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Abstract: Female genital mutilation/cutting (FGM/C), officially referred to as female circumcision
and at community level as tahara (cleanliness), is still prevalent in Egypt. This study was designed
to examine the role of female sexuality in women's and men's continued support for FGM/C,

and their perceptions of its sexual consequences. The study was conducted in 2008-09 in two rural
communities in Upper Egypt and a large slum area in Cairo. Qualitative data were collected

from 102 women and 99 men through focus group discussions and interviews. The clitoris was
perceived to be important to, and a source of, sexual desire rather than sexual pleasure. FGM/C
was intended to reduce women's sexual appetite and increase women's chastity, but was generally
not believed to reduce women's sexual pleasure. Men and women framed sexual pleasure differently,
however. While men, especially younger men, considered sexual satisfaction as a cornerstone

of marital happiness, women considered themselves sexually satisfied if there was marital harmony
and their socio-economic situation was satisfactory. However, sexual problems, including lack

of pleasure in sex and sexual dissatisfaction, for whatever reasons, were widespread. We conclude

that political commitment is necessary to combat FGM/C and that legal measures must be
combined with comprehensive sexuality education, including on misconceptions about FGM/C.
©2010 Reproductive Health Matters. All rights reserved.
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(DHS) in Egypt found that 91% of women
of reproductive age have undergone female
genital mutilation/cutting (FGM/C)," down from
979% in 2000.” Recent studies suggest that the prev-
alence is falling even more among the younger
generation,”* which is believed to be a result of
many years of broad work against the practice.
Girls in Egypt usually undergo the procedure
prior to or around puberty. The most common
forms fit into two of the four types classified
by the World Health Organization (WHO): Type I
(removal of part or all of the clitoris) and Type II
(removal of the labia minora and part or all of the
clitoris).” In 1996, Type I and Type II accounted

THE 2008 Demographic and Health Survey

for 849% of all cases examined in a large study,
with Type III, the most severe, accounting for
9%, while 7% had not undergone the procedure.’
In 1999, a study among 500 doctors working
in the Ministry of Health and teaching hospi-
tals showed that just over half of them were in
favour of FGM/C for at least some, if not all,
women.” Medicalization of the practice poses
serious ethical questions and concerns, with
arguments that the procedure violates the basic
principles of medical ethics.®® However, accord-
ing to the 2008 DHS, doctors in Egypt carry out
a large majority (72%) of circumcisions in girls
under 17 years of age, and dayas (traditional birth
attendants) 21%, as reported by girls’ mothers.'

181


mailto:mouelhy@link.net

A Fahmy et al / Reproductive Health Matters 2010;18(36):181-190

The main motivation reported in 2003 for the
practice in Egypt is to maintain the tradition
and adhere to what people think is a religious
requirement, as well as husband’s preference for
circumcised wives, and to prevent illicit sexual
behaviour in women, particularly premarital and
extra-marital sex.'’

Prominent Muslim religious leaders including
the late Grand Sheikh of Al-Azhar, have spoken
out strongly against FGM/C on several occasions,
defining it as a socio-cultural belief rather than a
religious requirement.''~'? The Egyptian Orthodox
church has also spoken against the practice.

Efforts to combat the practice in Egypt date
back to the 1920s, beginning mostly with indi-
vidual initiatives. The first conference to pub-
licly address the issue was held in 1979 by the
Cairo Family Planning Association, a leading
non-governmental organization (NGO). Since
then, more NGOs have added the issue to their
agendas, and community efforts have expanded
to combat it. The National Task Force against
FGM/C, consisting mainly of NGOs, was estab-
lished immediately after the International Con-
ference on Population and Development in Cairo
in 1994. The Task Force succeeded in placing
FGM/C on Egypt’s agenda and created a dia-
logue between the different stakeholders.'* In
1989 the National Council for Childhood and
Motherhood was established and is currently
administered under the Ministry of Family and
Population, established in 2009. The Council
played a leading role in the fight against FGM/C
and had pioneered a nationwide project enti-
tled “Female Genital Mutilation Free Village
Model” in 2003. The project is currently present
in 120 villages in different Egyptian gover-
norates.'* This project succeeded in engaging all
stakeholders and has mobilized public declara-
tions against the practice.

In 2007, the news of two girls who died as a
result of circumcision was widely publicized.
After the death of a 13-year-old girl, Bedour, fol-
lowing a circumcision performed by a medical
doctor, the Ministry of Health issued a decree
banning doctors and nurses from performing
FGM/C.'> The doctor responsible was sentenced
to one year’s imprisonment and fined LE 1000
(around US$200). In 2008, with the help of the
National Council for Childhood and Mother-
hood, a law was passed in Parliament, crimi-
nalizing FGM/C and imposing harsh penalties

on practitioners.'® As of this writing, there had
been only one documented case of a daya and a
mother being fined and imprisoned for FGM/C.
However, several other cases have been reported
and are currently being investigated by district
attorneys in several governorates (Fouad, National
Council for Childhood and Motherhood, Personal
communication, 2010).

Relationship between female genital
mutilation/cutting and sexuality

Controlling the sexuality of women is often stated
as a key motivation in the literature on FGM/C.
In Egypt, concerns over the consequences of the
practice for women’s sexuality have been men-
tioned in articles and books by Egyptian femi-
nists, such as Nawal El-Sadawi.'” However, none
of this literature has attempted to explore what is
meant by the consequences for sexuality in the
country. We set out to do so.

Our study aimed to investigate a deconstructed
conception of sexuality in relationship to FGM/C,
including the many issues assumed to shape
women'’s perception of sexuality, such as mar-
riageability, gender roles, and views on mascu-
linity and manhood. We have followed the path
of many anthropologists, in that context is con-
sidered the main parameter for the construction
of sexuality.'® *°

The existing literature on FGM/C and sexuality,
published from 1965 until today, mostly since the
early 1990s,”' *? is conflicting regarding the
effects of FGM/C on sexual feelings. Several socio-
anthropological studies over the past 20 years have
challenged what they call the “western assump-
tion” that the clitoris is key to female sexual
response, and that FGM/C has a negative effect
on sexual feelings.”' *® An extensive literature
review, conducted by Obermeyer et al on FGM/C
and sexuality, published in 1999, concluded:

“The existing evidence challenges the assump-
tion that the capacity for sexual enjoyment is
dependent on an intact clitoris, and that orgasm
is the only measure of ‘healthy’ sexuality.””®

It is evident, however, that a fundamental chal-
lenge in investigating the sexual consequences

*For the physiological evidence supporting that assump-
tion, see: Federation of Feminist Women’s Health Centers.
A New View of a Woman’s Body. Feminist Press, USA, 1991.
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of FGM/C lies in both how to measure sexual
response itself and in linking it to the type of
and extent of excision of the clitoris involved,
since much of the clitoris is inside the body
and would not be excised. In some cases, fre-
quency of sexual relations has been used by
researchers as an indicator, but women may or
may not have frequent sex for other reasons
too, e.g. depending on whether they are trying
to get pregnant, and regardless of whether they
experience sexual pleasure or not.’®

A study in Egypt published in 1996, which
included 41 women with FGM/C, found that
the majority of women reported no negative
impact on their sexual relations with their hus-
bands.>! Studies in 1965°% and 1998, on the
other hand, suggested that circumcised Egyptian
women were more likely than others to experi-
ence loss of sexual desire. A larger study, pub-
lished in 2001, which examined 250 women
attending family planning centres in Egypt,
found that 80% of the circumcised women were
more likely to report psychosexual difficulties
than the uncircumcised women, including
reduced frequency of intercourse, fewer orgasms
and less enjoyment of sex.**

A more elaborate hospital-based study in
Egypt, published in 2003, found that women
with Type I FGM/C experienced no reduction
in sexual desire, while those who had under-
gone Type II or III experienced several sorts of
sexual problems.’” These findings are in line
with a review in the same year that found that
dyspareunia (painful intercourse) was experi-
enced by 16-46% of the women with FGM/C
compared to 14-32% of the women without it.*®

In 2007, a survey of 1,000 married women in
Egypt, of whom more than 90% were circum-
cised, found that almost 70% of circumcised
women experienced some sort of sexual dys-
function. However, most of them did not associate
circumcision with what they were experiencing.
Marital disharmony and socio-economic pres-
sures were blamed instead.’’

Most recently, a systematic review (published
on the web in 2010) concluded that the low quality
of the body of evidence on the psychological,
social and sexual consequences of FGM/C:

“... precludes us from drawing conclusions regard-
ing causality, and the evidence base is insufficient
to draw solid conclusions about the psychological

and social consequences of FGM/C. However, our
results substantiate the proposition that a woman
whose genital tissues have been partly removed is
more likely to experience increased pain and reduc-
tion in sexual satisfaction and desire.”*®

The aim of the qualitative study reported here was
to explore Egyptian women’s and men’s percep-
tions of the relationship between female genital
mutilation/cutting and women'’s sexuality as a
broad construct. Topics discussed included women'’s
experience of FGM/C, marriage experience, sexual
life, sexual pleasure, desire and satisfaction, other
harmful traditional practices such as virginity test-
ing, and gender-related questions on girls’ educa-
tion and women'’s work.

Methods and participants

Our first task was to translate the term “sexu-
ality” into colloquial Arabic. Although Arab
feminists use the term genisawaya to refer to
sexuality, this usage does not exist beyond aca-
demia and intellectual circles. Instead, we found
that people used phrases like genss (sex), neek
(sexual intercourse), motta’a (pleasure), shahwa
(desire), and motta’a gensiya (sexual pleasure).

Data were mainly collected through focus
groups and in-depth interviews. To enrich the
data set, a total of six case studies, and four
inter-generational life histories were conducted;
in these interviews we pursued the deeper and
personal meaning and experiences of the issues.
The findings of the case studies and life histories
will be presented elsewhere.

A total of 25 focus group discussions were
conducted in the three sites, 13 with women and
12 with men, with 94 women and 93 men. The
groups were divided by age in order to see whether
a difference in thinking had developed over time.
Six groups were with women over 35 years of
age, seven with women under 35, six with men
over 35 and six with men under 35. Each group
included educated and non-educated partici-
pants, and mixed Moslems and Christians. The
vast majority of the women participating were
circumcised. In addition, 31 in-depth interviews
were conducted in the three sites: eight with
women, six with men, four with community
leaders, six with religious leaders, and seven
with circumcisers and health providers.

The study was conducted in three sites: one
slum area in Cairo, and two villages in Al Minya
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Governorate around 250 km south of Cairo. The
three sites have a mix of Muslim and Christian
population and none of the three sites was part
of the “Female Genital Mutilation/Cutting Free
Village Model” project of the National Council
for Childhood and Motherhood. The study loca-
tions were selected in consultation with local
NGOs. The research team selected three NGOs
to assist in the process of site selection and
recruitment of the study participants. The NGOs
were selected based on their previous and cur-
rent reputation, diversity of programmes in
different communities, relationship with local
authorities, and willingness to cooperate with
the research team.

The recruited participants were selected from
the selected communities by the respective NGOs,
based on pre-set criteria such as age, marital
status and willingness to participate in the
research. Participants in the case studies and
inter-generational life histories were random
members of the communities who fulfilled the
research criteria.

The majority of women participating in the
study were either not literate, just able to read
and write, or had primary education. The male
participants generally had a slightly higher level
of education. All the women involved in the
study were or had been married at some point,
while men were married or non married, it is
socially unacceptable to ask women who have
never married about their sexual experiences.

All the participants were informed of the objec-
tives of the research, as well as the time that they
would be expected to spend with the research
team. Verbal consent was obtained prior to all
in-depth interviews, focus group discussions, case
studies, and intergenerational histories. Tapes and
notes were locked in a special compartment with
access only for the research team. Because of the
sensitivity of the research topics, interviews with
women were conducted by a female member of
the research team while interviews with men were
conducted by a man.

The research team had two doctors who offered
to help with any medical problems, questions
or concerns the participants might have during
the course of the study. Furthermore, those with
gynaecological problems were referred for free
examination and treatment as required. The
study received ethical approval from the World
Health Organization and an internal ethical com-

mittee of the Cairo Family Planning and Deve-
lopment Association. All data were collected in
January and February 2008; the analysis was
completed in the first half of 2009.

Findings

FGM/C, sexual desire and sexual drive

FGM/C was still widely practised among the study
participants and was deeply rooted in people’s
minds in all the study sites. The main reason given
for supporting the practice was to reduce and regu-
late girls’ and women’s sexual desires and sexual
drive. In general, among both women and men
over age 35, it was believed that uncircumcised
women would be “like a restless bull and demand
a man” or would “reach orgasm while walking or
even if someone holds their hand”.

The clitoris was seen as the site of such strong
sexual urges that its presence would make it dif-
ficult for women to resist sexual overtures from
men. The belief that the clitoris is the seat of
sexual desire was the basis of the belief that
an intact clitoris created the risk of women
losing their virginity before marriage, which is
immensely important in Egypt at both a religious
and social level.

The focus group discussions also revealed a
widespread fear among men that if their wives
had not undergone circumcision, the strength
of their sexual desire within marriage could also
be a risk, that women’s sexual demands would
be beyond their capacity, with the associated
risk that wives might feel the need to engage
in extra-marital relations, e.g. if their husbands
travel abroad. Exposure to foreign pornographic
films, particularly popular among the young
men, in which the women in the films were
taken to represent western women generally,
further strengthened the belief that lack of
FGM/C would lead women to be promiscuous
due to excessive sexuality.

However, the majority of men and women
interviewed said they did not consider the cli-
toris important for achieving women’s sexual
satisfaction.

Marriageability

The issue of marriageability has often been cited
as the strongest motivation for FGM/C.*° The
expectation is that if a woman is not circum-
cised in a community where this is the norm,
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her chances of getting married will be severely
reduced, and hence her social status and liveli-
hood endangered. In this study, however, neither
men nor women described circumcision as a
prerequisite for marriage, nor linked the two
directly. However, the importance of premarital
virginity and marital faithfulness, and the belief
that female genital mutilation/cutting helps to
accomplish these, may be understood as indirect
support for the assumption in these commu-
nities that men prefer to marry women with
“good behaviour”, and thus women who have
been circumcised.

We also found that the circumcision status
of the woman appears rarely to be discussed
during marriage negotiations, but given the
high prevalence of FGM/C it would commonly
be assumed that the bride has already under-
gone the procedure.

Right to sexual pleasure and happiness

within marriage

Taking the initiative to have sex is often used as
an expression of the extent of women’s sexual
desire. Hence, measurement of this is believed
to say something about women desire for and
pleasure in sex.?”-3>40 However studies have
also shown that women’s motives for engaging
in and initiating sex go far beyond sexual desire,
and include both emotional and practical aspects
as well, including duty, desire for children, and
the hope that sexual favours may result in mate-
rial benefits from the husband.*! Our study also
found that local sociocultural gender norms also
had a strong influence on whether women could
initiate sex, and the ways in which they could
do so. It was generally considered unacceptable
for women to make direct overtures, instead the
man was expected to do this, and even to beg for
it. It became clear in these conversations that
while men are encouraged to express and cele-
brate their sexual pleasure through physical
parameters, women are not.

However, it was considered acceptable, and
even desirable, for women to express their avail-
ability or interest in sex in a subtle manner,
thereby encouraging their husbands to initiate
sex. Men and women mentioned various ways
in which a woman could entice her husband or
show her availability. Activities such as having
a shower, preparing a good meal, dressing in

special clothes, or walking in a special way were
all understood as means women could use.

At the same time, it was not considered appro-
priate for a woman to refuse sex when their
husbands requested it. Both men and women
in general considered complying with men’s
desire for sex as a woman’s duty, and in line
with Islamic teaching. Some focus groups of
men aged over 35 noted that women refusing to
have sex without physical reason is not accepted
and a woman could be beaten for it.

In contrast, neither women nor most men
expected FGM/C to have a negative effect on their
sexual pleasure. In response to our questions on
sexual pleasure, men, especially younger men,
directly connected sexual pleasure to the sexual
act itself (intercourse) and saw sexual pleasure
as a cornerstone of their marital happiness. For
the men, an important reason for marrying was
for sex, and being sexually happy meant they
were happy in marriage.

Some of the men expressed ambivalence about
female genital mutilation/cutting. While they
wanted their wives to have undergone the proce-
dure for its perceived beneficial effects on women’s
sexual morality, they perceived and lamented a
negative effect on sexual pleasure. For, in contrast
to the women, some of the men, particularly the
younger ones, did believe this occurred.

However, those men, mostly young, who did
express worries about negative sexual conse-
quences of FGM/C focused in the discussions
on how it would affect them. The concern was
that it might reduce wives’ sexual desire and
ability to be sexually engaged, i.e. respond to
the husband’s overtures and take an active role
sexually, which could then have a negative effect
on the husband’s pleasure.

In contrast to the men, the women generally
defined sexual pleasure, satisfaction and happiness
within a broader social context such as having a
caring and kind husband, happy children and eco-
nomic needs fulfilled, and in close relation to men’s
sexual satisfaction. Though the women frequently
mentioned that they “felt cold during sexual rela-
tions”, “had no satisfaction out of sex” or “had pain
during sex” both in the interviews and focus groups,
they did not indicate that this distressed them.
Rather, they said they bore with this as a marital
duty and fulfilment of religious obligations. Some
also said their husbands had said they might take
another wife if they did not have sex with them.
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Views of religious leaders

In fact, almost all the men in the focus group
discussions and the religious leaders stated that
women have as much right to enjoy sex as men,
when the issue is placed in a religious framework

“The holy book gives the right to enjoy sex
to both the man and the woman. And the
book says do not steal each other’s right. A
woman has the right to desire her husband.”
(Priest, interview)

The views of religious leaders on the sexual
effects of female genital mutilation/cutting
on women differed and not all supported the
common cultural understanding that it reduces
women’s desire.

“Circumcision is not the main factor in sexual
desire. A woman could be circumcised but have
a very strong sexual desire; or, she could be uncir-
cumcised and have no desire. This needs a medi-
cal study.” (Sheikh, interview)

Religious leaders also differed in their percep-
tions of whether FGM/C affects sexual relation-
ships for couples. For those who considered
that it reduces women’s sexual pleasure, this
conflicted with their religious ideals of a mutual
right to enjoy sexual relations within the mari-
tal union.

“There is a Prophet’s saying that says that a
man should not end the act until his wife reaches
the peak.” (Sheikh, interview)

However, while most Muslim religious leaders
shared the common understanding that FGM/C
may reduce desire but not pleasure, one of the
local priests had a more complex understand-
ing of the interplay between sexual desire and
sexual pleasure:

“Family problems exist a lot in our area, the
woman does not respond to her man. When
she has the desire, she does not get satisfied.
In these cases, I talk to the man and ask him
to cope with the situation and advise him that
circumcision is wrong and he has to accept his
wife as she is.” (Priest, interview)

Views of health care providers

All the formally trained health care providers
had experience of couples coming to see them

with sexual problems which, in some instances,
they considered to be related to female genital
mutilation/cutting:

“A woman came to me a month after marriage
with depression saying they had circumcised her
six or seven months before; she felt insulted (her
pride was insulted by cutting a piece of her flesh).
Another comes complaining that her sexual life
with her husband is cold, she is afraid he might
take another wife. Another asks me for medicines
to increase her sexual feeling. This causes prob-
lems between the couple.” (Physician, interview)

“There is a general thought that circumcision
is important for marriage, men think so, and
yet they come afterwards complaining.” (Phy-
sician, interview)

However, the doctors and other trained health
providers feared that banning the practice and
subjecting the practitioner to harsh penalties
might drive it underground, thereby increasing
surgical complications from the operation.

“There should be a special place affiliated to the
Ministry of Health where female circumcision
could be safely done when needed instead of
going to a nurse or a daya.” (Doctor, interview)

The new regulations against FGM/C and
women' status

There was widespread resistance expressed to
official “interference in family affairs”, which was
how the decree was seen, and they doubted its effi-
cacy in stopping the practice. Some younger men
said they would still “have it done at home”. On the
other hand, the younger respondents seemed to
be opposed to several harmful traditional practices
affecting women, including dokhla baladi (vir-
ginity testing), and expressed more support than
the older respondents for girls’ education and
women’s work.

Discussion and recommendations

This study points to certain key issues that need
to be taken into consideration in future inter-
ventions, starting with the gendered way in
which sexuality is constructed by both women
and men, and influenced not only by their per-
sonal experience, but also by their socioeco-
nomic situation. In a 2007 study in Egypt,*’
women related their sexual problems most often
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to socioeconomic circumstances. Like the women
in our study, many reported that they engaged in
sexual activity for marital commitment, religious
and financial reasons, and to reduce the risk of
husbands engaging in extramarital relationships.

Some of the men in our study, especially the
younger ones, perceived that FGM/C could have
negative effects on women'’s sexual response; this
was not unexpected since many tended to equate
sexual pleasure with the physical aspects of sexual
relations. They are then more likely to blame “the
missing parts” for any sexual dysfunction women
might be experiencing. Men are thus in a quite
equivocal position - on the one hand concerned
that women’s pleasure in sex is reduced, thus
hindering their own pleasure, and on the other
hand worried that uncircumcised women will
be too sexually demanding, endangering their
control over the sexual relationship.

The expressions of resistance to political inter-
ventions imply that, although important, the
newly introduced legislation alone may not
be able to stop the practice. As people consider

female genital mutilation/cutting to be key to
women'’s sexual morality, educational measures
will also be needed. Experience from interven-
tions in both Egypt and other countries suggest
that political commitment must be combined by
strong advocacy and education programmes at
both national and community levels, within a
package of education and training to eliminate
other harmful traditional practices, such as early
marriage and domestic violence.’**” A develop-
mental approach is also needed within this, in
which women are empowered and their position
in the family is improved.

Most Egyptians are avid TV watchers, and
keen on movies and drama. TV, radio, news-
papers, drama and soap operas could well be
used for educational messages against female
genital mutilation/cutting. Information that could
counteract the association between the clitoris,
sexual desire and “immoral” behaviour in women
could have an important effect.

It seems paramount also to include these per-
spectives in the training of health care providers
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and those involved in interventions against the
practice in Egyptian communities. Health care
providers should also be trained in sexuality coun-
selling, so as to be able to deal with sexual prob-
lems that may or may not be related to female
genital mutilation/cutting. In addition, those
personnel expected to enforce the law, such as
police, attorneys and social workers, need to be
made aware of these issues.

We recognize however, that the inclusion of
these perspectives on FGM/C and sexuality must
be handled with care, as this is a quite sensitive
subject in Egypt.

The changes we found among the younger
generation of our respondents in opposing sev-
eral harmful traditional practices, and their
greater support for girls’ education and women’s
work, indicate a more favourable environment
for empowering women and consequently some
hope for the abandonment of female genital
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Résumé Resumen

La mutilation sexuelle féminine/excision (MSF),
appelée aussi circoncision féminine et tahara
(purification) au niveau qommunautaire, est
encore tres répandue en Egypte. Cette étude
avait pour but d’examiner le rdle de la sexualité
féminine dans le soutien qu’hommes et femmes

La ablacion o mutilacion genital femenina
(MGF), oficialmente conocida como circuncision
femenina y a nivel comunitario como tahara
(aseo), aun es frecuente en Egipto. Este estudio
fue disefiado para examinar el papel de la
sexualidad femenina en el continuo apoyo de la
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continuent d’apporter a cette pratique, et leurs
perceptions de ses conséquences sexuelles.
L’étude a été réalisée en 2008-09 dans deux
communautés rurales de Haute-Egypte et un vaste
bidonville du Caire. Des données qualitatives ont
été recueillies aupres de 102 femmes et 99 hommes
par des entretiens et des discussions en groupes
d’intérét. Le clitoris était jugé important et source
de désir sexuel plutét que de plaisir sexuel. La
MSEF servait a réduire I'appétit sexuel des femmes
et favoriser leur chasteté, mais en général, on ne
pensait pas qu’elle réduisait le plaisir sexuel
féminin. Néanmoins, les hommes et les femmes
concevaient différemment le plaisir sexuel. Alors
que les hommes, en particulier les plus jeunes,
considéraient la satisfaction sexuelle comme la
clé de votlte du bonheur conjugal, les femmes
s’estimaient sexuellement satisfaites si ’narmonie
régnait dans leur ménage et si leur situation
socio-économique était bonne. Les problemes
sexuels, notamment le manque de plaisir pendant
les rapports et l'insatisfaction sexuelle, toutes
raisons confondues, étaient cependant fréquents.
Nous en concluons qu'un engagement politique
est nécessaire pour lutter contre la MSF et qu'il
faut associer des mesures juridiques a une
éducation sexuelle complete, y compris sur
les idées fausses relatives a la MSF.

MGF por hombres y mujeres, y sus percepciones
de sus consecuencias sexuales. El estudio fue
realizado en 2008-09 en dos comunidades
rurales en Alto Egipto y en una amplia zona
de barrios bajos del Cairo. Se recolectaron
datos cualitativos de 102 mujeres y 99 hombres,
por medio de discusiones en grupos focales y
entrevistas. El clitoris era percibido como algo
importante para el deseo sexual y como una
fuente de deseo sexual en vez de placer sexual.
La MGF tenia como objetivo reducir el apetito
sexual de las mujeres y aumentar su castidad,
pero generalmente no se consideraba como algo
para disminuir el placer sexual de las mujeres.
No obstante, la definicion de placer sexual
ofrecida por los hombres era distinta a la de las
mujeres. Mientras que los hombres, especialmente
los mas jovenes, consideraban la satisfaccion
sexual como algo fundamental para la felicidad
matrimonial, las mujeres se consideraban
sexualmente satisfechas si habia armonia
conyugal y su situacion socioecondémica era
satisfactoria. Sin embargo, los problemas sexuales
como la falta de placer sexual y la insatisfacciéon
sexual, por las razones que fueran, eran extendidos.
Concluimos que el compromiso politico es
necesario para combatir la MGF y que las
medidas juridicas se deben combinar con una
educacion sexual integral, que aborde las ideas
erroneas respecto a la MGF.
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