health worker attitudes toward FGM/C overwhelmingly opposed the practice but demonstrated neutral or ambivalent
attitudes toward ethical challenges and the provision of FGM/C-related care. There is a clinically important gap between
health worker knowledge and practice with deficits in interpreter use, mental health screening and referral, and clinical
documentation. This study is the first national assessment of health care provider knowledge, attitudes, and practices for
FGM/C-related care in Switzerland. There are significant opportunities to improve health worker knowledge for FGM/C
care, promote attitude and values clarification, and ensure that clinical practice is aligned with evidence-based practices
for high quality FGM/C care. Competency-based strategies for health worker education can improve health care quality
and outcomes for women and girls with FGM/C.
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performed on children from infancy through adolescence,
the health consequences can persist through the lifespan.[5].

There are ongoing debates regarding terminology, defini-
tions, and classifications for practices commonly referred to
as ‘FGM/C.’ Proposed alternative terms seek to encompass
a broader range of genital modifications practiced on vul-
vas, penises, or intersex genitalia, among minors and adults,
with or without consent, while also avoiding stigmatizing
language and promoting terms acceptable to profession-
als, scholars, and affected individuals.[6-9] Nevertheless,
female genital mutilation (FGM) is the terminology cur-
rently employed by the World Health Organization (WHO),
headquartered in Switzerland, making this label with all its
connotations particularly salient to the study population.
As the KAP questionnaire used in the present study was
derived from a WHO item bank, we found it appropriate
to keep terminology consistent and utilized “FGM” in the
questionnaire. In this manuscript, we use the term FGM/C
(female genital mutilation/cutting) to both acknowledge the
coexistence of the two terminologies and to recognize that
womens’ and girls’ preferences regarding the terminology
used to describe their experiences may vary.

In countries where FGM/C prevalence is mainly due to
migration from countries where FGM/C is practiced (i.e.
diaspora setting), a lack of health worker competence with
FGM/C may put patients at risk of iatrogenic harm beyond
the inherent health risks of FGM/C.[10] Clinical com-
petence is a reflection of the health worker’s knowledge,
attitudes, and practices. Without specialized knowledge,
health work practices may not reflect specific and beneficial
recommendations for people with FGM/C, which includes
screening, and referrals for treatment for FGM/C sequelae.
Attitudes and practices that reflect cultural humility are also
critical. Cultural humility is an approach to care grounded in
self-awareness and appreciation for patients’ expertise about
their own social and cultural context.[11] In the absence of
cultural humility, stigma and discrimination may be present
in healthcare settings and contribute to poor outcomes, par-
ticularly for people who are marginalized because of their
cultural practices (i.e. FGM/C), religion, nationality, racial-
ization, linguistic need or other individual or community
characteristics.[12,13].

In Switzerland there are approximately 24,600 women
and girls who may have experienced, or may be at risk
for, FGM/C[14, 15, 16]. Based on estimates using migra-
tion data, most women with FGM/C in Switzerland are
believed to come from Eritrea, Somalia, and Ethiopia.
[15] This is likely an underestimation because it does not
include non-African women and girls nor individuals with-
out a Swiss permit of residency; neither does it account for
ethnicity, generational change, or the impact of migration
and acculturation on the practice.[17] Although all types of

@ Springer

Swiss health workers can provide care to people who have
undergone FGM/C, they may not be adequately prepared to
screen, assess, inform, counsel, manage, and/or refer these
patients.[18—20] This reflects the lack of consistent pre- or
post-graduate training across regions, canton, and university
on how to care for women and girls with FGM/C.[21]

At present, there is no clear understanding of health
workers’ knowledge, attitudes, and practices (KAP) about
FGM/C among health workers in Switzerland. Without
this information, it is difficult to design appropriate learn-
ing activities to improve care. Other studies have attempted
to describe health workers’ KAP; however, the measures
are often not well described, lack an underlying theoretical
or conceptual framework, and/or are not context specific.
Together, this makes it it difficult to accurately describe
KAP related to FGM/C care.[22-24] Existing studies have
explored some associations between health care provider
characteristics including gender and past experiences related
to FGM/C, personally or as a clinician.[25,26] Gender has
been found to be associated with higher levels of knowledge
and FGM/C care practices; however, existing studies have
not controlled well for the covariance between gender and
clinical specialties in nursing, midwifery, and obstetrics.

The purpose of this study was to use context-specific,
conceptually informed, and evidence-based measures of
knowledge, attitudes, and practices for care of women and
girls with FGM/C in diaspora settings to assess a national
sample of Swiss health workers. This paper presents the
development of and findings from this nationally dissemi-
nated survey. These measures and our findings will inform
ongoing efforts to improve the quality of pre-service and
continuing education for health workers in Switzerland and
other diaspora countries.

Materials and Methods
Measures
Expert Review, Item Revision, and Pre-testing

We used an item bank of 206 items (69 knowledge, 65
attitudes, and 72 practices items) derived from formative
qualitative research with clinical and research experts in
FGM/C, WHO Care of Girls and Women Living with FGM
Clinical Handbook, and the WHO Guideline on the Preven-
tion of FGM and Clinical Management of Complications
to develop evidence-based assessments for knowledge,
attitudes and practices.[27-29] Three health workers with
expertise in FGM/C care (obstetrician/gynecologist, nurse-
midwife, and pediatrics resident) independently reviewed
each item according to whether it was (1) applicable to
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the Swiss healthcare context, (2) specific to FGM/C care,
and (3) reflected current evidence based best practices
for FGM/C care. We removed items if they contained the
answer in the root of the question (knowledge), were redun-
dant, had responses susceptible to social desirability bias in
Switzerland, or might lead participants to disclose illegal
information or practices. The reviewers made recommen-
dations to (1) keep the item for all respondents, (2) keep
the item for a specific subset of respondents based on scope
of practice (e.g. only applicable to pediatricians or obstetri-
cians/ midwives), or (3) remove the item. We retained 31
knowledge items, 27 attitude items, and 33 practice.

We conducted cognitive interviews about the retained
items with Swiss health workers (n=35) who speak English
as a non-native language: a gynecologic nurse, two mid-
wives and two primary care physicians. The goal of cogni-
tive interviews is to ensure the coherence of a questionnaire
and enhance its validity. We asked participants about their
perception of each items’ intended meaning and clarity of
the language and concepts being addressed.[30] We then
updated the interview guide to remove or revise problem-
atic items. Following cognitive interviews, we excluded 8
items, added one, and rephrased 30 to improve coherence.
The final survey had 104 items including: 20 demographic
and clinical background, 27 knowledge, 22 attitudes, and
up to 32 practice items depending on respondent scope of
practice and exposure to types of patients (e.g. pediatric).
See Additional File 1 for the full survey and branching
logic. Finally, these 5 health workers pilot tested the survey
to ensure acceptable participant burden with time to com-
pletion under 30 min; completion time ranged from 12 to
23 min.[31].

We conducted the survey in English. Switzerland has
four national languages (Romansh, Italian, French, and
German). English is routinely (and increasingly) used as
the common language of health professionals who have dif-
ferent national languages and is also the required language
for public presentations at some health professional confer-
ences in Switzerland.[32] Swiss nationals are more likely
to use English as a second language than any of the other
national languages of Switzerland. As this study was the
first KAP survey on FGM/C in different Swiss cantons, we
elected to administer it in English to understand instrument
performance and make adaptations before translating into
four languages.

Knowledge

The knowledge assessment included items from the item
banks for six knowledge domains adapted from the WHO
KAP for FGM/C conceptual framework including: general
knowledge of FGM/C, vulvar anatomy and function, ethical

and legal considerations in FGM/C care, communication,
health complications of FGM/C, and management of health
consequences of FGM/C.>” The knowledge assessment
included an additional domain of questions applicable only
to the intrapartum setting, and will be presented in a separate
paper focused on sub-specialties. Question formats include
multiple choice with four response options and true/false.
All questions had one correct answer, and had an “I don’t
know” option in order to minimize error based on guessing.
The items were scored as 1 if correct, and 0 if incorrect or
“I don’t know.”

Attitudes

The attitudes assessment included questions related to
five attitudes domains that we deemed clinically relevant
in Switzerland, drawn from formative research includ-
ing: more supportive attitudes towards those who practice
FGM/C, less supportive attitudes towards those who prac-
tice FGM/C, attitudes favoring avoidance of FGM/C care,
attitudes related to condemnation of FGM/C, and the affec-
tive response of caring for those with FGM/C.2* The
attitudes items were scored on a five-point Likert scale
where 4= Strongly Agree, 3=Agree, 2=Neither Agree/ Nor
Disagree, 1=Disagree, 0=Strongly Disagree. Items were
reverse coded to ensure consistency in scoring; more sup-
portive/positive attitudes resulted in higher scores while
more restrictive/negative attitudes lower scores. Items
that inquire about participants’ attitudes toward the value
FGM/C holds for some women and stereotypes about com-
munities who practice FGM/C serve as a reflection of cul-
tural humility.

Practices

The practice items represent evidence-based approaches
including questions regarding screening, assessment, docu-
mentation, counseling, and ethical-legal considerations. The
items were coded with branching logic for those who: (1)
care for girls under 18 years, (2) provide obstetric care, and
(3) who have ever cared for a patient who had experienced
FGM/C. All practice items ask participants to report their
actual behavior in their clinical practice except for one hypo-
thetical question about how health workers would respond if’
they identified FGM/C. We chose this format because of the
low incidence in Switzerland, and to prevent participants
disclosing behavior in conflict with local guidelines or laws.
Practice items had variable response formats including yes/
no and five-point Likert response to assess for frequency or
degree of agreement.
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Setting and Participant Recruitment

We recruited a multidisciplinary group of health workers,
including nurses, midwives, and physicians (health workers,
henceforth) at the five Swiss University hospitals (Geneva,
Lausanne, Bern, Ziirich and Basel) were eligible to partici-
pate if they worked in the departments where FGM/C-related
care was most applicable to the scope of practice: gynecol-
ogy and obstetrics, urology, pediatrics, internal medicine,
primary care medicine, psychiatry, infectious diseases, and
tropical/travel medicine. Participants were ineligible if they
had never heard of FGM/C and/or if they evaluated their
English proficiency as less than “well” or “very well,” or
lower than a B1 level using the Common European Refer-
ence Framework for Languages (CEFR).[34].

We conducted recruitment from August 2021 to October
2021 via medical directors of the five Swiss University Hos-
pitals who shared our recruitment email with health workers
in the departments noted above. At one hospital, the medi-
cal director shared an email with the survey link with all
physicians while nurses and midwives received it from their
respective department heads. At the remaining hospitals
the medical directors put us in contact with the department
heads who then forwarded our email at their discretion.
Reminder emails were sent to hospital contacts at 2 and 3
weeks, respectively. The contacts at the hospital facilities
were willing to disseminate our survey but were not able
to provide distribution lists or numbers of active contacts
on existing email lists. There was a total of 4590 unique
email addresses total, but given known limitations (inactive
emails, duplicates, people no longer working) we cannot
reliably estimate the number of individuals who received
the survey. Interested participants were able to click on the
survey link, complete an electronic consent, and complete
the survey, which was managed using REDCap V. 13.6
hosted at Georgetown University.[35].

Statistical Analyses

We used SPSS version 26 and Stata Version 17 for the
analyses. We performed descriptive analyses using frequen-
cies and percentages for the demographic, clinical experi-
ence, attitudes, and practices items. The knowledge items
had multiple responses formats, so we re-coded them to
reflect correct versus incorrect responses prior to analysis.
We included responses of “I don’t know” as incorrect. We
created a total score on the knowledge test that reflected the
number and percentage correct out of 27 total items. We
calculated mean knowledge score and standard deviations
for the full sample, and minimum and maximum observed
scores. Then, we used independent t-tests to compare mean
scores of known groups that we hypothesized should have
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higher or lower knowledge of FGM/C (those who have
provided care for those with FGM/C vs. not; ever received
FGM/C training vs. not; read care guidelines for FGM/C
vs. not). We assessed validity by comparing scores on the
knowledge test between known groups using independent
t-tests with statistical significance defined as p<0.05 among
participants with no missing data in their knowledge test
(n=466).

Ethical Review

We obtained ethical approval from the Swiss Ethics Com-
mittee on 21 June 2021 (Project Number 2018-01851 ) and
the Institutional Review Board at the Georgetown Univer-
sity Medical Center on 29 August 2021 (Study Number
00004180 ). We obtained electronic consent from all partici-
pants. Participation was completely voluntary and anony-
mous. We did not offer any incentives.

Results
Participant characteristics

A total of 849 individuals completed the electronic consent.
Among those, 568 completed the demographic question-
naire.101 participants did not submit any responses after
the demographic questions. The remaining 467 participants
were included in the analysis for a completion rate of 55%.
There were no significant demographic differences between
completers and non-completers, nor between language
regions (French vs. German speaking). The final sample
was mostly women and physicians, and nearly two-thirds
work in French-speaking areas of Switzerland. See Table 1
for participant demographic and clinical characteristics.

Participants had diverse levels of exposure to FGM/C
related to the awareness of the practice, guidelines, and
previous training. Most of the participants were not aware
of the WHO classification system for FGM/C, had not read
FGMY/C care guidelines, and had not received any training
for FGM/C-related care. See Table 2 for participant FGM/C
Clinical Experiences and Context.

Knowledge

We first scored the frequency of correct responses using
percentages. Next, we generated knowledge scores for
participants who completed 100% of the knowledge items
(n=466). We calculated the scores by summing the total
number of correct answers; therefore, higher scores indi-
cate higher levels of knowledge. Out of 27 total knowledge
items, there were 10 where >90% of respondents selected
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Table 1 Demographic Characteristics

Table 2 FGM/C Clinical Experiences and Context (n=467)

N=467
N (%)
Gender
- Female/ Other** 337 (72.1)
- Male 130 (27.9)
Religion
- None 213 (45.6)
- Muslim 13 (2.8)
- Christian 215 (46.0)
- Jewish/ Other** 13 (2.8)
- I refuse to answer 13 (2.5)
How well do you read and speak English? *
- Very Well (C1-C2) 235 (50.3)
- Well (B1-B2) 232 (49.7)
Mean Range
(SD)
Age (in years) 36.9 23-65
9.0)
Professional Title
- Midwife 37(7.9)
- Hospital Nurse 84 (18.0)
- Physician/ Doctor 346 (74.1)
Department
- Gynecology/ Obstetrics 127 (27.2)
- Pediatrics 76 (16.3)
- Urology 19 4.1)
- Psychiatry 34 (7.3)
- Internal Medicine 116 (24.8)
- Primary Care 36 (7.7)
- Infectious Diseases/ Tropical Medicine 59 (12.7)
Hospital Affiliation — University Hospital
- Geneva 144 (30.8)
- Lausanne 152 (32.5)
- Bern 45 (9.6)
- Zurich 36 (7.7)
- Basel 90 (19.3)
Do you ever care for patients under 18 years old?
- Yes 313 (67.0)
-No 154 (33.0)
Mean Range
(SD)
Years Working in Current Professional Title 9.2 0.5-36
(7.8)

N (%)
Are you aware of the WHO FGM classification system?
- Yes 203 (43.5)
-No 245 (52.5)
- I don’t know 19 (4.1)

Has FGM been practiced within your family of close contacts?

- Yes/ I don’t know/ I don’t want to answer 18 (3.8)

- No 449 (96.1)
Does your work setting have professional guidelines for FGM?

- Yes 106 (22.7)
- No 216 (46.3)
- I don’t know 145 (31.0)

Have you ever read guidelines for the care of women and girls

with FGM?

- Yes 134 (28.7)
-No 284 (60.8)
- Alittle 49 (10.5)

Are you familiar with local regulations about reporting of FGM

in children?

the correct answer, and 3 items where <20% of respondents
selected the corrected answer. Most participants were able
to identify the definition of FGM/C; however, roughly only
one-quarter were able to correctly identify FGM/C type
using photographic images. Despite most participants being
able to identify landmarks of vulvar anatomy, 17% of par-
ticipants responded that FGM/C may include removal of the
entire clitoris, which is not correct and demonstrates a lack
of knowledge about the full extent of clitoral anatomy. The
lowest scores overall were related to care of specific types
of FGM/C and management of complications of FGM/C.

- Yes 87 (18.6)
- No 313 (67.0)
- Alittle 67 (14.3)
Are you interested in learning more about FGM?

- Yes 357(76.4)
- No 19 (4.1)

- Alittle 91 (19.5)
Have you ever seen a woman or girl with FGM in your clinical
setting?

- Yes 210 (45.0)
- No 226 (48.4)
- I am not sure 31 (6.6)
If yes, how many patients with FGM have you seen?  N=210
One patient 22 (10.5)
<5 patients 57 (27.2)
5-20 patients 78 (37.1)
>20 patients 53(25.2)
Did you receive previous trainings about FGM?

- Yes 132 (28.3)
- No 335(71.7)
If yes, what kind of training? (Select all that apply) N=132

- Brief mention in class 47 (35.6)
- Full Class lecture 59 (44.7)
- Independent Study 51(38.7)
- Trained with FGM Expert 32 (15.2)
- Other 17 (12.9)

See Table 3 for frequencies of correct responses to the
knowledge assessment questions.

To evaluate the known group validity of the knowledge
assessment, we compared mean scores of those with pre-
vious FGM/C experiences compared to those without. As
hypothesized, we found that participants who had ever cared
for clients with FGM/C, had received FGM/C training, and
had ever read FGM/C care guidelines had significantly
higher knowledge test scores compared with those who
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Table 3 Knowledge Test —
Percentage of Participants who
Selected the Correct Response
(n=467)

Correct

N (%)
General FGM/C Knowledge — Definition and Types
What is the definition of FGM/C? 380 (81.4)
What type of FGM/C (according to the WHO classification) does the diagram represent? 130 (27.8)
(Type )
What type of FGM/C (according to the WHO classification) does the diagram ABOVE 111 (23.8)
represent? (Type 3)
What type of FGM/C (according to the WHO classification) does the diagram ABOVE 105 (22.5)
represent? (Type 4)
What type of FGM/C (according to the WHO classification) does the diagram ABOVE 86 (18.4)
represent? (Type 2)
Female Genital Anatomy and Function(color photograph of female genitals)
In the image, which anatomical structure is indicated by the white arrow? (Labium Minus)* 442 (95.3)
In the image, which anatomical structure is indicated by the white arrow? (Urethra)* 427 (92.4)
In the image, which anatomical structure is indicated by the white arrow? (Clitoris)* 424 (91.4)
In the image, which anatomical structure is indicated by the white arrow? (Hymenal 416 (89.7)
Caruncle)*
FGM/C may include the removal of the entire clitoris 79 (17.0)
Ethical and Legal Considerations in FGM/C Care
It is illegal to perform FGM/C in Switzerland 430 (92.3)
Women with FGM may not seek health care because they fear legal consequences 368 (79.3)
It is illegal to transport a person outside Switzerland for FGM/C (vacation cutting) 327 (70.2)
Communication
Women with FGM/C may avoid coming to see some health professionals because they fear 441 (94.6)
that they will be stigmatized
Women have the right to refuse defibulation during childbirth even if the health professional 296 (63.9)
thinks that the woman should be defibulated
Health Complications of FGM/C
Women with FGM/C may experience anxiety, depression or Post-Traumatic Stress Disorder 447 (96.8)
(PTSD) related to their FGM/C
FGM/C may cause chronic pain at the site where the woman was cut 445 (95.9)
Women with FGM/C may not know that FGM can cause health problems 443 (95.1)
Women with FGM/C may experience traumatic flashbacks to their FGM during genital 441 (95.0)
examination
FGM/C may be associated with recurrent urinary tract infections 425 (91.6)
FGM/C type 3 may cause slowed urinary emptying 278 (59.9)
Management of Health Consequences of FGM/C
Can FGM/C-related sexual problems be treated? 300 (64.4)
After defibulation, women may report that the vagina feels more open 279 (60.5)
After defibulation, women may report faster urine flow 270 (58.3)
Clitoral reconstruction is a surgery that may decrease pain caused by scar tissue on or near 206 (44.2)
the clitoris of a woman who has FGM/C
Clitoral reconstruction is a surgery that will reverse the FGM/C 189 (40.6)
FGMY/C type 3 is a sufficient indication to perform a cesarean birth 66 (14.2)

did not. Additionally, respondents who work in obstetrics/
gynecology and identify as female, respectively, had higher
knowledge scores compared to those who do not; however,
female gender and obstetric specialty are highly correlated.
Those who rated their ability to speak and understand Eng-
lish “very well” had significantly higher knowledge scores.
There were no statistically significant differences in knowl-
edge scores between the predominantly French-speaking
vs. German-speaking hospitals. See Table 4 for details of
Known Group Validity testing.
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Attitudes

Overall, participant attitudes demonstrated opposition to
parents’ right to have FGM/C performed on a daughter,
including the “harm reduction/alternative ritual” practice
of pricking the clitoral hood. Participants mostly disagreed
(71.6%) and few neither agreed nor disagreed (17.2%) about
the perceived social and cultural value of the practice. There
was a wide distribution of responses as to whether FGM/C
is a cultural practice, and whether adult women should be
able to elect FGM/C; however, there was general agreement
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Table 4 Knowledge - Known Group Validity (n=466)

Total Score (27 possible) RANGE Mean SD

1-27 17.7 4.6
PREVIOUS FGM/C EXPERIENCES

N (%) Mean (SD) p-value
Ever Cared for FGM/C-Affected 210 (45) 19.9 (4.3) <0.001
patient 256 (55) 15.9(4.0)
- Yes
- No/ Not Sure
Received FGM/C Training 132 (28) 204 (4.1) <0.001
- Yes 334 (72) 16.6 (4.3)
- No
Read FGM/C Care Guidelines 183 (39) 20.4(3.8) <0.001
- Yes/ A Little 283 (61) 159(4.1)
- No
LINGUISTIC
Speak English 234 (50) 18.6(4.6) <0.001
- Very Well 232 (50) 16.8(4.4)
- Well
Hospital Linguistic Region 295(63) 17.8(4.5) 0.395
- French (Geneva, Lausanne) 171 (37) 17.54.7)

- German (Bern, Zurich, Basel)
DEMOGRAPHIC and SCOPE OF PRACTICE

Gender 337(72) 18.1(4.5) <0.001
- Female/ Other 129 (38) 16.5(4.5)

- Male

Department 127 (27) 21.5(@4.1) <0.001
- Obstetric 339 (63) 16.3(4.1)

- Non-Obstetric
Bold, italicized text indicates statistical significance p<0.05

(78.9%) that adult women should have the right to undergo
genital cosmetic surgery. Most participants (67.8%) felt that
it is wrong to cut the genitals of any child (including boys
and intersex children) and that genital cutting of girls mer-
its some punishment (62.6%). Most participants disagreed
that they should avoid discussing FGM/C or that it was not
their responsibility (84.0%); though responses indicate that
there are diverse views about how clients may respond if
FGM/C is raised by the health worker. Participant responses
trended towards neutrality or ambivalence when asked if
they should condemn the practice to patients, and whether
they experience distress themselves when caring for patients
with FGM/C. See Table 5 for complete Attitudes responses.

Practices

Among the full sample (n=467), most (53.2%) partici-
pants report that they never ask if women have experi-
enced FGM/C. Among participants who have ever care for
a woman or girl with FGM/C (n=210), the frequency of
screening for mental, gynaecological, and sexual health con-
cerns is highly variable. Gynaecological and sexual health
concerns are addressed often with most participants either
frequently (41.%, 37.6%, respectively) or always (29.3%,
22.4% respectively) screening. Mental health concerns are

addressed less often, with only 27.3% screening frequently
and 12.7% screening always.

Less than a third of all (n=467) participants (n=32.8%)
report that they always use an interpreter when they do not
share a language with the patient. The most frequently cited
reasons for not using an interpreter (among n =312 partici-
pants who do not always use an interpreter) were that none
were available (79.2%) or they did not have time (32.9%).

Among participants who have ever cared for a patient
with FGM/C (n=21), documentation practices are also
variable. Most participants either frequently (31.2%) or
always (35.3%) document FGM/C in the medical record,;
slightly fewer frequently (18.3%) or always (27.2%) docu-
ment FGM type. Roughly a third (33.5%) of participants
always counsel a woman with FGM/C against FGM/C for
a girl child. The most common responses when asked about
whether they provide education about sexual health were
sometimes (27.8%) and frequently (31.2%).

Among participants who provide care for children
(n=313), more than half (58.5%) of participants state that
they would report FGM/C in a child to the authorities, and
roughly one-third (36.3%) report that they do not know
whether they would report or not. See Table 6 for complete
Practice responses with frequencies and percents.

Discussion

Our findings demonstrate gaps in health worker knowledge,
including knowledge of FGM/C types, clitoral anatomy, and
management of health complications. In addition, there are
gaps in practice, including screening for FGM/C, the use of
interpreters, and documentation of FGM/C. Together, these
findings demonstrate the need for increasing health workers’
competence in caring for people with FGM/C. The results of
our study can inform strategies to improve health workers’
ability to provide evidence-based, culturally humble care to
people with FGM/C.

Similar to other diaspora settings, Swiss health work-
ers have limited training in, or familiarity with, evidence-
based care guidelines for FGM/C, which may result in
failure to prevent harm, treat complications, or provide
referrals.[33,36,37] The level of expertise that a physi-
cian must possess at the beginning of their postgraduate
training in Switzerland is determine by the Principal Rel-
evant Objectives and Framework for Integrated Learn-
ing and Education in Switzerland (PROFILES).[38] This
document from PROFILES is published in English, further
evidence of the mainstream use of English among health
professionals in Switzerland. PROFILES includes com-
petencies for sexual and reproductive health and rights
and genital anatomy, including of the vulva and clitoris.
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Table 5 FGM/C Attitudes (N=465)

N (%)
Strongly  Disagree  Don’t Agree Strongly
Disagree Agree nor Agree
Disagree
Attitudes toward FGM/C
More Supportive
1. Parents have the right to have their daughters’ genitals cut 439 (94.4) 20(4.3) 2(0.4) 0 4(0.9)
2. Pricking (small puncture of) the clitoral hood, with a small needle, may be an 328 (70.8) 65(14.0) 47(10.2) 8(1.7) 15(3.2)
acceptable alternative to more extensive FGM/C
3. The social benefits of FGM/C are more important than the health risks for some 255 (54.8) 78 (16.8) 80(17.2) 37(8.0) 15(3.2)
women
4. Communities that practice FGM/C are honouring an important cultural tradition 168 (33.4) 103 (22.3) 125(27.1) 59 (12.8) 7(1.5)
5. FGM/C is a religious practice 141 (30.5) 101 (21.9) 116(25.1) 92(19.9) 12 (2.6)
6. Adult women should have the right to undergo FGM/C if they choose to 69 (15.0) 90(19.5) 148 (32.1) 115 39 (8.5)
(25.0)
7. Women with FGM/C deserve to feel that their genitals are attractive 15 (3.3) 16 (3.5) 115 (25.0) 174 141
37.7) (30.6)
8. Adult women should have the right to undergo genital cosmetic surgery 7(1.5) 11(2.4) 75(16.2) 190 180
(41.0) (38.9)
Less Supportive
9. Parents who have their daughter’s genitals cut should receive some punishment 28 (6.1) 33(7.1) 112 (24.2) 138 152
(29.8) (32.8)
10. It is wrong to cut/surgically alter the genitals of any child (boy, girl or intersex) 57 (12.3) 28 (6.1) 64 (13.8) 68 (14.7) 246
(53.1)
11. Women with FGM/C are less educated 152 (32.7) 147 (31.6) 113(24.3) 47(10.1) 6(1.3)
12. Women with FGM/C are victims 10 (2.2) 11 (2.4) 71(153) 197 174
(42.6) (37.6)
13. FGM/C makes a woman less of a woman because her genitals have been 275(59.4) 92(19.9) 55(11.9) 30(6.5) 11(24)
altered
14. Communities that practice FGMC are oppressive towards women 3(0.7) 13(2.8) 109 (23.5) 208 130
(44.9) (28.1)
15. Women with FGM/C do not frequently experience sexual pleasure 11 (2.38) 39(84) 203 (43.8) 158 52
(34.1) (11.2)
Attitudes toward providing care for those with FGM/C
Avoidance and Condemnation
16. Women may be offended if the health professional discusses FGM/C with them 51 (11.1) 148 (32.2) 92 (20.0) 150 19 (4.1)
(32.6)
17. During a clinical consultation, if a patient does not talk about FGM/C, the 157 (33.9) 245(52.9) 50(10.8) 9(1.9) 2(04)
professional should not mention it either
18. It is not within my job responsibility to address FGM/C 204 (44.3) 183(39.7) 52(11.3) 14(3.0) 8(1.7)
19. It is not my place to condemn FGM/C 149 (32.2) 184 (39.7) 67 (14.5) 45(9.7) 18(3.9)
20. Health professionals should strongly condemn FGM/C when talking to patients 63 (13.6) 137 (29.5) 146 (31.5) 90 28 (6.0)
(19.4)
Affective Response
21. I feel distressed when I deal with a woman or girl’s experience of FGM/C 24 (5.23) 100(21.8) 144 (31.4) 157 34 (7.4)
(34.2)
22. 1t is difficult for me to hide my distress when caring for women with FGM/C 65 (14.1) 156(33.9) 175(38.0) 53 11 (2.4)
(11.5)

*1 missing response for Item #20, 2 missing responses for Items #2, 8, 9, 10, 12, 13, 14, 15, 17, 19, 3 missing responses for Items #4, 5, 4 missing
responses for Items #6, 7, 18, 5 missing responses for Items #16, 22, 6 missing responses from Item # 21

Despite existing standards, recent research has underlined
the need for improving health professionals’ education in
sexual anatomy, physiology, and health.[39—41] Knowledge
gaps in sexual anatomy and health can contribute to gaps
in knowledge, attitude, and practices when it comes to rec-
ognizing and caring for the consequences, both short- and
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long-term, of FGM/C. Indeed, including FGM/C when dis-
cussing other topics in sexual and reproductive health cur-
ricula (e.g. violence, human rights, sexual pain, clitoral and
vulvar anatomy and physiology, etc.) could be a key training
strategy.
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Table 6 FGM/C Related Clinical Practices (n=467)

Screening for FGM/C

Never Rarely Sometimes Frequently Always Only if
I sus-
pect
FGM
How often do you ask women if they have experienced FGM/C?™ 245 (53.2) 99 39 (8.5) 26 (5.64) 6(1.5) 46
(21.5) (10.0)
How often do you screen for FGM/C-related concerns in: **
Mental health® 27 (13.2) 44 52(25.4) 56(27.3) 27 (12.7)
(21.5)
Gynaecological health® 12 (5.9) 15(7.3) 33(16.1) 85(41.5) 60 (29.3)
Sexual health® 14 (6.8) 30 38(18.5) 77 (37.6) 46 (22.4)
(14.6)
Interpreter Use
Never Rarely Sometimes Frequently Always
How often do you use an interpreter if you and your patient do not 3 (0.7) 25(5.4) 72(15.5) 212(45.69) 152(32.8)
speak the same language?®”
Not No Do not Do not Too
Available Time trust the know how  expensive
quality to access
If you don’t always interpreter when indicated, why not? *** 247 (79.2) 112 9(2.9) 16 (5.1) 17 (5.4)
(select all that apply) (35.9)
Documentation Practices
Never Rarely Sometimes Frequently Always
How often do you document: **
FGM status? 31(15.4) 29 29 (14.4)  41(204) 71 (35.3)
(14.4)
WHO FGM type © 63 (31.2) 29 18 (8.9) 37 (18.3) 55(27.2)
(14.4)
Education and Counseling
How often do you: ** Never Rarely  Sometimes Frequently Always
educate about sexual health® 22 (10.7) 32 57(27.8) 64 (31.2) 30 (14.6)
(15.6)
counsel against FGM for daughters’ 38 (18.7) 34 26 (12.8) 37(18.2) 68 (33.5)
(16.8)
Pediatric Considerations
Yes, Depends Yes, No Idon’t
Timing/ Always know
Setting
If you were to identify a minor who had FGM, would you report it 83 (27.1) 96 16 (5.2) 111 (36.3)
to the authorities? **** (31.4)

2 6 missing, ® 3 missing, © 5 missing, ¢ 9 missing, ® 8 missing, | 7 missing

*All participants (n=467)

**Participants who have ever care for a woman or girl with FGM/C (n=210)

***Participants who do not always use an interpreter (n=312)
**%% Participants Who Ever Care for Children <18 (n=313)

Consistent with other multidisciplinary samples in high
and low resource countries, we found that general knowl-
edge of FGM/C, its health complications, and illegality
were high. Conversely, knowledge of FGM/C types, clito-
ral anatomy, and the clinical management of FGM/C was
low, even among pelvic medicine specialists.[42—45] The
knowledge deficits around clitoral anatomy, strikingly com-
mon among health workers, highlight the need to improve
medical, nursing, and midwifery training and continuing

education (CE) curricula in female sexual medicine for
both specialists and general practitioners.[42,43] Knowl-
edge of vulvar and clitoral anatomy, including physiologic
and pathologic variations, can help clinicians understand
what has been altered by the FGM/C, associated complica-
tions, and treatment options, including clitoral surgery and
defibulation to improve genito-urinary symptoms.[46,47]
Addressing knowledge deficits through didactic education
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and precepted clinical training is imperative to improving
quality of care and preventing iatrogenic harm.

Our results confirm findings from the US[25,48] and
Belgium[23] which state that health workers with the high-
est level of knowledge about FGM/C were those with the
most clinical experience caring for those with FGM/C, who
have received FGM/C training, and/or have read FGM/C
clinical guidelines. This finding reaffirms the feasibility of
improving FGM/C related care via investments in educa-
tion and training to ensure that quality of care does not rely
on the chance of encountering a trained and experienced
health worker.[49,50] There are a myriad of opportunities to
integrate FGM/C content into preservice and CEU courses,
including anatomy, obstetrics, gynecology, urology and
human sexuality. Updated Swiss national recommendations
(2023), endorsed by several Swiss medical societies, and
the WHO’s Clinical Handbook for FGM/C should inform
curricula.[17,28].

Knowledge impacts attitudes, and negative attitudes
are transmitted to the patient via stigmatizing language or
behaviour. Therefore, health workers must also gain knowl-
edge about cultural, ethical and interpersonal considerations
in FGM/C care to avoid stigmatizing patients. Few health
workers in this study recognized that some people who
practice FGM/C believe that the social benefits for girls
and women outweigh the health risks, or that continuing
the practice is honouring an important cultural tradition.
While not all people with FGM/C hold these beliefs, they
are very common.[28] Negative health workers attitudes
represent a fundamental gap in knowledge about FGM/C, a
gap that contributes to stigma toward the practice and bias
toward the individual with whom it is associated. Experi-
ence or fear of this bias can cause women and girls to delay
or avoid care altogether.[51] This foundational knowledge
and related attitudes about how FGM/C is viewed by some
practicing communities can be addressed in FGM/C-spe-
cific courses and/or as part of broader discussions around
health care ethics, gender-based violence, public and health
policy, and advocacy.[52].

We evaluated health worker attitudes that formative
research indicated were clinically relevant domains for
the provision of quality care.[27] Health workers’ attitudes
toward providing FGM/C related care indicated that many
may feel unsure if they would offend people by raising
FGM/C; however, most did feel that addressing FGM/C
was part of their job. Similar tensions arise in the global
literature where health workers want to provide excellent
care for those with FGM/C but feel limited by lack of train-
ing and insecurity around broaching the topic with patients,
particularly when there is a cultural or linguistic barrier.[53]
Health worker attitudes embracing their responsibility for
FGMY/C care were at odds with their reported practices: only
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10% of respondents said they ask about FGM/C even when
they suspect it may have occurred, which is similar to rates
in other high resource settings.[54] This avoidance may be
related to provider discomfort with FGM/C, which in the
migratory context may reflect a lack of training in sexual
health as early as the undergraduate level.[36] Qualitative
research has demonstrated that health workers with mini-
mal exposure to FGM/C may not have formed clear atti-
tudes toward FGM/C, their clinical role and scope, and/or
the ethical and legal dilemmas that may be present during
FGM/C-related care.[55].

Health worker attitudes toward FGM/C can impact what
care is offered[56]. Swiss health workers in our sample,
similar to other high resource settings, overwhelmingly
oppose FGM/C in children, including the harm reduction
practice of “pricking” (making a small cut on the clitoris).
[48] While opposition to the practice is in line with interna-
tional human rights standards, a negative affective response
from health workers can burden patients. Nearly 40% of our
sample reported feeling distress when working with a client
with FGM/C. While a health worker may have a negative
attitude toward the practice of FGM/C and not necessarily
the person with FGM/C, that negative regard can nonethe-
less create unnecessary and detrimental emotional labor
for women with FGM/C as they prepare for and navigate
a reproductive health care visit.[56] During a birth, health
workers’ negative attitudes about FGM/C can retraumatize
women.[57] Health worker attitudes toward adult women
electing FGM/C were ambivalent, with scores trending
toward the median. Most respondents were supportive of
adult womens’ right to elective cosmetic genital surgery
which presents interesting opportunities to explore cultural
practices, autonomy, and moral relativism.[58] Scholars of
cross cultural ethics have noted that public discourse about
“FGM” is often highly racialized.[59,60] A study of Swiss
media depictions of FGM/C found that it is typically charac-
terized as “primitive”, whereas cosmetic surgery is consid-
ered “scientific” and therefore more acceptable.[61] Other
ethical issues arise when cosmetic genital surgery is com-
pared to male circumcisions. Health workers who are not
regularly exposed to FGM/C may not have had the oppor-
tunity to develop attitudes or to resolve cultural dissonance.
[62,63].

The responses to the Practices questions help contextu-
alize participant knowledge and attitudes. More than 80%
of participants disagreed or strongly disagreed that they are
not responsible for interviewing for or managing short- or
long-term effects of FGM/C, this does not translate into pro-
active responsibility. Consistent with data from Belgium,
most Swiss participants (75%) never or rarely asked women
if they had experienced FGM/C.[23] Nearly all (96.8%)
participants knew that FGM/C may cause mental health
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problems; however, only 40% frequently or always screen
those with FGM/C for mental health concerns. Addressing
the health worker knowledge-to-practice gap is a critical
area for educational interventions which can improve qual-
ity of care.

While interpreter service is not specific to FGM/C care,
most of those with FGM/C in Switzerland are migrants and
can experience stigmatization. Minimizing communication
barriers through consistent interpreter use is an important
component of high-quality FGM/C care.[64,65] Partici-
pants reported inadequate use of interpretative services with
lower levels reported in the German-speaking regions com-
pared to the French, which may reflect differences in health
system capacity for interpreter services.[66] The reasons
for not consistently using interpreter services were consis-
tent with barriers documented internationally, leading with
no interpreter available.[67,68] In addition to availability,
interpreters must be well prepared to discuss sexual health
and FGM/C to ensure an accurate and complete interpreta-
tion of health care interactions.[69] A health systems level
commitment is needed to ensure the availability, prepared-
ness, and usage of interpreters.

We uncovered additional individual practices that can
be improved by health worker education and health system
support. Health workers’ responses varied widely regard-
ing their documentation of the presence of FGM/C, coun-
sel against FGM/C, or hypothetical generation of a report
if they believed a child had undergone FGM/C. The lack
of documentation is consistent with a review of hospital
records in Switzerland that suggested a low capacity for
documentation of FGM/C in the medical record.[15] Cod-
ing is critical because without it, direct estimates of the
number of persons with FGM/C, their possible health com-
plications, associated procedures, and possible indicators of
quality of the care offered will remain inaccurate. If these
numbers remain inaccurate, the gaps in care will be invis-
ible and therefore no systemic changes will be implemented
to reach the quality of care desired.

When health workers display cultural humility, they
recognize cultural contexts outside of their own and share
power in decision making with their patients.[70] With-
out accurate information about the cultural significance of
FGM/C for affected communities and culturally sensitive
treatment approaches, we cannot address the FGM/C related
gaps evident in our study. This gap could deprive women
and girls of quality care and expose them to the risks of
untreated sequelae, particular in the context of migration.
This gap can be addressed by competency-based education -
a system of instruction-based demonstration of knowledge,
attitudes, and skills considered essential for quality care
in a given setting.[71] Experts must develop competency-
based learning resources on FGM/C and integrate them into

existing pre-service and continuing education opportunities.
This will accelerate efforts to decentralize FGM/C-specific
expertise and bridge the knowledge gap among providers.

Limitations

This study had limitations. We surveyed only in the Swiss
university hospitals, thus cannot generalize to private care
settings. We recruited via medical and nursing directors
within hospitals, which have limited reach. The staff at the
hospital facilities were willing to disseminate our survey but
were not able to provide distribution lists; thus, we cannot
reliably estimate the number of individuals who received
the survey. Future national surveys in Switzerland may
achieve better participation rates via professional societ-
ies. Survey engagement may have been suppressed due to
the COVID-19 pandemic, when many health workers were
overworked. We did not provide incentives. Our survey
required 10-25 min to complete, which may have impacted
the completion rate. However, most participants who started
the survey did not proceed past the demographic’s ques-
tions, but those who moved past the demographics portion
completed the survey fully, indicating that lack of comple-
tion was likely not due to survey length. Because we did
not use a random sample of health workers, our findings
may be influenced by response bias. Due to the convenience
sample and high correlation between gender and health
worker specialty area, we did not disaggregate responses by
gender; however, future research should explore the role of
gender and health worker specialty areas for FGM/C care.
Our sample was weighted towards participants from French
speaking areas (~ % ) compared to German (~') where can-
tons may differ in terms of training, sensitization campaigns,
and migrant/immigrant populations. We did not translate the
questionnaire into all of Switzerland’s national languages,
thus excluding health workers with less English proficiency
(below the CEFR B-1 standard). We did limit eligibility to
those who self-assess their ability to understand English as
“well” or “very well,” but it is possible that some did not
accurately self-assess their fluency in ways that impacted
their responses. Inversely, participants with higher English
fluency may have increased access to education and train-
ing on FGM/C. Despite these limitations, our study’s find-
ings are made more valuable because it is one of few which
based its KAP measures on formative research and was
guided by a conceptual framework. We were able to survey
health workers at all five Swiss university hospitals and had
a diverse national sample.
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Conclusion

We conducted the first multidisciplinary national survey of
Swiss health worker knowledge, attitudes, and practices for
the FGM/C-related care. We created a KAP measure that
was context-specific and derived from evidence.[27] Our
findings show gaps between health worker knowledge and
practice, and an opportunity for the clarification of health
workers’ attitude and values. Our work can inform the
development of competency-based learning activities to
improve health workers’ ability to provide evidence-based,
culturally humble care for people with FGM/C and there-
fore improve both short- and long-term outcomes. Teach-
ing modalities must address health worker knowledge for
FGMY/C care, promote and cultural humility, and ensure that
clinical practice is aligned with evidence-based practice.
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