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ABSTRACT 

Female genital mutilation (FGM) has been illegal in Tanzania since 1998; nonetheless this 

procedure is still being performed in some regions of the country. Since the prohibition of this 

practice it has become harder to detect the practitioners. Nurses are one of the professions 

who can identify the women who have been exposed to FGM, which creates an opportunity to 

provide care for these women and educate them about the practice. The aim of this study is to 

describe Tanzanian nursing students’ views on FGM. Data was collected with focus group 

interviews with second and third year students at a nursing school in northwest Tanzania. 

Data was analysed inductively by content analysis. The results, the students’ views on FGM, 

were categorised into four themes; ‘FGM creates suffering’, ‘the right to sexual integrity’, 

‘the role of nurses’ and ‘educating the patient and the community’. The findings clearly 

demonstrate that the students’ negative attitudes toward the practice are based on their 

knowledge of its harmful implications on health. For further research, it may be of interest to 

study nursing students’ views of the practice in more FGM-prevalent regions of Tanzania. 

Key words; female genital mutilation, FGM, nursing students, Tanzania, views.  
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SAMMANFATTNING  

Kvinnlig könsstympning har varit olagligt i Tanzania sedan 1998; trots detta utövas ingreppet 

i några regioner i landet. Sedan kvinnlig könsstympning blev olagligt i landet har kartläggning 

av utövandet försvårats. Sjuksköterskeyrket är en profession som kan identifiera de kvinnor 

som blivit utsatta för könsstympning, vilket skapar en möjlighet att såväl vårda samt utbilda 

dessa kvinnor. Syftet med denna studie var att beskriva sjuksköterskestudenters syn på 

kvinnlig könsstympning. Datainsamlingen utfördes med fokusgruppsintervjuer med studenter 

från andra och tredje året på sjuksköterskeprogrammet på en skola i nordvästra Tanzania. 

Data analyserades med en induktiv ansats med hjälp av innehållsanalys. Studenternas syn på 

kvinnlig könsstympning kategoriserades enligt fyra teman; ”Kvinnlig könsstympning orsakar 

lidande”, ”rätten till sexuell integritet”, ”sjuksköterskans roll” och ”att utbilda patienten och 

samhället”. Studien visar att det finns ett starkt samband mellan sjuksköterskestudenternas 

negativa inställning till kvinnlig könsstympning och deras kunskap kring dess skadliga 

inverkan på de drabbades hälsa. Trots studiens begränsningar kan den ge en inblick i 

värdefulla aspekter som reflekterar sjuksköterskestudenters syn på kvinnlig könsstympning. I 

framtida forskning vore det intressant att studera sjuksköterskestudenters syn på utövande av 

kvinnlig könsstympning i områden med högre prevalens. 

Nyckelord: female genital mutilation, FGM, nursing students, Tanzania, views. 
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INTRODUCTION 

Female genital mutilation (FGM) is a culturally rooted practice which involves partial or total 

removal of the female external genitalia. The practice induces both physical and 

psychological harm upon the exposed women. FGM is an ongoing health problem in several 

nations of the world despite legal measures and educational campaigns. Nurses have an 

important role in detecting and treating women who have undergone FGM. The authors of 

this study were introduced to the subject of FGM in the course Global Health at the Swedish 

Red Cross University College. As the subject was discussed briefly in the course in Sweden, 

the authors found it to be of interest to further study the matter from a nursing perspective. 

The authors found it particularly interesting to learn and immerse themselves in the views of 

nursing students in a country where it is still illegally practiced. 
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BACKGROUND 

Female genital mutilation 

Female genital mutilation (FGM) involves procedures that intentionally alter or cause injury 

to the female genital organs for non-therapeutic reasons (World Health Organization [WHO], 

2016a). Today, over 125 million girls and women have been mutilated in 29 countries in 

Africa and the Middle East where FGM is most prevalent (United Nations Children’s’ Fund 

[UNICEF], 2013). FGM is mostly performed on young girls between infancy and the age of 

15. FGM is considered as a violation against the Human Rights of girls and women (United 

Nations [UN] 1993).  

 

WHO has classified four types of FGM ranging from partial to total removal of the external 

female genitalia (WHO, 2016b; Lee & Strong, 2015). Type I is carried out by partial or total 

removal of the clitoris and/or the prepuce. Performing type II includes partial or total removal 

of the clitoris and the labia minora and is executed with or without an excision of the labia 

majora. Type III is implemented by narrowing the vaginal orifice by cutting the labia minora 

and/or labia majora making it/them a covering seal. This type is executed with or without 

infibulation. All other harmful procedures without any medical necessity to the female 

genitalia is classified as type IV (ibid.). According to Allen and Oshikanlu (2015), girls and 

women may not know what type of FGM they have undergone. 

 

Reasons for performing FGM vary depending on cultural, social or regional factors (WHO, 

2016a). A common reported motive by performing FGM is social convention or social norm. 

A strong motivation is the risk of social exclusion by the community. Albert, Bailey & Duaso 

(2015), state that FGM is a deeply rooted practice within a cultural context and tradition and 

is given as the main reasons for its continuation. Even if the members of a community would 

like to abstain from FGM, it’s rather difficult since the practice has become customary norm 

based on rightful behaviour (Cloward, 2015). Reason for performing FGM may be considered 

as a necessity for raising and preparing a girl for adulthood and marriage (WHO, 2016a). 

FGM is often driven by the belief that it reduces a woman’s’ libido and therefore minimizes 

risks of premarital intercourse and marital infidelity. According to UNICEF (2013), there is a 

correlation between educational level and practicing FGM. There is a trend which shows that 
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supporters of the continuation of FGM often have a lower educational level. Daughters of 

uneducated mothers are more likely to be cut. The practice is also related to cultural ideals of 

femininity and modesty (WHO, 2016a). It includes the idea that girls are clean and beautiful 

after removal of body parts that are considered unclean or unfeminine or even masculine 

(ibid.).  

 

FGM is mostly carried out by traditional practitioners (WHO, 2016a). The girls that are 

exposed to the procedure rarely receive any anaesthetics or antibiotics. The procedure is often 

executed without any sterile instruments (Lee & Strong, 2015). It occurs in some countries 

that FGM is medicalised, meaning the procedure being done within healthcare institutions by 

specialized medical and nursing staff (Dawson et al., 2015). These countries include Egypt, 

Kenya and Sudan. In certain region of Kenya and Sudan, midwives are in charge of the 

procedure. Medicalisation is justified by the concept of harm reduction since the procedure is 

conducted in controlled hygienic conditions to reduce risk of infections or other complications 

(ibid.).  

 

FGM may induce complications such as pain, severe bleeding, urinating problems, cysts, 

infections, childbirth complications as well as maternal and neonatal mortality (WHO 2016c; 

Dawson et al., 2015). As reported by Lee & Strong (2015), women with FGM during labour 

were at higher risk of obstetrical complications than women without FGM. Women with type 

II and III were at higher risk of undergoing caesarean delivery. Also, there is a higher risk of 

postpartum haemorrhage, and extended hospital care. Episiotomy and perineal tears had a 

higher prevalence in with FGM. Infants to mothers with FGM were at higher risk of needing 

resuscitation or even death (ibid.). Young girls and women who have been exposed to FGM 

are more likely to have mental health issues (Mulongo, McAndrew & Hollins Martin, 2014). 

The level of affliction is correlated by the grade of severity. According to the majority of the 

women in a study by Vloeberghs, van der Kwaak, Knipscheer & van den Muijsenbergh 

(2012), FGM caused chronic mental and psychosocial problems throughout their lives.  
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FGM in Tanzania 

FGM became illegal in 1998 in Tanzania (Galukande et al., 2015). The Tanzanian sexual 

offenses special provisions act is an amendment to the penal code to prohibit FGM. 

Galukande et al. also emphasise that a higher rate of FGM cases are discovered in obstetric 

care rather than being self-reported. A possible reason why FGM is underreported by these 

women could be fear of legal consequences. Many researchers fear that the procedure has 

gone underground and find this to be dangerous (ibid.).  

 

Statistics reveal that 15% of the women in the country have undergone FGM (United Nations 

Children’s’ Fund [UNICEF], 2013). Tanzania has a relatively low prevalence rate among the 

29 countries where FGM is mostly concentrated. The most common type of FGM in Tanzania 

is type I and II prevalent in 90.9% of the cases (28 Too Many, 2013). Less prevalent is type 

IV at 2.2% and type III at 0.7%. According to statistics from 2010, nine regions in Tanzania 

have a moderately higher prevalence compared to the rest of the country: Manyara 70.8%, 

Dodoma 63.8%, Arusha 58.6%, Singida 51%, Mara 39.9%, Kilimanjaro 21.7%, Morogoro 

21.7%, Tanga 19.9% and Iringa 13.3%. Between 2004-05 and 2010, Manyara, Dodoma, 

Kilimanjaro, Tanga and Iringa have had a decrease in prevalence while Arusha, Singida, Mara 

and Morogoro have had an increase instead. Singida had the highest increase with 7.8%, 

whilst Manyara had the largest decrease with 10.2% (ibid.).  

 

According to UNICEF (2013), FGM appears to be more common in rural areas, although the 

data collection from the United Republic of Tanzania was excluded due to the level of 

uncertainty it conducted. Ninety-two percent of the girls and women in Tanzania believe that 

FGM should end. Among the girls and women who have undergone FGM aged 15-49 years, 

77% of them think that the procedure should stop (ibid.). Studies have revealed that education 

has an impact on the view of FGM since educated women are more knowledgeable of the 

negative health implications which the practice evokes (28 Too Many, 2013). Women with 

higher educational status are more likely to disapprove of the practice. There is also a 

correlation between higher educational levels of the women in the decrease of prevalence in 

Tanzania. Reasons for performing FGM are far more complex than the educational 

backgrounds of the practitioners and those at risk (ibid.). 
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Guidelines for nursing and clinical practice 

The WHO has declared FGM training of healthcare workers as a main strategy (Dawson et 

al., 2015). Also, guidelines and a curriculum for nurses and midwives have been developed to 

support healthcare. Education on FGM is of importance and has been shown to be successful 

in improving clinical practice and increasing advocacy efforts (ibid.).  

 

The International Council of Nurses code of ethics for nurses (International Council of 

Nurses, [ICN], 2012) states that one of the responsibilities for a nurse is to include health 

promotion in the work. According to research, the majority of health promoting nursing care 

is carried out by informing and educating about healthy behaviour, lifestyle and risk factors 

(Whitehead, 2010).  

 

Research shows that midwives play a central role in meeting women’s maternal health needs 

thus consequently vital in providing quality care and preventing FGM (Dawson et al., 2015). 

In a pilot intervention of obstetric midwifery-nurses’ education, participants gained improved 

confidence after increasing their knowledge of FGM (ibid.). By improving their confidence, 

they were able to provide more secure, compassionate and culturally competent care for 

women with FGM (Jacoby & Smith, 2013). Healthcare givers should gain more knowledge 

about the FGM patients’ problems and have a more sensitivity when addressing those patients 

(Vloeberghs et al., 2012). Having confidence, showing respect and having a sensitive 

approach helps reducing tension in the patient meeting considering the sensitive and secretive 

nature of FGM (ibid.).  

 

Nursing education and clinical practice in Tanzania 

According to the curriculum established by The United Republic of Tanzania Ministry of 

Health and Social Welfare, the ordinary diploma course in Nursing is a programme spread 

over six semesters (The United Republic of Tanzania Ministry of Health and Social Welfare, 

2009). The certificate course is a 2-year programme spread over four semesters. The 

development of this programme is aimed at gaining nursing skills as well as knowledge 

aligned with the needs of the health sector. Students are required to work in clinical areas 
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under supervision as an important learning method for gaining practical experience in nursing 

care as well as client management (ibid.). 

The United Republic of Tanzania Ministry of Health and Social Welfare (2008) has 

developed a strategic plan for healthcare professionals to reduce the nation’s maternal, 

neonatal and child mortality. The strategy mentions the management of FGM patients in 

obstetric hospital care. Key ante-natal services include assessment for female genital 

mutilation in the individualised birth plan at health centres (ibid.).  

PROBLEM STATEMENT 

FGM is a violation against human rights and the women’s bodily integrity. Despite 

Tanzania’s anti-FGM law and efforts to abolish the practice, it is still an ongoing problem due 

to strong beliefs and lack of knowledge on its health consequences. FGM is commonly 

followed by multiple mental and physical health complications which require competent care. 

Therefore, nurses have an important role in providing care, education and to support victims 

of FGM or those at risk. Nurses’ views of this harmful practice are essential in the continued 

work against it. With their nursing competence they can influence to behavioural change 

among patients and communities. Healthcare givers in some countries support medicalisation 

of FGM which is only encouraging the continuation of an unethical practice. Furthermore, 

nurses need evidence-based knowledge on FGM in order to provide adequate care, focus on 

preventative actions and to support behavioural change. Despite the reported and relatively 

high prevalence of FGM in some regions of Tanzania, the authors of this study found no 

research describing Tanzanian nursing students’ views on FGM. 

AIM 

The aim of this study is to describe Tanzanian nursing students’ views on female genital 

mutilation (FGM). 
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METHOD 

Design 

This is a descriptive qualitative empirical study based on semi-structured focus group 

interviews. Focus group interviews were considered a suitable method to generate a dialogue 

and therefore help the students discuss and share their views on FGM (Polit & Beck, 2010). 

Discussions are an effective way to allow participants to answer and build on each other’s 

interactions and responses. This method also helps the researcher to obtain in-depth and a 

broad spectrum of information (ibid.).  

Sample 

A Medical Officer in Charge, Gate-Keeper 1, at the nursing school in northwest Tanzania was 

contacted nine months prior to this study with extensive information on the study and a 

request for permission to conduct the study (Appendix 1). The authors were given the 

preliminary written approval by Gate-Keeper 1 to support this study. One month prior to the 

study, the authors met with Gate-Keeper 1 and were introduced to a nursing tutor who became 

the second gate-keeper (Gate-Keeper 2), at The Swedish Red Cross University College. 

Formal approval was then given upon arrival to collect data at this meeting. Gate-Keeper 2 

functioned as support for networking with the students by inviting the authors to classes and 

arranging facilities.  

To gather participants to the interviews, a sample selection method called “snowball 

sampling” was used (Polit & Beck, 2010). The participants for the two initial interviews were 

gathered with the help from Gate-Keeper 2. Upon completion of each interview the 

participants were asked to invite other second or third year nursing students to this study. The 

inclusion criteria were to study in the second or third year of the nursing programme. The 

participants also had to comprehend and speak English. Exclusion criteria for the study were 

if the participants were unable to give informed consent or if the participants did not meet the 

inclusion criteria. Of the 55 students who were in the second or third year of the nursing 

programme, a total of 22 students participated in the study. None of the participants chose to 

withdraw. The participants were divided into 5 focus groups which contained 4-6 members. 

The pilot focus group (G1), group 3 (G3), group 4 (G4) and group 5 (G5) consisted of 4 

participants each. The second group (G2) included 6 participants. The participants were coded 



8 

by numbers which were presented in the results as “P” standing for “participant” in order to 

maintain anonymity. 

The study had 16 male participants and 6 female participants. Fourteen participants were 

studying in their second year of the nursing programme and 8 participants represented the 

third year. Most of the students stated that they had received education about FGM in primary 

school and upper secondary school (personal communication, 12
th

 to 20
th 

November, 2016). 

According to Gate-Keeper 2, only the third year students were introduced to FGM in the 

course Medical Surgical Nursing at the nursing school (personal communication, 1
st
 

December, 2016). 

Data collection 

Data was collected through semi-structured focus group interviews. The focus group 

interviews were held between the 12
th

 to the 15
th

 of November in a classroom at the school 

and in the author’s private accommodation. An interview guide with open questions on the 

topic was used to direct the interview. The interview guide consisted of 7 questions on 

different topics regarding FGM (Appendix 3). The interview guide was tested on the first 

focus group interview and was not modified for the following groups. A total of five focus 

groups interviews were conducted between the 12
th

 and 20
th

 of November. 

Initially, the design and interview guide was tested with a pilot focus group that was randomly 

selected consisting of 4 nursing students, three males and one female, representing the third 

year at the nursing school. The pilot group was asked to give feedback on the interview 

method which was considered when proceeding with the next focus groups. The discussion in 

the pilot focus group interview responded well to the aim of this study. Therefore, study 

design and interview guide was not changed after the pilot interview. The data collected from 

the pilot interview was transcribed and was included in the data collection. 

Before all interviews, participants were given an information letter about the participation 

being voluntary, anonymous and that they could withdraw from the study at any time 

(Appendix 2). The letter also explained that the data would be handled with strict 

confidentiality explicitly by the authors and would not be handed out to third parties. By 

signing this letter, the participants gave their consent to participate in the study. The letter was 

supplemented with oral information in accordance to the letter of information. The 
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participants were only informed about the general topic of the study in order to not influence 

the data collection. 

 

The students were labelled by numbers to maintain their anonymity. S.B. functioned as a 

secretary and S.K. as a moderator during all interviews. The secretary’s main task was to keep 

track of time as well as documenting when each participant spoke. The moderator’s role was 

to guide the discussion so that all the topics were addressed. The moderator made sure to 

stimulate the discussion and to keep a good climate in the group dynamic. To allow all 

participants to speak, the moderator directed questions to certain participants to engage them 

further in the discussion. When the discussion died out, a new question was asked to the 

group. Also, both authors had a passive role to avoid intervening with own answers such as 

experiences, opinions or views. The time frame for the interviews was approximately 60-90 

minutes. The discussion was recorded and then transcribed verbatim. Data collection and 

transcription of the data was conducted simultaneously to determine if data saturation was 

fulfilled. Data saturation is the breaking point where no new information is acquired and 

redundancy is achieved (Polit & Beck, 2010). This is a guiding principal during data 

collection and sampling (ibid.). Data saturation was reached after five focus group interviews.  

Data analysis 

Data was then approached inductively through Hsieh & Shannon’s (2005) conventional 

content analysis. Conventional content analysis is commonly used for studies with the aim of 

describing a phenomenon. Furthermore, this design is suitable when the observed 

phenomenon is not based on existing theories. Researchers approach the subject without any 

preconceived ideas allowing new perceptions based on the collected data. According to Hsieh 

& Shannon (2005) this approach is referred as inductive category development.  

The recordings were listened to carefully to transcribe as precisely as possible. Words or 

sentences that were inaudible or unclear were labelled as “(inaudible)” and were excluded 

from the data. Each interview was transcribed separately and then revised by the other author. 

After transcription, the transcribed data was read repeatedly to gain an understanding of the 

content as a whole (Hsieh & Shannon, 2005). By immersing oneself in the content, reading 

each word carefully, key concepts emerged from the text. The identified key concepts were 

highlighted from the transcribed data and then discussed by the authors. Then, the highlighted 
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key concepts were systemised by resemblance in a separate document. In this process, notes 

were written on reflections under each key concept. The authors derived codes that 

represented a diversity of key thoughts. Codes were then sorted into comprehensible clusters 

which created the initial labelling of sub-categories and categories. The codes were 

systemized into sub-categories, categories and themes depending on the relation and links 

between the codes. A table presenting an example of the analytical process is presented in 

Table 1 below: 

 

 

Table 1. Example of analytical process of deriving codes, labelling of sub-categories, categories and themes 

Key concepts 

derived 

directly from 

the text 

First impression and 

initial analysis for coding 

Label for 

code 

SUB-

CATEGORY 

CATEGORY THEME 

“This 

removal of 

the genitalia 

has many 

purposes, but 

especially for 

African 

cultures, it is 

just to reduce 

libido during 

sexual 

intercourse.” 

 

The purpose is to reduce 

libido 

 

 

Reducing 

libido 

 

Impacts on 

women’s sexuality 

 

Opinions 

 

The right to sexual 

integrity 

“Female 

genital 

mutilation is a 

cultural habit 

and is 

conducted 

because of 

lack of 

knowledge 

about the bad 

effects of it.” 

 

Cultural habit due to lack 

of knowledge of the 

effects of it 

 

Cultural 

habit due to 

lack of 

knowledge 

 

Outcomes due to 

lack of knowledge 

 

Challenges 

 

Educating the 

patient and the 

community 

 

A table presenting a full overview of the analytical process is found in the appendix section 

(Appendix 4). 
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ETHICAL CONSIDERATIONS 

Before conducting the study, the authors sent an inquiry for ethical approval at the Swedish 

Red Cross University College. Upon approval from supervisors of this report, a formal letter 

(Appendix 1) was sent to the medical officer in charge of the school of interest requesting the 

authorization to conduct the study. The request was granted formally by the Medical Officer 

in Charge. 

 

According to The Swedish Research Council (2002), there are four ethical principles that 

must be considered during research. The first ethical principal concerns providing each 

participant with adequate and extensive information about the study. The second ethical 

principal emphasizes the importance of informed consent protecting. The third ethical 

principal regards that precautions must be taken to protect the anonymity and confidentiality 

of the personal information of participants. The fourth ethical requirement remarks that the 

data collected about individuals may only be used for research purposes only. These ethical 

principles were applied during this research.  

 

According to Polit & Beck (2010) informed consent is of importance for safeguarding 

participants and preserving their right to decide whether they want to participate or withdraw 

from the study. Participation in this study was voluntary and the answers given by the 

respondents were handled strictly confidential. Hence, it is difficult to keep anonymity 

between the participants of the focus group. The participants were kept anonymous 

throughout the study which is the most secure way of maintaining confidentiality. None of the 

students’ names were mentioned in the recorded, transcribed data or the written report. All the 

participants gave their oral and written consent by signing an information letter, (Appendix 2). 

The students were assured that data collected from this research was for study purposes only 

and will not be handed out to third parties. Upon completion of the report, all the recordings, 

transcribed data and the signed letters will be destroyed. The authors have the responsibility to 

provide the final report to the participants.  

RESULTS 

Data analysis resulted in four themes which described the nursing students’ views on female 

genital mutilation. The nursing students’ views were presented in the following themes: 
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‘FGM creates suffering’, ‘the right to sexual integrity’, ‘the role of nurses’ and ‘Educating the 

patient and the community’. The results were organised in the following Table 2 below: 

 

 

Table 2. Sub-categories, categories and themes from conventional content analysis of the nursing students’ views on FGM 

SUB-CATEGORIES CATEGORIES THEMES 
Perceptions of the procedure  

APPROACH 
 

Perceptions of traditional medicine  

DURING THE PROCEDURE 
FGM ONLY 

CREATES 

SUFFERING 

Complications during procedure   

Medical complications  

 

AFTER THE PROCEDURE 

 

Psychological impact   
The practitioners’ views on women  

PERCEPTIONS 
 

Views on treatment of women  THE RIGHT 

TO SEXUAL 

INTEGRITY 

Impacts on women’s sexuality  

 

OPINIONS 

 

Views on women’s sexuality   
How to support women’s sexual rights   
Gathering information  

THE MEETING 
 

Feelings of duty  

 

EMOTIONS 

THE ROLE OF NURSES 

Compassionate care   
Tools for support  

HEALTH 
 

Preventing and reducing risks PROMOTION  
Outcomes due to lack of knowledge  

 

 

CHALLENGES 

 

Challenges with educating societies  EDUCATING  

THE PATIENT 

AND THE 

COMMUNITY 
Addressing education   
Involvement of the society  

IMPORTANCE OF EDUCATION 
 

Outcomes of education   
Implementing education 

 

 

ACTIONS 
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FGM creates suffering 

All the students’ believed that the practice only caused complications for the women and was 

dangerous to them. This was expressed in ways as “It doesn’t have a medical reason, in case 

of her health it brings only bad effects.” (G3, P2). Students felt that the practice didn’t make 

any sense since it didn’t have any medical reason for performing it. The students’ explained 

that methods for practicing FGM were unsafe. When performing FGM they stated that the 

practitioners used non-sterile instruments and lacked an aseptic technique. Thus, they believed 

that FGM should not be medicalised which is summarised in the following statement “In case 

of aseptic technique, if it’s done by a doctor, it means that the procedure will be sterile, 

perhaps. But as we know, the effect of it, it’s too bad for the female.” (G5, P1). Students also 

expressed how the women being exposed to the procedure were not receiving any medical 

treatment due to the complications nor given any pain relief. The students mentioned several 

complications during and post the procedure. They discussed how the non-sterile equipment 

could transmit the woman with venereal diseases like HIV or cause infections. Since the 

women weren’t provided with any anaesthesia they suffered from extreme pain when being 

exposed to FGM, they expressed. Some women can bleed severely during the procedure the 

students explained, some women may even die when being genitally mutilated. Students also 

manifested the complications related to labour. Since the women who had undergone FGM 

received scare tissue on their genitalia the risk of rupture was increased and therefore even the 

risk of haemorrhage, which could lead to death. Based on some of the students’ experiences 

with women who had undergone FGM, the students’ shared that those women expressed 

sadness and suffering due to the procedure. It had caused those women mental distress.  

 

The right to sexual integrity 

First the students’ mentioned some of the views of the practitioners. They uttered that the 

practitioners consider women who do not undergo FGM to be promiscuous and that they have 

difficulties in being faithful to their husbands. The practitioners also believe that if women 

refuse the practice they are being “naughty” and are more likely to engage prostitution, as 

expressed in such: “The purpose of removing the clitoris is to reduce the female’s sexual 

desire. They believe that if women have a clitoris they would always want to have sex.” (G3, 

P2). The students’ believed that the practitioners were controlling these women and 
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restraining their sexuality by reducing their libido. They regarded those views as a way of 

preventing women from choosing resulting in gender inequality, exemplified by a student: 

“Female genital circumcision is gender inequality, because when they do so it means that they 

are humiliating women, according to me. I’d like to say that this process is torture... and is 

against human rights”. (G2, P6).  FGM had many impacts on women’s sexuality according to 

the students. Reducing the enjoyment of sex and making the act painful was especially 

disapproved by the students since they believed it to be essential to enjoy sexual intercourse. 

“Also, as we know, sexual intercourse is one of the enjoyable things in life... So, we can 

educate people not to remove the sexual organs because women can feel that it is not an 

enjoyable thing.” (G2, P5). From experiences they communicated that the women felt no 

contribution during sexual intercourse after being genitally mutilated. When discussing 

measurements related to women and sexuality the students expressed that it is important to 

empower women. They felt that women should be equal to men and that both sexes should 

have equal rights to decide over their own sexuality. To achieve sexual equity, the students 

enlightened the importance of sex education. 

The role of nurses  

If meeting with a patient that had undergone FGM the students would initially collect 

information about the patient’s condition by listening to their anamnesis. After they had 

gathered the verbal data they would do a physical examination to evaluate the patient’s status. 

When finishing the nursing routines, they would try to ask the patients how they felt about 

FGM. “I would perform a physical examination and collect history about her culture, how she 

feels about being circumcised, who conducted the procedure, how it was conducted… After 

finishing that I evaluate before counselling.” (G4, P2). By asking these women the students 

would gain a better understanding about FGM in future meetings. All the students felt a sense 

of duty and a responsibility to help these women or girls. Since they were concerned about the 

patient’s situation and condition they felt obliged to counsel them and to do future follow ups 

on them. By listening to their feelings and perceptions they would gain knowledge about their 

world view. With that knowledge they would be able to provide them social support and 

psychological treatment. They also felt it was important to counsel them on how to handle the 

complications post to FGM. In the meeting with a FGM patient the students saw an 

opportunity to encourage the mothers not to let their daughters be exposed to FGM. “And as a 

nurse, I will provide the emotional, physical, social and mental support to these patients when 
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they come to the hospital. (…) And to give help to avoid other family members to be exposed 

to the procedure.” (G2, P2). With their nursing competence about the risks of FGM they 

would recommend the women to join the family planning program to reduce the event of 

maternal mortality. In case the patient was coming for delivery the students would educate 

them on the impacts of FGM as well as consult them to do a caesarean section to prevent the 

women from tearing. They would also find the opportunity to educate the patients how to 

handle other complications related to FGM. 

Educating the patient and the community 

All the students addressed the importance of education to eradicate FGM. The believed that it 

was the nurses’ role and duty to educate the patient as well as the whole communities. They 

felt obliged to find a way how to reach out to the communities who practiced FGM. One of 

the strategies that many of the students mentioned was to involve the community and educate 

them on how to educate each other. By involvement of the communities they hoped to spread 

the knowledge of the consequences of FGM. One student emphasised: “It’s our role as nurses, 

we have to educate the society, educate our families, so that we won’t make this thing go on. 

(…) Because there are more disadvantages than advantages as we have seen in our society...” 

(G3, P1). Education was believed by the students to be the best strategy to reduce health 

complications and to help patients who had undergone FGM. Therefore, they believed that the 

government should consider larger contributions on health education by conducting more 

mass campaigns. They also believed that the nurses should be involved in the outreaching 

programmes. The students found that the main reason why the cultural habit FGM is 

continuing in Tanzania are the practitioners’ lack of education or knowledge. Some of the 

practitioners were unaware of the disadvantages yet there were also some practitioners who 

refused to accept knowledge due to strong beliefs. “Some villages do not agree or do not 

respond to this, maybe to these problems, so even us we are just to educate, to educate to our 

communities, but some members just refuse.” (G1, P1). In some cases, the students believed 

that the whole communities lacked knowledge about the many disadvantages. They also 

expressed that uneducated girls were especially vulnerable to be exposed to the practice. 

Since the practice is performed in secret the students notified challenges with reaching out the 

knowledge to the practitioners of FGM. Another challenge according to the students was the 

elders of those communities who provided false information to the girls.  
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DISCUSSION 

Discussion of methods 

In qualitative research an emergent design is used which allows the researchers to make 

ongoing decisions based on the findings throughout the study (Polit & Beck, 2010). When 

using a qualitative design, researchers often omit to document design decisions in the process 

(ibid.). In this research, a change in method was adding the pilot study to the data collection 

which was not initially planned. The respondents addressed similar points in the interviews 

which made the authors believe that adequate and quality data saturation was reached. Aside 

from this factor, the authors have been consistent in following the study design. 

Credibility in qualitative data may be questioned (Polit & Beck, 2010). Since readers of 

qualitative research only have a portion of the data available, readers must rely on 

researchers’ efforts to corroborate findings through tools as peer debriefings or triangulation. 

Readers must also rely on researcher’s honesty in acknowledging known limitations. In order 

to increase credibility, Polit & Beck (2010) recommend using multiple methods or 

triangulation for validating the results, which will be considered in future studies. Peer 

debriefing would also be a strategy for enhancing the quality of this study (Polit & Beck, 

2010). This strategy means to allow external researchers to access either taped recordings, 

summaries of the collected data, or interpretations by the authors. With this validation 

method, the peers strive to find if the researchers were biased or if the data was correctly 

interpreted (ibid.). Since there was an agreement in the consent form (Appendix 2) not to share 

any raw data to externals, this quality-enhancing strategy was not used. 

Selecting a sample group with various experiences might reflect the research question in a 

broader spectrum (Graneheim & Lundman, 2004). The sample group in this study was 

relatively homogenous. They represented the same school which entitled them to the same 

curriculum, thus their completion level of the nursing programme varied. Furthermore, lived 

experiences are rarely homogenous among a group of students with various backgrounds. The 

participants may share information with other future participants of what was discussed in the 

focus group interviews. This potentially influences the data collection as well as the 

trustworthiness of the result. According to Polit & Beck (2010) having a group format for 
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interviews is an efficient way to generate a dialog, although not everyone is comfortable 

sharing their experiences in front of a group and foreigners.  

According to Graneheim & Lundman (2004), transferability is the process of applying the 

findings to other settings or contexts, such as nursing practice (Polit & Beck, 2010). The 

chosen sample group was nursing students in regards to this reports nursing science approach. 

Since the study was performed on nursing students, the results may not be transferred to 

nursing practice. However, the aim of qualitative methods is not always to generalise, as Polit 

& Beck (2010) concludes. All aspects of FGM cannot be highlighted in such a short and 

limited study; the results do not assess the matter related to nursing practice in its whole. 

Qualitative inquiry tends to be holistic and having an open mind to revealed findings (Polit & 

Beck, 2010). By having an open mind, the researchers allow the inquiry to be based on 

discovered realities. Being able to adjust to gained knowledge is one of the main 

characteristics of qualitative research. Researchers must reflect on their own view and 

perspectives when interpreting findings in a process called reflexivity. This process includes 

highlighting personal values which could influence collection and interpretation of the data. 

When conducting descriptive studies, researchers tend to avoid influencing data with 

interpretive depth (ibid.). Pre-conceived notions about the subject were disregarded not to lose 

the inductive approach in the process. The authors were aware that their western background 

and social norms may induce bias. Furthermore, the authors were not confident of their ability 

to deduct initial coding. Initial coding may bias the identification of relevant text (Hsieh & 

Shannon, 2005). Instead, highlighting key points was the chosen method to allow the codes to 

emerge from the data itself.  

When using content analysis, development of a representative coding scheme improves 

trustworthiness (Hsieh & Shannon 2005). Trustworthiness can also be altered in the data 

analysis process depending on how well categories and themes represent the data (Graneheim 

& Lundman, 2004). When systemizing data, no relevant data should be excluded and no 

irrelevant data included. Using quotations or codes as close to the transcribed data is a 

preferred method (ibid.).  

Most of the participants’ mother tongue is Swahili, not English, which creates in a minor 

language barrier. This became apparent when transcribing the recorded data since. Some of 
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the data was hard to comprehend and excluded from the results in order to not influence 

results with interpretations. Most of the data was not affected by the minor language 

difficulties of the participants. Since English is not the authors’ native tongue, interpretation 

of data may have been influenced. 

Since the study area has a small population, the authors found difficulty to keep the students’ 

anonymous if revealing examples related to tribal background. The authors decided not to 

include data regarding tribes during the analytic process. The issue of tribal affiliation was 

believed by the authors to be an issue and did not respond to the aim of this study related to 

nursing science.  

Three of the interviews were held at the authors’ private accommodation to protect the 

anonymity of the participants. When attempting to conduct the interviews at the school 

compound, the authors’ found it to be impossible to keep the participants anonymous due to 

the facilities’ lack of privacy during weekdays. The first two interviews were held at the 

school during a weekend when no to little students were present at the school compound. The 

authors find that it might have created a position of power which could have influenced the 

participation or performance in this study. 

SRCUC and the school in Tanzania have collaborated in an exchange program previous and 

during this study. The authors think that the relationship between the schools may have 

influenced the data retrieved. Despite that the authors firmly stated in the inquiry letter 

(Appendix 1) that this research was done independently and not representing a formal 

collaboration between the schools, the students may have felt obliged to perform in favour of 

the school’s reputation. This inquiry letter was only handed out to Gatekeeper 1 and 2, which 

excluded the students from knowing that this study was not part of a collaboration.  

In regards to the sensitive nature of this subject, the practice was referred as the concept of 

female genital circumcision (FGC) instead of female genital mutilation (FGM) during both 

the process of approval from the school and the data collection. Since both students and gate-

keepers referred to it as FGM the authors decided it to be representable to use that term 

instead in the written report. 
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Discussion of results 

Our findings in this study describe various views of the students favouring eradication of 

FGM based on knowledge of its negative implications on health. The practice was believed to 

violate human rights to bodily health, limiting the right of sexual integrity as well as inducing 

suffering among the exposed. The students expressed their role as future nurses in relation to 

FGM as a provider of care to relieve suffering and to promote health. Students acknowledged 

the importance of implementing strategies to educate patients and communities as part of their 

role and duty as future nurses to prevent continuation of FGM. Education was believed to be 

the tool for behavioural change among the practitioners. 

 

Knowledge induces disapproval of FGM 

Reasons for condemning FGM 

The students expressed that they were not in favour of the practice and wished for it to be 

abolished. The students defended their position in accordance with other research which 

suggests that FGM is a violation of human rights, has no health benefits, causes adverse 

complications and mental consequences (Dawson et al., 2015; Utz-Billing & Kentenich, 

2008). Another argument for condemning FGM is that the practice was affecting the women’s 

sexuality in a negative light in relation to their experienced pain during sexual intercourse and 

their reduced libido. Vloeberghs et al. (2012) mention that some women are reluctant to have 

sexual intercourse due to the pain it provokes. Sexual enjoyment was something that the 

students believed to be a right of all genders. In addition, the students implied that the 

reduction of sexual enjoyment was an act of control by men and related this to gender 

inequality. This opinion is shared by Asekun-Olarinmoye & Amusan (2008), who point out 

that FGM is prevalent in patriarchal communities where men control women’s sexuality.  

 

Attitudes towards medicalisation 

Since the students were knowledgeable about FGM having no medical purposes, they were 

against medicalisation of FGM. In common with Utz-Billing & Kentenich (2008), the 

students believed that medicalisation of FGM is unacceptable by any means. Dawson et al. 

(2015) writes that since the respected status of health care professionals in societies, 

normalisation of the practice through medicalisation can preserve and legitimise FGM. The 

students believed it to be wrong and contradicting as a caregiver to perform FGM in health 
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care institutions related to its negative outcomes. Furthermore, the students would not 

promote medicalisation through the concept of harm reduction when carrying out FGM in 

sterile conditions to reduce infections or other complications (Dawson et al., 2015). Utz-

Billing and Kentenich (2008) further states that it is unethical to injure a healthy body thus 

performed in controlled hygienic conditions since FGM can result in harmful complications. 

The students felt that it was their role as nurses to help women exposed to FGM by treating 

complications, preventing further suffering and promoting health. However, Dawson et al. 

(2015) mention that even midwives who were knowledgeable of the adverse complications or 

were being personally against FGM, sometimes felt pressured to carry out the practice in 

response to requests of the patient or by the norms of the work environment. 

 

Responding to FGM patients in nursing practice 

Consultation based on needs of the patient 

Aside from having a biomedical approach, the students simulated that if they were to meet a 

patient with complications due to FGM, they would take an opportunity to assess social and 

mental support through sensitive care and cultural understanding. The students emphasised 

the importance of counselling the patients affected by FGM. This is of great value since 

Mulongo et al. (2014) reports that many of these women suffer from mental health issues. 

Using a biosocial approach may help in learning the reasons for the procedure and the context 

of FGM. Thus, there is lack of evidence for optimal methods for providing psychosocial 

support to women who have been exposed to FGM (ibid.). 

 

Gaining cultural understanding by listening 

In nursing practice, the students would initially try to ask how the patient felt about being 

exposed to FGM. Students felt it to be of great importance to listen to the perceptions and 

feelings of FGM women, which could indicate a sensitive approach. Vloeberghs et al. (2012) 

explain how FGM women appreciate when health care givers treat them respectfully and with 

caution. This implies improved help for these women. By active listening, the students hoped 

to immerse themselves in the patient’s world view in order to provide better care. Essentially 

to achieve an insight and understanding of a FGM woman’s experience is through the act of 

listening (Mulongo et al., 2014). The students would also ask about the FGM patients’ culture 

in order to gain knowledge in future similar meetings. Cultural understanding and 
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personalized care may inhibit the feeling of embarrassment amongst patients (Reig Alcaraz, 

Siles González & Solano Ruiz, 2014). Although, culturally competent care is dependent on 

knowledge of cultural practices, it must be in accordance to the requirements of the patient’s 

individual needs (ibid.). Likewise, the nurse is supposed to strive for a practice which 

promotes ethical behaviour and open dialogue (ICN, 2012). 

 

Ethical challenge 

Despite the fact that the students wanted to understand the FGM patients’ cultural values they 

were strongly motivated to advise the patient to behavioural change. Instead, they prioritised 

to inform the patient in accordance to the nurses’ moral obligation to medical policy which 

include to prevent illness and promote health (ICN, 2012). Yet, nurses also have an ethical 

obligation to explore and acculturate patients’ religious, social and cultural customs even if 

these norms conflict with the nurses’ own values (Reig Alcaraz et al., 2014). However, ICN 

(2012) states that nurses should warrant the patient with accurate, truthful, adequate and 

timely information in a culturally proper manner on which to base consent for care and 

treatment. This may create an ethical dilemma since the nurses’ both have to act in 

accordance to bioethics and nursing ethics which include preserving and respecting the 

patient’s cultural values while preventing negative health implications (Reig Alcaraz et al., 

2014). 

 

Education on patient and community level 

Educating patients affected by FGM 

The students correlated practicing FGM to lack of education or knowledge among 

practitioners. Therefore, when meeting FGM women in healthcare environments, the students 

would take the opportunity to educate the women about the various complications related to 

FGM. In a health education intervention study by Asekun-Olarinmoye & Amusan (2008), 

health education on the complications had a positive outcome on changing the attitudes 

towards FGM. During the education of the patient the students would also try to convince the 

women not to allow their daughters undergo FGM. UNICEF (2012) mention that daughters to 

uneducated mothers are more likely to be cut. In a study by Asekun-Olarinmoye & Amusan 

(2008), providing health education resulted in a decrease in the participants’ intentions to 

expose their daughters to FGM.  
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Education is needed on a community level 

A majority of the students believed that only educating the patient was insufficient to combat 

FGM. In correlation to Asekun-Olarinmoye & Amusan (2008), the students acknowledged 

that that education on a community level is the most effective effort to abolish the practice. 

Students emphasised that Tanzania is in need of a ‘mass campaign’ which involves whole 

communities. Although education may influence behaviour and is an effective strategy to 

eradicate FGM efforts must be placed on a larger context for sustainable behavioural change 

that will lead to elimination of the practice (Asekun-Olarinmoye & Amusan, 2008).  

Conclusion  

This study describes the views of FGM among nursing students at a nursing school in 

northwest Tanzania. The findings clearly demonstrate that the students’ negative attitudes 

toward the practice is based on their knowledge of its harmful implications on health. The 

students believed it to be their role as future nurses to treat complications due to FGM and to 

aid them with psychosocial support. The students proposed that the eradication of FGM will 

be through the means of health education but also acknowledged that actions on community 

level is needed. The findings implicate that there is a general disapproval of FGM among 

nursing students, however, the results of this study may not be transferable on all nursing 

students in Tanzania. 

Clinical significance 

Although this study was small in scale it may give insight on Tanzanian nursing students 

views on FGM. All students in this study were strongly against FGM which ought to be 

correlated to their knowledge of the practice. As previous research has suggested, the nursing 

students also find education to be the essential tool for behavioural change and eradication of 

FGM. Gaining knowledge about aspiring nurses’ views on FGM is crucial in the future work 

against FGM in Tanzania. 

Suggestion for further research 

The authors of this report wish to have had a narrower research objective to focus more about 

the students’ strategies on dealing with FGM in nursing practice. It would be of interest to 

find out more thoroughly how the students would identify, treat and support FGM patients by 
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using a more structured interview method. For further research, it may also be of interest to 

study nursing students’ views of the practice in regions of Tanzania where it is more 

prevalent. Furthermore, it would be interesting to study the views on medicalisation among 

nurses and nursing students in areas with higher prevalence of FGM. In future research 

triangulation would be preferred to increase the credibility and transferability of the results. 

Authors contribution 

The authors were equally engaged in the creation of this report. In the writing process the 

authors mainly wrote as a couple in order to discuss the content simultaneously. Some parts 
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APPENDIX 1 

 

Inquiry for ethical approval of data collection, 

 

We, Sally Kroon and Sarah Binsalamah, are nursing students at the Swedish Red 

Cross University College in Stockholm, Sweden. As part of our education we will be 

writing our bachelor thesis in Nursing Science and are interested in conducting an 

empirical field study in Tanzania. We specify and clarify that this is not part a 

collaboration or exchange program between The Swedish Red Cross University 

College (SRCUC) and your school. We are students from the SRCUC but we are 

collecting data independently, that is why we are kindly requesting your authorization 

to collect data through focus groups in regards to nursing students’ and midwifery 

students’ approach on female genital circumcision. If your approval is not given to 

acquire data for the study at your school, the researchers will gather data outside of the 

institution compound. Your school will not be mentioned in the report and the research 

will not intervene with any school activities.  

 

The duration of the data collection will be between the 7
th

 of November and the 9
th

 of 

December 2016. Data will be collected from nursing students and midwifery students 

through focus group interviews on female genital circumcision. The questions will be 

semi-structured, in English and no personal questions are included. The students will 

be approached either on campus (given approval) or outside of the compound by the 

researchers for participation and approximately 8-12 students will be needed for this 

study. The participation in the study will take approximately 60-90 minutes. 

Participation is voluntary and the students can withdraw at any time. The students will 

be given envelopes containing an information letter on the study and a form explaining 

that informed consent to participate will be given by participating in the interview. 

Data will be handled strictly confidentially and the subjects will not be identified. 
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Participants will be given oral information according to the information letter on the 

study and on informed consent.  

 

The results will be presented to students at the SRCUC and will be published in DiVA, 

a database for nursing research. There are no foreseeable secondary uses of the data. 

The authors will offer the manuscript and the results to the participants once the report 

is finished. The manuscript and results will also be presented to you as a responsibility 

for your approval to conduct this study. 

 

Thank you for considering our request of performing this study at your school. 

 

Yours sincerely,  

Sally Kroon and Sarah Binsalamah 

 

 

Contact information for researchers: 

 

Name: Sally Kroon                                               Name: Sarah Binsalamah                                                               

E-mail: sally@kroon.se                                        E-mail: sarah.binsalamah@gmail.com 

Phone number: +46739839513                            Phone number: +46707297953 

 

 

 

Contact information for supervisors: 

 

Name: Stephanie Paillard-Borg                              Name: Mia Kraft 

E-mail: stephanie.paillard-borg@rkh.se                 E-mail: mia.kraft@rkh.se 
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APPENDIX 2 

 

Letter of information and consent for participants 

 

You will be participating in a focus group interview. You will be discussing questions 

together as a group with the other participants on the subject of Female Genital Circumcision 

(FGC). Participation in this interview will take 60-90 minutes including information on 

consent. Each focus group includes 4-6 students. No personal questions will be asked in this 

interview regarding FGC. This is not a test, but an interview on your approach.  

 

The researchers’ role is to guide the interview with prepared questions to make sure that the 

group focuses on the subject of FGC. The researchers will not influence the discussion with 

own answers. We will also ensure that all participants are able to speak in the discussion as 

well as keeping a pleasant group dynamic.  

 

Your role in this study is to be an informant by answering the questions in the interview. The 

interview will be recorded for study purposes. Your participation in this study is voluntary 

and you are free to withdraw at any time. You are not forced to participate in this study and 

the researchers will not force you to participate or influence your will to participate. Your 

identity will be kept confidential throughout the study. Data (voice recordings and transcribed 

material) will be handled strictly confidential by the researchers and will be destroyed once 

the study is finished. Only the researchers will have access to the data collected and will be 

stored securely. The data will not be handled out to a third-party or used for commercial 

purposes. There are no foreseeable secondary uses of the data. The results will be presented to 

students at The Swedish Red Cross University College. We will offer you the manuscript and 

results of the study upon completion of the final report. 

 

Please confirm to the researchers that you agree that you have been given information on 

consent and information about the study. By signing this letter means giving your informed 

consent to participate. This document will be destroyed upon completion of the results. 
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Thank you for participating in this study, 

 

Best regards, 

 

Sally Kroon and Sarah Binsalamah 

Contact information for researchers: 

 

Name: Sally Kroon                                                      Name: Sarah Binsalamah                                                               

E-mail: sally@kroon.se                                               E-mail: sarah.binsalamah@gmail.com 

Phone number: +46739839513                                   Phone number: +46707297953 

 

 

Contact information for supervisors: 

 

Name: Stephanie Paillard-Borg                                  Name: Mia Kraft 

E-mail: pais@rkh.se                                                    E-mail: riam@rkh.se 

 

------------------------------------------------------------------------------------------------------------------------ 

I understand that I am being asked to participate in a research study according oral 

information given by the researchers and this letter of information and consent. I 

understand that participation is voluntary and that my identity will be kept confidential 

through this study. I understand and accept that I am giving my informed consent by 

signing this letter of information and consent.  

 

_______________________________      ____________ 

 Signature of Participant                          Date  

 

 _______________________________      ____________ 

  Signature of Researcher                          Date 

 

 _______________________________      ____________ 

  Signature of Researcher                          Date                                      

mailto:sally@kroon.se
mailto:pais@rkh.se
mailto:riam@rkh.se
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APPENDIX 3 

 

Interview guide 

1.         What are your thoughts when you hear “female genital circumcision”? 

2.         How did you learn about female genital circumcision (FGC)? 

3.       Why do you believe that FGC is performed? 

4.       How common do you think FGC is in Tanzania and globally? 

5.      What are your thoughts on medicalisation of the procedure? 

6.    What do you believe is your role as a healthcare giver when it comes to patients with                  

FGC? 

7.   Can you describe your experiences on FGC without mentioning any names or personal 

information? 
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APPENDIX 4 

CODES SUB-

CATEGORIES 

CATEGORIES THEMES 

Dangerous to them 

Only causing complications 

Doesn’t make sense 

Should not be medicalized 

Should be abolished 

A very bad practice 

Perceptions of the 

procedure 

 

APPROACH 
 

Unsafe methods 
No sterile or aseptic technique 

No pain relief 

No medical reason 
No medical treatment 

Perceptions of 

traditional medicine 

 

DURING THE 

PROCEDURE 

FGM ONLY 

CREATES 

SUFFERING 

Pain 
Transmission of diseases 

Severe bleeding 
May die during procedure 

Complications during 

procedure 
  

Higher risk of rupture during 

labor 

Hemorrhage 
HIV 

Scar tissue 

Infections 

Can lead to death 

Medical complications  

 

AFTER THE 

PROCEDURE 

 

Creates suffering 

Creates mental distress 

Creates sadness Psychological impact   

Believing women are 
promiscuous  

Believing women are less faithful 

“Naughty” if they refuse 
Believing it will reduce 

prostitution 

The practitioners’ 

views of  women 

 

PERCEPTIONS 
 

Restraining female sexuality 
Preventing women from choosing  

Controlling women 
Creating gender inequality 

Views on treatment of  

women 
 THE RIGHT 

TO SEXUAL 

INTEGRITY 

Reducing enjoyment of sex 
Women feel no contribution 

during sex 

Reducing libido 
Painful sex 

Impacts on women’s 

sexuality 

 

 

OPINIONS 

 

Problematic to reducing libido 

It’s bad to remove clitoris  
Clitoris is important 

Sex is supposed to be 

enjoyable for women 
Views on women’s 

sexuality 
  

Government policies to  

empower women 
Sex education is important 

Women should have equal 

rights to enjoy sex as men 
How to support 

women’s sexual rights 
  

History taking of patient 

Evaluate with psychical 

examination 

Ask how they feel about 

FGM 

Collect information about 
FGM 

Gathering information  

THE MEETING 
 

Nurses have a responsibility 

Nurses have to help these women 

Nurses must do follow ups 

Nurses ought to counsel 

Feelings of duty  

 

EMOTIONS 

THE ROLE OF 

NURSES 

Concerned about condition of 

patient 

Listen to patient’s perceptions 

Listen to patient’s feelings Compassionate care   

Psychological treatment 

Give the social support 

Give advice 

Counselling 
Tools for support  

HEALTH 
 

Educate impact on delivery 

Inform how to handle 
complications 

Recommend family planning 

Advice to perform caesarean 
section 

Preventing and 

reducing risks 

PROMOTION  

Cultural habit due to lack of 

knowledge 
Lack of education is a main 

reason of FGM 

Uneducated girls especially 

vulnerable 
Practitioners unaware of 

disadvantages 

Outcomes due to lack 

of knowledge 

 

 

 

CHALLENGES 

 

Lack of education in general 
Elder people provide false 

knowledge  

Practitioners refusing education  

Strong beliefs 
Difficult to detect problem 

areas 

Practiced secretly 

Challenges with 

educating societies 
 EDUCATE TO 

ERADICATE 

Education is important 
We must educate the patient 

A duty to educate the society 

Nurses role is to educate 
We must reach out to the 

problem areas 

Addressing education   

Educate communities to stop 
FGM 

Must involve whole communities 

Educate to spread 
knowledge within 

communities 

Involvement of the 

society 

 

IMPORTANCE OF 

EDUCATION 

 

Through 

education FGM will end 
Through education FGM will 

reduce  

Education will reduce health 

complications 
Education will help the 

patient 

Outcomes of education   

Provide health education to the 
society 

Provide education to the patient 

Plan outreach project 
Conduct a mass campaign 

Implementing 

education 

 

 

ACTIONS 
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