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MODULE 14:
family planning basics
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	Total Module Time:
280 minutes (4 hours, 40 minutes)
· If the optional “Session 3: Male and Female Anatomy” is dropped, then total teaching time is 220 minutes (3 hours, 40 minutes)*




Learning Objectives
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	After completing this module, participants will be able to:
· Discuss reproductive health from a rights perspective

· List the benefits of family planning

· Discuss barriers to family planning services and how these barriers can be overcome 

· Discuss the components of human sexuality

· Explore attitudes about gender differences, roles, and inequalities
· To explain the anatomy of the male and female reproductive organs


Session 1: Introduction to Family Planning
	Activities/Methodology
	Duration

	Interactive trainer presentation and large group discussion
	40 minutes

	Questions and answers
	5 minutes

	Total Session time
	45 minutes


Session 2: Introduction to Sexuality and Gender
	Activities/Methodology
	Duration

	Interactive trainer presentation and large group discussion
	5 minutes

	Exercise 1: Sexuality circles, small group exercise
	60 minutes

	Exercise 2: Gender and power, large group activity
	45 minutes

	Exercise 3: Gender fishbowl, large group activity
	60 minutes

	Questions and answers
	5 minutes

	Total Session time
	175 minutes


Session 3: Male and Female Anatomy
	Activities/Methodology
	Duration

	Teachback presentations
	50 minutes

	Key points, questions and answers
	10 minutes

	Total Session time
	60 minutes


	Advance Preparation and Materials
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	· Read through the entire module and ensure that all trainers are prepared and comfortable with the content and methodologies.  Please note that Session 3 is considered optional, it should be taught if participant learning needs suggest it is needed.
· If teaching Session 3, consider presenting the information as a teachback, as described in Step 2 of Session 3.  

· Carefully review all 3 exercises and modify the instructions, if necessary, to meet participant learning needs. 
· For Exercise 1, you will need to draw and label the circles of sexuality as illustrated in Figure 1.  
· For Exercise 2, you will need to create 4 signs (“Strongly Agree,” “Strongly Disagree,” “Agree,” and “Disagree”).  Post these signs around the training room before the exercise.  See the exercise for more information. 

· Ensure participants have copies of their manual.

· You will need the following materials: 

· Flipchart or black board

· Markers or chalk 

· Masking tape 

· LCD projector

· Laptop

· Extension cord 

· Models of the female and male reproductive system (internal and external genitalia, if available)




	Note to trainer:  You may elect to skip “Session 3: Male and Female Anatomy”, if participants are trained healthcare providers who are not only familiar with human anatomy, but able to explain to clients the anatomical target of each family planning method.  As this session gives participants opportunity to discuss the male and female anatomy within a mixed group—excellent practice for doing the same with clients—you should only skip this session if you feel certain that participants are comfortable providing sex education to a wide range of male and female patients.  



Session 1: Introduction to Family PLanning
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	Total Session Time:
45 minutes


Learning Objectives
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	After completing this session, participants will be able to:

· Discuss reproductive health from a rights perspective

· List the benefits of family planning

· Discuss barriers to family planning services and how these barriers can be overcome


Overview of family planning
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	Trainer Instructions

Slides 1–6
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	Section Time

3 minutes

	Step 1:
	Begin by reviewing the learning objectives for this module listed on page 1.  Point out the objectives for this session.


	Step 2:
	Introduce the family planning and the key role of family planning in national attainment of national health-related targets, using the content below.  



Family planning is defined under the Alma Ata Declaration and by the International Conference on Population and Development (ICPD) as an essential component of primary health care. It is one of the major pillars in reducing maternal and neonatal morbidity and mortality as well as one of the pillars to reducing mother-to-child transmission of HIV.  

Family planning contributes towards the attainment of at least 3 of the Millennium Development Goals (Goal 4—reduce child mortality, Goal 5—improve maternal health, and Goal 6—combat HIV/AIDS, malaria and other diseases). The ICPD and Beijing Conference Programmes of Action recognise that family planning, a component of reproductive health, is a right and an integral part of universal human rights. 
Reproductive health
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	Trainer Instructions

Slides 7–11
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	Section Time

10 minutes

	Step 3:
	Either read the definition of reproductive health as it appears below, or invite participants to read it to themselves or ask for participant volunteers to read it aloud.  Once you’ve completed reading it, ask participants:

· Would anyone like to add anything to this definition?

· Are you surprised or uncomfortable about any part of this statement? (What do you think of the statement addressing the needs of adolescents?)

· How many of our clients would say that it is a basic right to decide the spacing and timing of their children? How many think it’s simply god’s will?  How does this affect their access to family planning services?



	Step 4:
	Goal: Provide a brief overview of the goal of reproductive health services.


	Step 5:
	Main components of reproductive health in Cameroon: Ask participants:

· What services are included as reproductive health services?

Fill in using the content below. 


Definition

The ICPD (Cairo, 1994) defined reproductive health as:

Reproductive health is a state of complete physical, mental and social well-being in all matters relating to the reproductive system and to its functions and processes. It implies that people have the capability to reproduce and the freedom to decide if, when and how often to do so. Implicit in this is the right of men and women to be informed and to have access to safe, effective, affordable and acceptable methods of family planning of their choice, as well as other methods of their choice for regulation of fertility, which are not against the law, and the right of access to health-care services that will enable women to go safely through pregnancy and childbirth. Reproductive health care also includes sexual health, the purpose of which is the enhancement of life and personal relations.

Reproductive rights embrace certain human rights that are already recognised in national laws, international human rights documents and other relevant UN consensus documents. These rights rest on the recognition of the basic right of all couples and individuals to decide freely and responsibly the number, spacing and timing of their children and to have the information and means to do so, and the right to attain the highest standard of sexual and reproductive health. They also include the right of all to make decisions concerning reproduction free of discrimination, coercion and violence. Full attention should be given to promoting mutually respectful and equitable gender relations and particularly to meeting the educational and service needs of adolescents to enable them to deal in a positive and responsible way with their sexuality.

Goal

The goals of reproductive health services are:

· All individuals—to make informed choices about sexuality and reproduction, and to have a safe and satisfying sexual life, free of violence and coercion 

· Women—to go safely through pregnancy and childbirth 

· Couples—to have the best chance of having a healthy infant 

· Women—to avoid unwanted pregnancy and to address the consequences of unsafe abortion 

· All individuals—to have access to prevention, treatment and care for sexually transmitted infections (STIs), including HIV
Main components of reproductive health in Cameroon
The main components of reproductive health in Cameroon include:
· Family planning/birth spacing services 

· Pregnancy diagnosis, antenatal care, skilled attendance at delivery, and postnatal care 

· Management of obstetric and neonatal complications and emergencies 

· Management of complications resulting from unsafe abortion 

· Prevention and treatment of reproductive tract infections and STIs including HIV 

· Early diagnosis and treatment for breast and cervical cancer 

· Promotion, education and support for exclusive breastfeeding 

· Prevention and appropriate treatment of sub-fertility and infertility 

· Adolescent sexual and reproductive health 

· Increase awareness, prevention and management of harmful cultural practices (genital mutilation, sexual and household violence and excesses, early marriage), including active discouragement of harmful practices such as female genital cutting 
Reproductive and sexual rights for all clients
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	Trainer Instructions

Slides 12–18
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	Section Time

5 minutes

	Step 6:
	Briefly discuss the importance of protecting and ensuring the reproductive and sexual rights of all women and men, including those who are HIV-infected.  Use the content below. 




Human rights provide the legal framework within which national laws, policies and services should be drafted and overseen, as well as an approach for designing policies and programmes.  Although the human rights concept includes reproductive and sexual rights for PLWHIV and other major vulnerable segments of the population, in practice there are many examples of policies related to HIV and AIDS that seriously undermine these rights.  
Reproductive and sexual rights are distinct though interrelated. Although sexual rights are essential to the maintenance of reproductive rights, women’s and adolescents’ sexual rights should not be seen only within the context of reproduction. Very often, programmes targeting woman are based on their reproductive role—having healthy children or preventing unwanted pregnancy. This excludes women who are not bearing children (for example, girls before puberty, women in their post-menopause and infertile women) and fails to address health and sexual rights outside reproduction.

Many HIV-infected women, adolescents and those from other vulnerable segments of the population (sex workers, drug users, homosexuals, youth, emigrants, prisoners, etc.) want to have sexual intercourse and may also choose to have children. They have the same rights with regard to sexuality and reproduction other women in our society, for example, the right to have a risk-free and satisfactory sex life, and to decide whether to have children or not and how many to have. 

Gender inequality makes it difficult for vulnerable populations to enjoy their sexual and reproductive rights, but stigma and discrimination surrounding women with HIV, combined with culturally-engrained gender inequality, makes it even more difficult for these women to take advantage of their sexual and reproductive rights.  With a supportive legal and political environment, HIV-infected women and adolescents can fully enjoy their sexual and reproductive rights. 
Sexual rights protect the right to: 

· Say “no” to sex 

· Have risk-free and protected sexual intercourse

· Control one’s sexuality: decide with whom and when to have sex
· Have access to information and education on sexual health and rights

· Take legal action against sexual harassment or abuse

· Access services to maintain sexual health

· Not undergo harmful traditional practices

· Not to be forced into marriage
Reproductive rights are the rights of every human—irrespective of political, economic, or social status—to:
· Decide when and with whom to have children, without judgement
· Keep one’s baby

· Adopt children 

· Access quality reproductive health information and services (family planning services including assisted conception, abortion and sterilisation services; antenatal care, including prevention of mother-to-child transmission of HIV interventions; labour and delivery services; infant and young child feeding education, counselling and support, including support to breastfeed) without the requirement of 3rd party consent
The concept of family planning
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	Trainer Instructions

Slide 19
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	Section Time

2 minutes

	Step 7:
	Provide a brief overview of the history of family planning services in this country using the content below. 




Family planning services are one component of comprehensive reproductive health services. Initially, family planning services were only provided in the context of maternal and child health (MCH) in specialised Maternal and Child Protection centres.  It is in 1989 that the Plan of Action of the Ministry of Health incorporated family planning into MCH. That same year witnessed the launching of the UNFPA project titled “Strengthening of family planning services offered through maternal and child protection structures”. 

A year later, a national seminar was organised to define the policy and strategy of the national MCH/FP programme, thus launching the integration of MCH/FP activities into primary health care and hospitals by the early 1990s. 

Benefits of family planning
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	Trainer Instructions

Slides 20–24
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	Section Time

5 minutes

	Step 8:
	Provide a summary of the benefits of family planning from the mother’s, the child’s and the perspective of society.  



Benefits for the mother

· Family planning enables women to space (see Table 1, below) or prevent pregnancy.  

· Socio-economic benefits (the woman has more time to devote to professional, social, income-generating and other activities).
Table 1: Minimum period of rest recommended between pregnancies

	Situation
	Recommended rest before next pregnancy

	· Abortion 1st trimester
	· A

	· Abortion 2nd trimester
	· A + 3 months

	· Delivery
	· A + 6 months (i.e., a “close pregnancy” is when the interval between giving birth and getting pregnant again is less than 15 months)

	A = Age of the pregnancy


Benefits of spacing for the child

· More likely to breastfeed longer
· Maintains the child in good health
· Contributes to the child’s psychological and affective balance
Benefits for society

· Reduction of maternal and infant morbidity and mortality. Pregnancy within 12 months of giving birth is associated with an increased risk of

· Low birth weight 

· Small size for gestational age 

· Preterm birth 

· Placental abruption

· Placenta previa

· Reduction of juvenile delinquency
· Matching of demographic and economic growth
Despite the importance of family planning to health and quality of life, a report from the European Parliamentary Forum reported that “large parts of the population do not access contraceptives or other reproductive health services for they are unavailable, expensive or mistrusted, Cameroon remains disproportionately affected by unintended pregnancies and sexually transmitted infections including HIV.”  

Barriers to family planning
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	Trainer Instructions

Slides 25–30
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	Section Time

15 minutes

	Step 9:
	Discuss the low usage of family planning services and the targets for increasing access, using the content below.  

Then ask participants:
· What barriers do you think our clients face in accessing family planning services?

Record barriers listed by participants on flipchart (you’ll need this list for the next step).  Fill in using the content below.



	Step 10:
	Take about 10 minutes to give participant opportunity to brainstorm solutions to the barriers to family planning services as listed during the discussion.  Start by asking:

· What can we, as healthcare providers, do to facilitate access to family planning services?




In Cameroon, the Demographic Health Survey IV revealed that the overall use of contraceptive methods among couples remains low with no significant improvement since 2004.  Although 1 out of every 4 (26%) women uses either a modern or traditional contraceptive method, the prevalence rate of modern contraceptives remains low: 14.4% in 2011 (compared with 13% in 2004).  

Family planning is one of the major strategic thrusts of the Campaign for Accelerated Reduction of Maternal Mortality in Africa (CARMMA). One of the objectives of the National Reproductive Health Programme is to “increase contraceptive prevalence rate (modern methods) from 19.3% to at least 30% in urban areas and from 5.5% to 15% in rural areas in 2010”. 

There are 2 types of barriers to family planning in Cameroon: 

· Accessibility-related barriers 

· Low health coverage (in terms of availability of services)

· Lack of trained personnel: according to an evaluation carried out in 2011, 22.6% of health facilities surveyed did not have any competent staff for the delivery of family planning services
· Insufficient access to family planning services 

· Weak programme coordination

· Stock-outs and problems with importation and distribution of commodities 

· Reduced donor financing

· Poverty, cost of services

	In Cameroon a woman dies every 2 hours because of pregnancy and/or childbirth-related causes.




· Acceptability-related barriers 

· Lack of awareness of family planning services, limited knowledge, misconceptions and traditional beliefs about family planning among clients  

· Harmful rumours about family planning, in particular as concerns certain methods 

· Confusion between planning and prostituting

· Misinterpretation of religious concepts with regard to family planning

· Refusal of partners/poor engagement of men

· Man/woman wanting a child

· Misinterpretation of family planning by certain target populations (teenagers) 

· Gender inequality, hindering women’s decision making power regarding use of family planning

Given the barriers to family planning services, low contraceptive prevalence rates, high fertility rates and the resulting imperative need, access to family planning must be repositioned so that it receives the attention it deserves on the national agenda.  To make family planning services more available and accessible, action must be taken to include family planning as a key activity in all health facilities’ minimum package of care, rather than relying on referral to specialty family planning clinics.  Scale up of integrated family planning will require training of staff in contraceptive technology. 
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	Trainer Instructions
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	Section Time

5 minutes

	Step 11:
	Ask if there are any questions on Session 1.




Session 2: Introduction to Sexuality and Gender
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	Total Session Time:
175 minutes (2 hours 55 minutes)


Learning Objectives
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	After completing this session, participants will be able to:

· Discuss the components of human sexuality

· Explore attitudes about gender differences, roles, and inequalities 


Introduction to sexuality
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	Trainer Instructions

Slides 31–37
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	Section Time

65 minutes

	Step 1:
	Begin by reviewing the session learning objectives listed above.  Explain that this session is about human sexuality and gender, concepts that underpin reproductive rights, family planning and our acceptance of family planning and reproductive health services as individuals and a culture.  

The content in this session is taught through 3 interactive exercises, as the objectives require more of an exploration of attitudes rather than information provision. 


	Step 2:
	Introduce human sexuality using the content below.


	Step 3:
	Facilitate Exercise 1. Don’t forget that you, as the trainer, will be presenting the content in the “Sexual identify” circle (see Exercise 1, below)!



Sexuality is an important component of human life and while the sexual act for reproduction is similar for nearly all living creatures, only humans attribute values, customs, and meanings to sexuality that go beyond procreation. Sexuality also includes how we feel about our bodies, how we give and receive pleasure, and how we express romantic feelings, among other things. In many (if not most) cultures, men and women receive different messages about sexuality. Men’s sexuality is seen as impulsive and uncontrollable while women’s sexuality is seen as passive and controllable. These contrasting messages often have negative implications for how men and women relate to each other in intimate and sexual relationships. It is therefore important that both men and women have opportunities to comfortably talk about sexuality and develop skills to communicate about sexuality with partners.

	Exercise 1: Sexuality circles, small group exercise

	Purpose
	· To discuss human sexuality in a holistic and comprehensive way

· To provide a framework for further discussions on sexuality, family planning and HIV

	Duration
	60 minutes

	Advance Preparation
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	· Prepare a flipchart with the circles of sexuality as illustrated in Figure 1, below.  Label each circle (sensuality, sexual health, intimacy/relationships, sexual identify, and sexuality to control others), but do not add the descriptions. 
· See “Advance Preparation and Materials” on page 2.

	Activities 
	Introduction to exercise in large group
1. Explain that this session will explore the concept of “sexuality.” Ask participants:

· What does sexuality means to you?
2. Explain that there are many definitions of sexuality, but a simplified way to think of sexuality is to think of it as comprising several circles (point to your drawing on flipchart).  Figure 1 also appears in Participant Manuals. 
3. Each circle represents one of the elements of sexuality. When all of the circles are placed together, they encompass the total definition of sexuality. Explain that one of the circles (sexuality to control others) is shaded in dark grey and is not linked to the other circles because it is a negative element of sexuality, even if it exists in many situations.

Small group work

4. Divide participants into 4 groups. Explain that each will take on a circle of sexuality and explore what they think it means (the Sexual Identity circle will be explained by the trainer). Assign a circle to each group and ask them to describe what the circle entails using flipchart paper and markers. 
5. Refer participants to “Table 2: Definitions and questions for small group discussions about sexuality”, which they will find in their Participant Manuals.  Ask them to refer to the guiding questions related to their circle to help them with this activity.

6. After 20–25 minutes, ask the groups to reconvene.  Invite each group to present their circle.  Ensure that key points about each circle are covered by referring to Table 3: Definitions for Circles of Sexuality (which is also in the Participant Manual).

7. You should present the circle entitled “Sexual identity” using the content in Table 3. 

	Debriefing 
	· After all of the circles are presented, conclude the activity with the following discussion questions:

· Is it easy to talk about sexuality? Why or why not?

· Are the challenges of talking about sexuality different for men and women? Why?

· What makes it hard for men to talk about this? What makes it hard for women?

· What would make it easier for men and women to talk about sexuality?

· Where is “sexual intercourse” included within the definition of sexuality? Does the term play a large or small role in the definition of sexuality?

· What are some similarities in how men and women experience sexuality?

· What are some differences? Why do you think these differences exist?

· What have you learned from this exercise? How can you apply this in your own lives and relationships?


Table 2: Definitions and questions for small group discussions about sexuality
	Sensuality – Sensuality is how our bodies get and give pleasure.

· What senses do our bodies use to get and give pleasure?

· What are some examples of how a person might enjoy each of the 5 senses in a sensual manner?
· What types of activities involve pleasure?

Intimacy/relationships – Intimacy is the part of sexuality that deals with relationships.

· What is needed for a healthy relationship?

· Where do we learn how to love and care for a person?

Sexual health – Sexual health involves our behaviour related to producing children, enjoying sexual behaviours, and maintaining our sexual and reproductive organs.

· What sexual health issues do men and women face?

Sexuality to control others – Unfortunately, many people use sexuality to violate someone else or to get something from another person.

· How do people try to use sex to control other people?

· How do the media try to use sex to control others?




Figure 1: The 5 circles of sexuality

	



Table 3: Definitions for circles of sexuality

	Sensuality—Sensuality is how our bodies derive pleasure. It is the part of our body that deals with the 5 senses: touch, sight, hearing, smell, and taste. Any of these senses, when enjoyed, can be sensual. The sexual response cycle is also part of our sensuality because it is the mechanism that enables us to enjoy and respond to sexual pleasure.

Our body image is part of our sensuality. Whether we feel attractive and proud of our bodies influences many aspects of our lives.

Our need to be touched and held by others in loving and caring ways is called skin hunger. Adolescents typically receive less touch from family members than do young children. Therefore, many teens satisfy their skin hunger through close physical contact with a peer. Sexual intercourse may result from a teen’s need to be held, rather than from sexual desire. Fantasy is part of sensuality. Our brain gives us the capacity to fantasize about sexual behaviours and experiences, without having to act upon them.

Intimacy/relationships—Intimacy is the part of sexuality that deals with relationships. Our ability to love, trust, and care for others is based on our levels of intimacy. We learn about intimacy from relationships around us, particularly those within our families.

Emotional risk-taking is part of intimacy. In order to experience true intimacy with others, a person must open up and share feelings and personal information. We take a risk when we do this, but intimacy is not possible otherwise.

Sexual identity—Every individual has his or her own personal sexual identity. This can be divided into 4 main elements:

a) Biological sex is based on our physical status of being either male or female.

b) Gender identity is how we feel about being male or female. Gender identity starts to form at around 2 years of age, when a little boy or girl realises that he or she is different from the opposite sex. If a person feels like he or she identifies with the opposite biological sex, he or she often considers himself or herself transgender. 

c) Gender roles are society’s expectations of us based on our biological sex. The behaviours we expect of men and the behaviours we expect of women are gender roles.

d) Sexual orientation is the final element of sexual identity. Sexual orientation refers to the biological sex that we are attracted to romantically. Our orientation can be heterosexual (attracted to the opposite sex), bisexual (attracted to both sexes), or homosexual (attracted to the same sex). People often confuse sexual orientation and gender roles. For example, if a man is feminine or a woman is masculine, people often assume that these individuals are homosexual. Actually, they are expressing different gender roles. Their masculine or feminine behaviour has nothing to do with their sexual orientation. A gay man may be feminine, masculine, or neither. The same applies to heterosexual men. Also, a person may engage in same-sex behaviour and not consider himself or herself homosexual. For example, men in prison may have sex with other men but may consider themselves heterosexual.

Sexual health—Sexual health involves our behaviour related to producing children, enjoying sexual activities, and maintaining our sexual and reproductive organs. Issues like sexual intercourse, pregnancy, and STIs are part of our sexual health. 

Sexuality to control others—This element is not a healthy one. Unfortunately, many people use sexuality to violate someone else or get something from another person. Rape is a clear example of sex being used to control somebody else. Sexual abuse and forced prostitution are others. Even advertising often sends messages of sex in order to get people to buy products.




Adapted from:  ACQUIRE Project/EngenderHealth, Promundo. 2008. Engaging Boys and Men in Gender Transformation: The Group Education Manual.  Available at: http://www.acquireproject.org/archive/files/7.0_engage_men_as_partners/7.2_resources/7.2.3_tools/Group_Education_Manual_final.pdf

Gender and power
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	Trainer Instructions

Slides 38–39
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	Section Time

45 minutes

	Step 4:
	Introduce the concept of gender and power using the content below.  



	Step 5:
	Facilitate Exercise 2. 




Everyone has their own attitudes about gender. Often, our attitudes may be in conflict with others. It is important to respect other people’s attitudes about gender, but to also challenge them if their attitudes and values can be harmful to them and to others. Healthcare providers who undertake gender-related work, should challenge their personal values and beliefs about gender.
	Exercise 2: Gender and power, large group activity

	Purpose
	· To explore attitudes about gender differences, roles, and inequalities

	Duration
	45 minutes

	Advance Preparation
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	· Create 4 signs (“Strongly Agree,” “Strongly Disagree,” “Agree,” and “Disagree”)

· Before beginning this activity, post the 4 signs around the training room, leaving sufficient space between them to allow participants stand near each poster. 
· Review the statements that appear below. Choose 5 or 6 that you think will help the discussion most. 

· See “Advance Preparation and Materials” on page 2.

	Activities 
	1. Explain to participants that this activity is designed to give them a general understanding of their own and each other’s values and attitudes about gender. It is designed to challenge some of their current thinking about gender issues.  Remind participants that everyone has a right to his or her own opinion, and everyone’s opinions should be respected.

2. Read aloud the first statement you have chosen. Ask participants to stand near the sign that best describes what they think about the statement. After participants have moved to their sign, ask for one or 2 participants beside each sign to explain why they agree or disagree with the statement.  
3. After a few participants have talked about their attitudes towards the statement, ask if anyone wants to change their mind and move to another sign. 
4. If all participants agree about any of the statements, play the role of “devil’s advocate” by walking over to the opposite side of the room and asking, “Why would someone be standing on this side of the room?” (i.e., what values would they have that would put them here?)

5. Read the next statement, repeating steps 2 and 3 (above).

	Debriefing 
	· Once you have read all of the statements (or most of the statement, if time is short), lead a discussion by asking the following questions:

· What statements, if any, did you have strong opinions and not very strong opinions about? Why?

· What benefits does gender equality bring to men’s lives?

· How did it feel to talk about an opinion that was different from that of some of other participants?

· How do you think people’s attitudes about the statements might affect the way they deal with men and women in their lives?

· How do you think people’s attitudes about the statements help or do not help to reduce the spread of HIV and AIDS or affect uptake of family planning services?


Statements

· It is easier to be a man than a woman.

· When a woman is pregnant, preventing HIV to her child is her responsibility since she carries the child.

· A man is more of a “man” if he has many sexual partners.

· Sex is more important to men than to women.

· It is okay for a man to have sex outside of relationship, if his partner does not know about it.

· A woman who carries a condom in her purse is “easy.”

· Men are more intelligent than women.

· Women who wear revealing clothing are asking to be raped.

· Homosexuality is natural and normal.

Adapted from: ACQUIRE Project/EngenderHealth, Promundo. 2008. Engaging Boys and Men in Gender Transformation: The Group Education Manual.  Available at: http://www.acquireproject.org/archive/files/7.0_engage_men_as_partners/7.2_resources/7.2.3_tools/Group_Education_Manual_final.pdf

Gender mainstreaming
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	Trainer Instructions

Slides 40–41
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	Section Time

60 minutes

	Step 6:
	Introduce the concept of gender experience using the content below.  



	Step 7:
	Facilitate Exercise 3. 




Our opinions and perspectives about the opposite sex can be informed by stereotypes, gender and social norms that are reinforced over time by many sources, such as the media or our peers. This often makes it difficult to understand the opposite sex and their needs and concerns. By having a better understanding of the opposite sex and their needs and experiences, we are able to have greater empathy of how they experience gender and how it affects them.
	Exercise 3: Gender fishbowl, large group activity

	Purpose
	· To share experiences related to gender issues

· To develop a better understanding of and empathy for the experience of the other sex

	Duration
	60 minutes

	Advance Preparation
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	· See “Advance Preparation and Materials” on page 2.

	Activities 
	1. Divide the male and female participants.

2. Ask the women to sit in a circle in the middle of the room (facing in) and the men to sit around the outside of the circle, also facing in.

3. Begin a discussion by asking the women the questions listed in “Table 4: Questions for women”, below.  The men’s job is to observe and listen to what is being said. They are not allowed to speak.

4. After 25 minutes, close the discussion and have the men and women switch places.  Lead a discussion with the men, while the women listen. The questions for the men appear in “Table 5: Questions for men”. 

	Debriefing 
	· Discuss the activity after both groups have taken a turn. Use the following questions:

· What surprised you about this activity?

· How did it feel to talk about these things with others listening?

· What did you learn?


Table 4: Questions for women

	· What is the most difficult thing about being a woman in Cameroon?

· What do you want to tell men that will help them better understand women?

· What do you find difficult to understand about men?

· How can men support and empower women?

· Who typically makes decisions in your household? If men, how does it feel to have them making all the decisions?

· What is something that you never want to hear again about women?

· What rights are hardest for women to achieve in Cameroon?

· What do you remember about growing up as a girl in Cameroon? What did you like about being a girl? What did you not like? What was difficult about being a teenage girl?

· Who are some of the positive male influences in your life? Why are they positive?

· Who are some of the positive female influences in your life? Why are they positive?




Table 5: Questions for men

	· What is the most difficult thing about being a man in Cameroon?

· What do you want to tell women to help them better understand men?

· What do you find difficult to understand about women?

· How can men support and empower women?

· What do you remember about growing up as a boy in Cameroon? What did you like about being a boy? What did you not like? What was difficult about being a teenage boy?

· Who are some of the positive male influences in your life? Why are they positive?

· Who are some of the positive female influences in your life? Why are they positive?




Adapted from: ACQUIRE Project/EngenderHealth, Promundo. 2008. Engaging Boys and Men in Gender Transformation: The Group Education Manual.  Available at: http://www.acquireproject.org/archive/files/7.0_engage_men_as_partners/7.2_resources/7.2.3_tools/Group_Education_Manual_final.pdf

	[image: image32.png]



	Trainer Instructions
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	Section Time

5 minutes

	Step 8:
	Ask if there are any questions on Session 2.




Session 3: Male and Female Anatomy
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	Total Session Time:
60 minutes (1 hour)


Learning Objectives
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	After completing this session, participants will be able to:

· To explain the anatomy of the male and female reproductive organs


Male anatomy 
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	Trainer Instructions

Slides 42–70
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	Section Time

50 minutes (to teach all of the technical content in this session)  

	Step 1:
	Note that this session is optional; it should be taught if it meets participant learning needs.  If all of your participants are qualified midwives or physicians, for example, then this session may be skipped.  Otherwise this session provides a review of the reproductive anatomy as well as an opportunity to talk about the human body in a mixed classroom of men and women, providing an opportunity to talk about sex in a safe environment for those yet uncomfortable doing so. 
Read the objective for this session.



	Step 2:
	Rather than presenting this material yourself, break participants into 4 groups; give them 20 minutes to prepare a 5–6 minute teachback presentation on the male or female anatomy.  Assign 1 topic to each of the 4 groups: 

1. Male anatomy

2. Female reproductive system and internal genitalia 

3. Female reproductive system and external genitalia 

4. Menstrual cycle

Participants may use the unlabelled male and female reproductive system diagrams to teach the parts of the body, if they would like.  The unlabelled diagrams can be found in Appendix 1. 

The trainer should wander from group to group to ensure participants understand their assignments.



	Step 3:
	Once their presentations are ready, invite each group to present one-by-one starting with the group presenting on male anatomy.  



The primary components of the male reproductive system and genitalia are as follows (see Figure 2). 
· Ejaculation: Forceful release of seminal fluid from the penis.

· Epididymis: Organ where sperm mature after they are produced in the testicles.

· Penis: External tubular male organ protruding from the body that is used for urination or for sexual stimulation. The size of the penis varies from man to man. It remains soft and flaccid most of the time. During sexual excitation, the spongy tissue in the penis fills with blood and the penis gets larger and harder, a process called an erection. In the sexual act, when highly stimulated, the penis releases a liquid called sperm or semen, which contains spermatozoa. The ejaculation of the sperm produces an intense feeling of pleasure called an orgasm.

· Prepuce or foreskin: The skin that covers the head of the penis. When the penis becomes erect, the prepuce is pulled back, leaving the glans (or the “head” of the penis) uncovered. When this does not occur, the condition is called phimosis, which can cause pain during sexual intercourse and hamper personal hygiene. Phimosis is easily corrected through surgical intervention, using a local anaesthetic. In some cultures or countries, or in some families, the foreskin of boys is removed in a procedure called circumcision. When the foreskin is present, it is important to clean underneath it daily.

· Prostate gland: Gland that produces a thin, milky fluid that enables the sperm to swim and become part of the semen.

· Scrotum: Pouch of skin behind the penis that holds the testicles. Its appearance varies according to the state of contraction or relaxation of the musculature. In cold, for example, it becomes more contracted and wrinkled and in heat it becomes smoother and elongated.

· Semen: Fluid that leaves a man’s penis when he ejaculates.

· Seminal vesicles: Small glands that produce a thick, sticky fluid that provides energy for sperm. The seminal vesicle is where sperm is mixed with semen.

· Sperm: A male sex cell. The Path of Sperm: Sperm travel from the testes to the epididymis, where they remain to mature for about 14 days. From there, sperm travel into the vas deferens, which carries the sperm towards the urethra. At this point, seminal vesicles produce a nourishing fluid that gives the sperm energy. The prostate gland also produces a fluid that helps the sperm swim. The mixture of sperm and the 2 fluids is called semen. During sexual arousal, the Cowper’s gland secretes a clear fluid into the urethra. This fluid, known as pre-ejaculate or “pre-cum,” acts as a lubricant for the sperm and coats the urethra. During sexual excitement, an ejaculation of semen may occur. The small amount of semen that is ejaculated (1 or 2 teaspoons) can contain up to 400 million sperm.

· Testicles (testes): Male reproductive glands, which are held in the scrotum and produce sperm. One of the hormones produced is testosterone, responsible for male secondary characteristics, such as skin tone, facial hair, tone of voice and muscles. The testes have the form of 2 eggs and to feel them, one only has to touch the scrotum pouch. They are positioned outside the body because sperm can be produced only at a temperature lower than the body’s normal temperature. The scrotum actually relaxes away from the body when warm and shrinks toward the body when cold in order to regulate the temperature for sperm production. The left testicle usually hangs lower than the right. Testicular self-examination once a month is an important health safeguard. Roll the testes between the fingers. Any lumps, swelling, or pain should be examined immediately by a doctor.

· Urethra: Canal that carries urine from the bladder (the place where urine is collected in the body) to the urinary opening. In males, the urethra also carries semen.

· Urethral (urinary) opening: Spot from which a man urinates. 

· Vas deferens: Long, thin tubes (2) that transport sperm away from the epididymis.  Vasectomy involves cutting or blocking these tubes so that no sperm enters the semen.

Figure 2: Male reproductive system and genitalia
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From puberty on, sperm are continuously produced in the testicles (or testes), which are found inside the scrotum. As the sperm mature, they move into the epididymis, where they remain to mature for about 2 weeks. The sperm then leave the epididymis and enter the vas deferens. These tubes pass through the seminal vesicles and the prostate gland, which releases fluids that mix with the sperm to make semen. During ejaculation, the semen travels through the penis and out of the body by way of the urethra, the same tube that carries urine. The urethral or urinary opening is the spot from which a man urinates or ejaculates.

Female anatomy 

Every female is born with thousands of eggs in her ovaries. Once a girl has reached puberty, a tiny egg matures in one of her ovaries and then travels down a fallopian tube on its way to the uterus. This release of the egg from the ovary is called ovulation. The uterus prepares for the egg’s arrival by developing a thick and soft lining like a pillow. 
If the woman has had sex in the last few days before she ovulates, by the time the egg arrives in the fallopian tube, there might be some sperm waiting to unite with the egg. If the arriving egg is united with the sperm (called fertilisation), the egg travels to the uterus, and attaches to the lining of the uterus where it will grow into a baby. If the egg is not fertilised, then the uterus does not need the thick lining it has made to protect the egg. It throws away the lining, along with some blood, body fluids, and the unfertilised egg. All of this flows through the cervix and then out of the vagina. This flow of blood is called the “period” or menstruation.

Figure 3: Female reproductive system and internal genitalia
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The primary components of the female reproductive system are as follows (see Figure 3):
· Cervix: Lower portion of the uterus, which extends into the vagina. The cervix is a potential site for cancer. Therefore, it is important for women to be tested for cervical cancer, whenever possible. The cervix produces mucus. Hormonal methods thicken this mucus, which helps prevent sperm from passing through the cervix. Some fertility awareness methods require monitoring cervical mucus. The diaphragm, cervical cap, and sponge cover the cervix so that sperm cannot enter.

· Fallopian tubes: Tubes that carry the egg from the ovaries to the uterus. An ovum (an egg cell) passes through the fallopian tubes once a month. If sperm are present in the fallopian tubes, the ovum might become fertilised. Female sterilisation involves cutting or clipping the fallopian tubes. This prevents sperm and egg from meeting. IUCDs cause a chemical change that damages sperm before they can meet the egg in the fallopian tube.

· Fertilisation: Union of the egg with the sperm.

· Menstruation (menses): The monthly discharge of blood and tissue from the lining of the uterus.

· Ovaries: Two glands that contain thousands of immature eggs. The ovaries begin to produce hormones and release an ovum once a month when a woman reaches puberty.  The lactational amenorrhea method (LAM) and hormonal methods, especially those with estrogen, prevent the release of eggs. Fertility awareness methods require avoiding unprotected sex around the time when an ovary releases an egg.

· Ovulation: The periodic release of a mature egg from an ovary.

· Secretion: The process by which glands release certain materials into the bloodstream or outside the body.

· Uterus: Small, hollow, muscular female organ where the foetus is held and nourished from the time of implantation until birth. The uterus is also known as the womb and is about the size of a woman’s fist. The lining in the uterus thickens each month as it prepares for a potential pregnancy. If an egg is fertilised, it will be implanted in the lining of the uterus. The womb is remarkably elastic and can expand to many times its original size during pregnancy. IUCDs are placed in the uterus, but they prevent fertilisation in the fallopian tubes. Copper-bearing IUCDs also kill sperm as they move into the uterus.

· Vagina: Canal that forms the passageway from the uterus to the outside of the body. It is a muscular tube about 7 to 10 cm long. The vagina is often referred to as the birth canal because it is the passageway for a baby during a normal delivery. The vagina is also where sexual intercourse takes place. If a woman is not pregnant, the menses will pass out of the vagina once a month. The menses consist of cells, mucus, and blood. The combined ring is placed in the vagina, where it releases hormones that pass through the vaginal walls. The female condom is placed in the vagina, creating a barrier to sperm. Spermicides inserted into the vagina kill sperm.

Figure 4: Female reproductive system and external genitalia
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The external genitalia include 2 sets of rounded folds of skin: the labia majora (or outer lips) and the labia minora (or inner lips). The labia cover and protect the vaginal opening. The inner and outer lips come together in the pubic area. Near the top of the lips, inside the folds, is a small cylindrical body called the clitoris. The clitoris is made up of the same type of tissue as the head of the male’s penis and is very sensitive. The urethra is a short tube that carries urine from the bladder to the outside of the body. Urine leaves a woman’s body through the urethral or urinary opening. The vaginal opening is the place from which a woman menstruates. Both the urethral opening and vaginal opening form the area known as the vestibule. Altogether, the external genital organs of the female are called the vulva.

Key words (see Figure 4):

· Clitoris: Small organ which is sensitive to stimulation and found above the opening to the urethra, where the folds of the labia majora meet and surround it.

· Labia majora (outer lips): Two folds of skin (one on either side of the vaginal opening) that cover and protect the genital structures, including the vestibule.

· Labia minora (inner lips): Two folds of skin between the labia majora that extend from the clitoris on each side of the urethral and vaginal openings.

· Urethra: Short tube that carries urine from the bladder (the place where urine is collected in the body) to the outside of the body.

· Urethral (urinary) opening: Opening from which a woman urinates.

· Vaginal opening: Opening from the vagina where menstrual blood leaves the body.

· Vestibule: Area of the external female genitalia that includes the vaginal and urethral opening.

· Vulva: The external genital organs of the female, including the labia majora, labia minora, clitoris, and vestibule.

· Mons Pubis: The cushion of fat covering the pubic bone. Pubic hair grows on this area.

Table 6:  Role of female reproductive organs in conception and contraception

	Organ
	Conception
	Contraception

	· Ovaries
	· Ovulation

· Estrogen secretion

· Progesterone secretion
	· Reduction of hormonal secretion

· Stopping of ovulation

	· Fallopian tubes
	· Capture and transport the ovum and egg to the uterus
	· Ligature and sectioning

	· Uterus
	· Received the egg

· Plays a role in foetus expulsion and menstruation
	· Placing of IUCD
· Hypotrophy of uterine mucus

· Depo-provera, Noristerat

	· Cervix
	· Entry of spermatozoa

· Secretion of cervical mucus
	· Placing of cap and diaphragm

· Spermicides

· Sponges

· Thickening of mucus

· Using hormonal contraceptives

	· Vagina
	· Copulation organ

· Sperm collecting organ

· Menses evacuation and foetus expulsion organ
	· Spermicides

· Female condom

	· Bartholin’s glands
	· Anti-infection

· Lubricant

· Maintains vaginal pH
	


Menstrual cycle 

Menstrual cycle, definition: Period from the first day of menses to the first day of the next menses. It may vary from 21 to 35 days. The cycle is broken down in 2 phases, separated by ovulation: the follicular phase (also called the proliferative phase or estrogenic phase), and the luteal phase.

· Follicular phase—initiates the growth and maturation of an ovarian follicle, which actually begins during the last few days of the previous Luteal Phase. The first day of menstruation is considered to be day 1 of both the menstrual cycle and the follicular phase.

· Ovulation—the interval in which ovulation is induced.  Ovulation is characterised by the release of an ovum, accompanied by a rise in basal body temperature (half degree, that is, about 36.9 on average to 37.4 on average).  The ovum has a life span of 48 hours and spermatozoa of 72 hours. Hence the woman can only be fertilised within 2 days, but the time of ovulation varies from one woman to another and from cycle to cycle.
· Luteal phase—the last portion of the cycle that prepares the endometrium for implantation of a fertilised ovum. This phase has a constant duration of 14 days.
Figure 5: Menstrual cycle
	1. Days 1–5 Monthly bleeding
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	Usually lasts from 2–7 days, often about 5 days.  If there is no pregnancy, the thickened lining of the womb is shed. It leaves the body through the vagina. This monthly bleeding is also called menstruation. Contractions of the womb at this time can cause cramps. Some women bleed for a short time (for example, 2 days), while others bleed for up to 8 days. Bleeding can be heavy or light. If the egg is fertilised by a man’s sperm, the woman may become pregnant, and monthly bleeding does not take place.

	2. Day 14 Release of egg
[image: image43.emf]
	Usually occurs between days 7 and 21 of the cycle, often around day 14.  Usually, one of the ovaries releases one egg in each cycle (usually once a month). The egg travels through a fallopian tube towards the womb. It may be fertilised in the tube at this time by a sperm cell that has travelled from the vagina.
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	3. Days 15–28 Thickening of the womb lining
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	Usually about 14 days long, after ovulation the lining of the uterus (endometrium) becomes thicker during this time to prepare for a fertilised egg. Usually there is no pregnancy, and the unfertilised egg cell dissolves in the reproductive tract.


Module key points 
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	Section Time

10 minutes

	Step 4:
	Ask if there are any questions on Session 3, then summarise the module by asking volunteers to read the key points below.  Finish the module by asking for any other questions or comments on this module.  




	Module 14 Key Points

· It is globally recognised that family planning, a component of reproductive health, is a right and an integral part of universal human rights.
· The goals of reproductive health services are:

· To support informed choices about sexuality and reproduction, and to have a safe and satisfying sexual life

· To assist women to go safely through pregnancy and childbirth 

· To enable couples to have the best chance of having a healthy infant 

· To support women to avoid unwanted pregnancy and to address the consequences of unsafe abortion 

· To access prevention, treatment and care for STIs, including HIV
· Reproductive health services benefit the mother, her child and society in general.  Family planning contributes towards the attainment of Millennium Development Goals 4, 5 and 6.  
· Despite the many benefits of reproductive health, including family planning, contraceptive prevalence rates (modern methods) remain low: 19.3% in urban areas and 5.5% in rural areas.
· There are both accessibility-related barriers to family planning services as well as acceptability-related barriers. 

· Sexuality is an important component of human life and while the sexual act for reproduction is similar for nearly all living creatures, only humans attribute values, customs, and meanings to sexuality that go beyond procreation.
· Knowledge of male and female anatomy, including the female menstrual cycle, underpins an understanding of modern contraceptive methods. 



· Cameroon Ministry of Public Health, Manual for Continuing Training, Contraceptive Technology, 2012 

· WHO. 2011. Family Planning: A Global Handbook for Providers.  Available at:  http://www.fphandbook.org/downloads
· EngenderHealth and ICW. 2006. Sexual and Reproductive Health for HIV-Positive Women and Adolescent Girls: Manual for Trainers and Programme Managers.  Available at: http://www.engenderhealth.org/files/pubs/hiv-aids-stis/srh_for_hiv_positive_women_english.pdf
· ACQUIRE Project/EngenderHealth, Promundo. 2008. Engaging Boys and Men in Gender Transformation: The Group Education Manual.  Available at: http://www.acquireproject.org/archive/files/7.0_engage_men_as_partners/7.2_resources/7.2.3_tools/Group_Education_Manual_final.pdf
Appendix 1: Male Reproductive System
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The Female Reproductive System

Internal genitalia (unlabelled)
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External genitalia (unlabelled)
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Sensuality


How our bodies give and receive pleasure. Involves all of the senses; explains our need to be touched. Includes ability to fantasize





Sexual health


Our behaviour related to reproduction and our sexual organs (e.g.., STIs, pregnancy)





Intimacy/�relationships


Our ability to love, trust, and care for others





Sexual identity


Includes 4 elements


1. Biological sex: is based on our physical status of being either male or female


2. Gender identity: How we feel about being male or female


3. Gender roles: Society’s expectations of us based on our sex


4. Sexual orientation: the sex to which we are attracted to sexually





Sexuality to Control Others


Using sex to violate someone’s rights or get something from another (e.g. advertisements, rape)








� 	UNFPA. 1995. Summary of the ICPD Programme of Action. “Chapter VII, Reproductive Rights and Reproductive Health.  Accessed 6 August 2013 at: http://www.unfpa.org/public/home/sitemap/icpd/International-Conference-on-Population-and-Development/ICPD-Summary#chapter7


� 	European Parliamentary Forum on Population and Development (EPF). Cameroon: EPF/MFPF Parliamentary Delegation investigates progress and challenges on sexual health and family planning. November 29, 2010.  Accessed 6 August 2013 at: http://www.epfweb.org/conferences/5/3586/cameroon-epf/mfpf-parliamentary-delegation-investigates-progress-and-challenges-on-sexual-health-and-family-planning/


� 	Adapted from: ACQUIRE Project/EngenderHealth, Promundo. 2008. Engaging Boys and Men in Gender Transformation: The Group Education Manual.  Available at: http://www.acquireproject.org/archive/files/7.0_engage_men_as_partners/7.2_resources/7.2.3_tools/Group_Education_Manual_final.pdf
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