MODULE I 

ACTIVITIES LIST
Involving Men in Sexual and Reproductive Health:  Introduction

SLIDE 1

Icebreaker – Cocktail Party

(Source:  Adapted from Langevin Learning Services, March 2000. Training 101: All the Basics. Manotick, Ontario: Langevin Learning Services)

Estimated time:  10-15 minutes

· This icebreaker is especially useful for larger groups.

· Ask people to circulate and speak to one person at a time to get acquainted.  They should introduce themselves, give the name of their organization and briefly share their interest, experience and/or expertise in the field of men and reproductive health.

· After one minute, announce “CHANGE” and have everyone find a new person to get acquainted with for one minute.

· Continue changing every minute until there have been enough opportunities for people to meet most of the others (expect that people will not meet everyone else, but they should meet most of the participants).

· Business cards can also be used for this exercise.

SLIDE 12

Role Plays:  Why Involve Men in Sexual and Reproductive Health?

(Source:  Adapted from de Bruyn, Maria and France, Nadine, September 2001. Gender or Sex:  Who Cares? Skills-building Resource Pack on Gender and Reproductive Health for Adolescents and Youth Workers. Chapel Hill, NC: Ipas)

Estimated time:  30-45 minutes

· The purpose of the role plays is to help participants begin to think about the role of men in sexual and reproductive health and to analyze situations involving gender norms, relationships, sex and ways to reduce possible risks for men and women.

· Break participants into four to six smaller groups (depending on size of group).  Ask each group to choose a scene from the following list, or suggest situations that are relevant in their own community:  

· Young man of 15 years is pressured to have sex by his friends even though he wants to postpone this experience.

· Young girl cannot attend school because her family does not have enough money to pay the fees; a wealthy older man tempts her with money and gifts.

· Husband comes home drunk one night and beats and rapes his wife; she goes to her in-laws for help, but they tell her to return to him and do not support her. 

· Woman is pregnant with her third child and has been in labor for over fifteen hours; she begs her husband to take her to the local hospital which is two hours away, but he does not think they have enough money for transportation.

· Husband wants to use a condom but fears loss of trust within the relationship if he suggests it. 

· Young women of 13 years is pressured to undergo female genital cutting, but she does not want to have the procedure.

· Young wife wants a child; her husband frequently visits sex workers, and she is afraid of getting an STI or HIV.

· Young bride wants to postpone pregnancy, but her husband and in-laws oppose use of contraceptives.

· Be sure no group chooses the same role play as another.  Also, depending on the modules that are to be presented following Module I (Introduction), an attempt should be made to have the role plays reflect the modules to come, e.g., if you are presenting the family planning, safe motherhood and violence modules, you will want to be certain that illustrations of these topics are acted out.

· Give the groups 15 minutes to design a short role play using words, song, dance or body movement that describe their scene.  

· Tell participants that they should each take on various roles – the main character, the person(s) he/she must deal with, friends, parents, etc.

· Before the groups act out their scenes, ask all participants to think about the following questions as they view the role plays:

· What elements in the scene posed risks to the main character’s sexual and reproductive health?

· Did the scene illustrate a circumstance in which a negative sexual and reproductive health outcome could be prevented (e.g., unwanted pregnancy, sexually transmitted infection, HIV, maternal morbidity, violence)?  Why or why not?

· What factors influenced the main character’s control or lack of control over the situation?

· What could the main characters or persons around them have done to reduce the health risks?

· After each group has presented its role play, ask participants to discuss the above questions and to comment on how the scene illustrated the importance of men’s involvement in sexual and reproductive health.

MODULE II 

ACTIVITIES LIST
Men, Family Planning and Reproductive Health

SLIDE 19

Supporting and Hindering Contraceptive Use

(Source:  Adapted from AVSC International, 2000. Trainer’s Resource Book to accompany Introduction to Men’s Reproductive Health Services. New York: AVSC International)

Estimated time:  30-45 minutes

· The purpose of the exercise is to help participants think about the critical role that men play in family planning and reproductive health and to discuss the ways in which men’s participation can support or hinder their partners’ contraceptive use.  It also gives participants an opportunity to discuss what actions are being taken in their own communities to help involve men in contraceptive use, particularly at the service delivery level.

· Prior to doing the exercise, write on separate flipcharts the following headings:  “Ways to Support Partner’s Contraceptive Use” and “Ways to Hinder Partner’s Contraceptive Use.”  

· Divide participants into two groups.  Tell the members of Group 1 that they will be discussing ways that a man can support his partner’s use of a contraceptive method.  Tell the members of Group 2 that they will be discussing ways that a man can hinder his partner’s use of a contraceptive method.

· Using a fishbowl process, ask members of Group 1 to sit in the middle of the room and discuss their topic loudly enough for the members of Group 2 to hear it.  Ask members of Group 2 to sit in a circle around Group 1 and listen but not participate in the discussion.  Allow up to 10 minutes for Group 1 to discuss the topic.  Ask Group 1 to write their responses on the flipchart labeled, “Ways to Support Partner’s Contraceptive Use,” as they proceed with their discussion.

· Next, ask members of Group 2 to sit in the middle of the room and discuss their topic, with the members of Group 1 sitting around them and listening but not participating.  Allow up to 10 minutes for Group 2 to discuss the topic.  Ask Group 2 to write their responses on the flipchart labeled, “Ways to Hinder Partner’s Contraceptive Use,” as they proceed with their discussion.

· Bring the groups back together, and facilitate a discussion by asking the questions below:

· Typically, how involved are men in contraception decisions in your local area?

· What can service providers do to help men use male contraceptive methods and be more supportive of their partners’ use of female contraceptive methods?

· Record responses to the above questions on a flipchart.

· Then ask participants to identify the items on the list that service providers in their communities are currently doing to involve men in contraceptive use.  Mark an X next to those items.  If the service providers are not doing certain items on the list, ask the group to consider what would be required to conduct those activities.

MODULE III 

ACTIVITIES LIST
Men and STIs/HIV

SLIDE 12

Reaching Men with Appropriate Messages to Promote Behavior Change

(Source:  Family Health International)

Estimated time:  40 minutes

· The purpose of this exercise is to get participants thinking about how to promote dual protection, condom use and behavior change through appropriate messaging.

· Depending on the group size, ask participants to break into three to five groups.  Each group will be responsible for coming up with a gender-equitable campaign that uses mass media (television, radio, billboards, posters, etc.) to promote dual protection, condom use and behavior change among men and adolescent boys.

· Possible audiences could be men who already approve of condom use for STI protection only, young and unmarried men, couples or families. 

· Before starting the exercise, be sure to share with the group the definition of dual protection provided below.  You also may want to have this written on a piece of flipchart paper and posted at the front of the room.

Definition of Dual Protection (from the USAID Research Division)

“Protection from pregnancy and STI/HIV either through use of a male or female condom alone with counseling on HIV/STI and pregnancy prevention or through the use of a condom plus another contraceptive method.  Abstinence, avoidance of all types of penetrative sex, and the use of contraceptive methods plus mutual monogamy are other means of achieving dual protection.”

· Paper and colored markers should be made available for participants’ use.

· After about 20 minutes, ask each group to present and explain their campaign in five minutes or less to the larger group.

MODULE IV 

ACTIVITIES LIST

Men’s Role in Safe Motherhood and Family Well-being

SLIDE 1

The Long Road to Maternal Death 

(Source:  Adapted from Fathalla M. The Long Road to Maternal Death. People 1988;14(3):8-9)

Estimated time:  10 minutes

· The purpose of this activity is to get participants to reflect on the dangers women face as a result of pregnancy-related complications and begin thinking about men’s role in decreasing maternal death and improving family well-being.  It also underscores the importance of family planning as one of the essential steps towards safe motherhood.
· Read the following story out loud to participants:
THE LONG ROAD TO MATERNAL DEATH

By Dr. Mahmoud Fathalla 

“Fatima died during labour.  This is not an unusual event.  There is a Fatima dying because of pregnancy and childbirth every minute somewhere in the developing world.  What is an unusual event is that the world has begun to ask questions about it.

Fatima died in a small district hospital.  The physician in charge had no doubts.  It was a straightforward clinical case.  She was diagnosed as a case of antepartum haemorrhage due to placenta praevia – the placenta was implanted low down in the uterus.  A patient with the condition will inevitably develop antepartum haemorrhage.  The doctor looked up the International Classification of Diseases, coded the cause of death as ICD 641.1.1, Haemorrhage from Placenta Praevia, and closed the file.

But the hospital has a Committee for Confidential Enquiries in the Causes of Maternal Mortality, following the system recommended by the International Federation of Gynaecology and Obstetrics.  The Committee looked in detail at Fatima’s hospital record.  When she was admitted to hospital in a state of shock because of severe bleeding, she received intravenous fluids.  Only one-half litre of blood transfusion could be made available, which was not enough to compensate for her blood loss.  A Caesarean section was performed three hours after admission, when a specialist obstetrician and a specialist anaesthetist could be summoned.  She died during the operation.  The Committee concluded by classifying the cause of death as “avoidable,” due to a defect in the service.  The Committee argued that if a blood transfusion had been more freely available and if the service was better prepared to handle emergencies, the life could have been saved.

A WHO-supported community-based study was being conducted in the area, looking into Unmet Needs in Maternity Health Care.  The study unravelled more data about the circumstances of Fatima’s death.  It took her four hours to reach hospital after the onset of bleeding.  This attack of bleeding was not the first.  She had had two minor episodes of bleeding in her last month of pregnancy, the serious significance of which was not heeded.  She was also suffering from chronic iron deficiency anaemia because of parasitic infestation and never had any antenatal care.  The study concluded that the cause of death was unquestionably the unmet need in community-based maternity services.  If emergency transport was available or if she had had access to antenatal maternity care to treat her severe anaemia and to refer her when she had the minor episodes of bleeding, her life could have been saved.  

Another study, supported by Family Health International, was looking into the causes of reproductive age mortality, and unravelled yet more facts about Fatima’s death.  The study reported that she was aged 39, she had given birth to seven children of which five were still alive.  Three of them were boys.  She did not really want any more children, and her pregnancy, ill-timed in terms of age and parity, carried a much higher risk than usual.  She had never used any family planning method.  The study concluded that the cause of Fatima’s death was the lack of access to family planning information and acceptable services.  She would not have died if she had not got pregnant in the first place.

The Population Council was supporting a study on socio-economic differentials in mortality when the case came under scrutiny, and yet more information was supplied.  Fatima was the illiterate wife of a poor agricultural labourer.  The study concluded that her socio-economic status put her at risk of maternal death, three times more than the average for the country, 10 times more than the risk in the highest socio-economic group, and 100 times more than the risk in the nearest developed country.  

It is clear from Fatima’s story that there are different perspectives in looking at the causes of maternal deaths.  But are these perspectives really different or are they part of an overall gloomy picture?…”  There are millions of women like Fatima marching along the steep and dangerous Road to Maternal Death.
SLIDE 11

Different Ways of Being a Father

(Source:  Family Health International)

Estimated time:  20 minutes

· The purpose of this activity is to help participants understand that just as there are multiple ways of being a MAN, there are different ways of being a FATHER.

· Give participants a minute or two to think about how men learn to be fathers and how 
children view their fathers.  If participants feel safe in doing so, you can suggest that they think about how they view their own fathers; mothers might think about how their own children view their father; fathers might think about how their own children view them.

· Ask participants to draw their ideas on a sheet of paper.  Be sure that participants include both positive and negative roles.  
· After about 10 minutes, ask participants to share their drawings with a partner or the larger group.
· Facilitators should be aware that participants may disclose something personal while drawing, so it will be important to be as sensitive as possible when participants share with the larger group.  You can also let participants know that they are not required to draw something personal.
MODULE V 

ACTIVITIES LIST

Gender-based Violence and Reproductive Health

SLIDE 1

Myth or Fact?

(Sources:  Family Health International, with information from the Orange/Durham Coalition for Battered Women, Inc. Advocate Training Manual, Durham, NC, 2000)

Estimated time:  20 minutes

· This exercise introduces to participants the subject of sexual and gender-based violence.  It also addresses the biases, cultural stereotypes and negative social attitudes that may exist around the topic.  

· To begin the exercise, have three signs, “Myth,” “Fact” and “Not Sure” taped to the wall at the front of the room (the sign for “Myth” should be on the left, the sign for “Fact” on the right and the sign for “Not Sure” in the middle).  

· Ask participants to come together in the center of the room facing the facilitator.  Explain that a series of statements will be read out loud.  After each statement is read, participants will be asked if they believe the statement is a myth or a fact or if they are not sure.  Once decided, each person should then move to the appropriate side (or middle) of the room, based on their answer.  Use the list of myths and facts below.  After each statement, ask a participant or two why they chose myth, fact or not sure, then provide the group with the correct information below. 

Myth:
Domestic violence primarily affects poor, rural, uneducated women.

Fact:
Domestic violence occurs in families from all social, economic, racial, ethnic, educational and religious backgrounds.  It has been found that poorer women are at higher risk for domestic violence; however, violence occurs among wealthy women and middle-class women as well.    

Myth:
Alcohol and drug abuse cause a man to be violent.

Fact:
Alcohol and drug abuse do not cause violence.  However, the violence may be more severe when alcohol or drugs are involved.  Alcohol and drugs may also intensify existing violent behavior.  Many batterers do not abuse alcohol or drugs, and many alcohol or drug abusers do not batter.  Chemical dependency treatment will not cure battering; the two problems need to be dealt with separately.

Myth:
Men and women have always fought; it is a natural part of love.

Fact:
There is occasional conflict in every family and relationship, but there is no need for violence.  Beating one’s wife is a crime of rage, power and control.  The abuser often thinks he has the right to control his partner through any means, physical or sexual.  Violence is never an acceptable or justifiable means to solve problems.

Myth:
Rape is an impulsive, uncontrollable act of sexual gratification.  

Fact:
Rape is usually a pre-meditated act of violence, and most are planned in advance.  Men can control their sexual impulses.  Rapists are virtually always motivated by power, anger and control, not sexual gratification. 

Myth:
Only women and homosexual men are targets of sexual violence.

Fact:
Most male rape victims, as well as their rapists, identify themselves as heterosexual.  Rapists are motivated by the desire to have power and control over another person, not by sexual attraction.  Many male victims do not report the assault because of shame or embarrassment, and because they fear further humiliation from a society that expects men to always be strong, in control and able to protect themselves.

Myth:
A married woman cannot be raped.  By consenting to be with a partner, one has consented to intercourse.

Fact:
Forcing anyone to have intercourse against her/his own will is rape.  A woman may choose to date or marry someone, and she may or may not want sex with that person at any given time.  Some people believe a man has the right to sex as payment for a date or as part of his marriage vows.  Social attitudes are the primary reason for this.

Myth:
Children are not usually aware that their mother is being abused, so they are not affected.  Even if a man is violent, it is better for the children to have a father.

Fact:
In at least one-half of families where the mother is being battered, the children also are being abused.  Boys also are more likely to abuse their partner when they grow up, if they have been raised in a violent home.  Girls also learn that society accepts violence against women, when they witness their mother being abused.  Children from violent homes are at higher risk of experiencing behavior problems, learning problems, physical problems produced by stress and chemical dependency problems.  

Myth:
Sexual violence is caused by the victim.  A person’s dress and behavior can invite rape or sexual assault.

Fact:
Rape is a violation of body, mind and spirit.  It takes away a person’s control over her/his own body and choices.  Both women and men may want to look attractive, but no one “asks for” or enjoys a violent physical attack which puts her/him at risk of injury, disease, pregnancy or death.  Rape is not an act of sexual passion; it is a violent crime in which sex is used as a weapon.

Myth:
A woman’s pregnancy will stop the battering.

Fact:
Often pregnant women are being abused prior to pregnancy, and this abuse often continues during pregnancy and in some cases escalates.  Battering during pregnancy has been associated with miscarriage, premature labor and delivery of a premature or low birth weight infant.

SLIDE 5

What is Gender-Based Violence?

(Sources:  Family Health International, with information from United Nations (UN) Declaration on the Elimination of Violence Against Women; UN Population Fund (UNFPA) Gender Theme Group; the Centers for Disease Control and Prevention; The American College of Obstetricians and Gynecologists; and the Center for Health and Gender Equity)

Estimated time:  20 minutes

· The purpose of this exercise is to get participants thinking about the three forms of gender-based violence.

· Explain to participants that definitions of violence against women are variable; however, the UN Declaration on the Elimination of Violence Against Women provides a basis for defining gender-based violence.  Read the following definitions out loud for participants:  

According to Article 1 of the Declaration, violence against women is to be understood as:  “Any act of gender-based violence that results in, or is likely to result in, physical, sexual or psychological harm or suffering to women, including threats of such acts, coercion or arbitrary deprivations of liberty, whether occurring in public or private life.”  

Another useful definition that more clearly states the social dimensions and root causes of violence against women is given by the UNFPA Gender Theme Group:  “Gender-based violence is violence involving men and women, in which the female is usually the victim; and which is derived from unequal power relationships between men and women.  Violence is directed specifically against a woman because she is a woman, or affects women disproportionately.  It includes, but is not limited to, physical, sexual and psychological harm…It includes that violence which is perpetrated or condoned by the state.”  

· After reading the above definitions, ask participants to list the kinds of violence that women experience.  Have posted around the room three sheets of newsprint with the following titles:  1) “Physical Abuse;” 2) “Psychological Abuse;” and 3) “Sexual Violence.”  Ask for a volunteer to stand by each piece of newsprint (three volunteers needed) and write down the answers provided by the group.  

· Once the lists have been made, add any items that may have been missed (see below for possible answers). 
PHYSICAL  ABUSE

· Slapping

· Pushing

· Shaking

· Beating

· Pinching

· Biting

· Scratching

· Choking

· Burning

· Physically confining (locking in a room, tying up)
· Using a knife, gun or other weapon

· Can also include coercing others to commit such acts

PSYCHOLOGICAL ABUSE

· Threatening physical or sexual harm
· Yelling, humiliating, name-calling, using profanity

· Embarrassing victim deliberately – especially in public

· Controlling victim’s movement and activities

· Isolating victim from friends or family

· Controlling financial resources

· Withholding information or resources

· Denying love, affection and/or sex 

· Damaging favorite possessions (clothing, a pet)
SEXUAL VIOLENCE *

· Actual or threatened use of physical harm to force a person to engage in a sexual act against their will

· Attempted or completed sex act with a person who is unable to avoid participation, communicate unwillingness or understand the nature of the act

· Abusive sexual contact or touching a person’s sexual body parts against their will
· Refusing to use contraceptives or condoms **
*
Does not necessarily involve intercourse and can include unwanted touching/fondling or rape with an object.

**
Refusal to use a condom could be considered a form of sexual violence
, if, for example, a woman knows her partner has an STI (or possibly HIV), and she asks him to wear a condom, but he refuses.  This could potentially put her at risk for contracting a disease, which could lead to her death in the case of HIV transmission.  In addition, violence can directly interfere with a woman’s ability to negotiate condom use.  Because condoms are often associated with promiscuity, infidelity and prostitution, many women are afraid to raise the issue with their partners for fear of abuse. 

MODULE VI 

ACTIVITIES LIST

Involving Adolescent Boys and Young Men in Reproductive Health

SLIDE 13

Designing Youth-friendly Services

(Source:  Family Health International)

Estimated time:  45 minutes

· The purpose of this exercise is help participants analyze how reproductive health services and programs can be made more appropriate and accommodating to adolescent boys and young men.

· Divide the participants into two groups.  Ask both groups to imagine how reproductive health services and youth programs (in-school, out-of-school, etc.) could be made more “male-friendly.”  Ask them to discuss within their groups what male-friendly services and programs would look like and consider the following questions:

· What information and services would be provided to young men (e.g., information on sexuality; information on pregnancy and STI/HIV prevention; violence prevention; other counseling services; etc.)?

· What role would adults and adolescents play in providing male-friendly services and programs?

· Would there be differences between the roles held by males and females?  Why or why not?

· Who would make the decisions?

· What would be the best qualities of male-friendly services and programs?

· What type of family/parent involvement would there be?

· Where would be the best location for male-friendly services and programs?

· How would the services and programs be advertised?

· How would the services and programs attract and retain participation?

· How much would the services cost?

· How would the services and programs foster community support?

· How would the programs collaborate with other groups in the community (pharmacies, community-based distributors, etc.)? 

· Give the two groups about 25 minutes to complete their descriptions.

· Give each group approximately 10 minutes to present their work to the larger group, answering any questions or concerns that are raised.
MODULE VII 

ACTIVITIES LIST

Involving Men in Sexual and Reproductive Health:  Conclusion

SLIDE 6

Self-Reflection:  A Closing Exercise

(Source:  Family Health International)

Estimated time:  10-20  minutes

· Ask participants to think about the ideas and information they have learned during the workshop.  Then ask them to write on a piece of paper responses to the following sentences:

· This workshop has taught me…

· I was surprised to find…

· I want to share with others…

· I am committed to…

· After about five minutes, ask participants to share their responses with the neighbor on their left.

· If enough time permits, ask participants to share their responses with the larger group.  While participants are talking, summarize their responses on four pieces of flipchart paper with the following headings:  1) “This workshop has taught me…;” 2) “I was surprised to find…;” 3) “I want to share with others…;” and 4) “I am committed to….”

· Another alternative would be to ask participants to give you their written notes, maintaining anonymity, so that the responses can be used for evaluation purposes.*

*
It is important to note that the Self-Reflection exercise may appear to duplicate some of the questions on the Evaluation Form.  However, it is strongly recommended that both the exercise and the workshop evaluation be done, as the information being collected is for complementary, but different, purposes.  

The goal of the Self-Reflection exercise is to encourage participants to begin thinking about what the workshop has meant to them and how they can apply what they have learned in their work.  The primary goal of the Evaluation Form is to assist the facilitator in understanding what parts of the workshop were most useful, what parts could have been improved and whether gender issues were adequately addressed.
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