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EXECUTIVE SUMMARY

AVSC International and International Planned Parenthood Federation/Western Hemi-
sphere Region (IPPF/WHR) hosted a conference entitled “Male Participation in Sexual
and Reproductive Health: New Paradigms,” in Oaxaca, Mexico, October 10-14, 1998.
One hundred service providers, policymakers, program directors, and donors from
19 countries in the Americas came together to share information and recommendations
regarding men's participation in sexual and reproductive hedth. Seven panels with
22 speakers presented papers on various aspects of masculinity, sexudlity, violence, and
fatherhood. They discussed sustainability and the challenge of finding resources. Panel-
ists had a wide range of research and program experience in masculinity/ies, sexua-
ity/ies, adolescent development and sexuality/ies, prevention of sexualy transmitted
diseases, HIV and AIDS, violence, and fatherhood. Ten working groups explored these
themes further, and participants shared their programmatic experiences during a poster
and video session.

The symposium was linked to commitments made at the International Conference on
Population and Development (ICPD) held in Cairo in 1994, and at the Fourth World Con-
ference on Women (FWCW) held in Beijing in 1995. In Cairo, participants agreed that
“men play an important role in achieving gender equality, since in most societies, they
exercise preponderant power in nearly every sphere of life, ranging from persona deci-
sions regarding family size, to al levels of political and program decisions’ (ICPD). The
Beljing Conference called for men and women to take “responsibility for their sexua and
reproductive behaviour” (FWCW).

As part of the commitment to implement agreements reached at these conferences, the
objectives of this symposium were to:

[0 Create a forum to discuss ways in which men can constructively participate in the
care of their own sexual and reproductive health, as well as that of their partner

[0 Increase the knowledge of workshop participants about male participation in sexual
and reproductive health and gender equity

[0 Provide ideas and materials to initiate, reinforce, and evaluate programs that promote
male involvement and gender equity in relation to sexual and reproductive rights

[0 Create and share strategies to overcome gender stereotypes in sexuality and repro-
ductive health

[0 Enhance donor interest and support for initiatives that focus on male participation in
sexua and reproductive health in the region

[0 Develop country plans that define specific future actions within each country to foster
the involvement of men in sexual and reproductive health

Results achieved at the symposium include:

[ Ingtitutional and country action plans that explore strategies for involving men in sex-
ual and reproductive health
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Evaluation of the symposium and preparation for a 9-12 month assessment to meas-
ure the effects of this conference on research, programs, and policies

A strengthened commitment to work toward gender equity

The opportunity for men and women to work together, share personal experiences,
strengthen professional networks, and explore new ideas and strategies to increase
men’ s constructive involvement in reproductive health

Collaborative participation by governments, nongovernmental organizations (NGOSs),
and donors

An expression of support for a Declaration Against Violence Toward Women

AV SC International and IPPF/WHR are committed to continuing support of work with
men in the region.



INTRODUCTION

This symposium, entitled “Male Participation in Sexual and Reproductive Health: New
Paradigms,” brought together health care professionas as well as representatives from
governments, donor agencies, and nongovernmental

organizations (NGOs) in the Americas who sharean  “We are looking for men to
interest in sexua and reproductive health programs become partners in support-
that promote gender equity. They explored the need  ing power for women.”

to dismantle inequitable power reations between — Oscar Contreras
men and women and suggested possible aternatives

for fostering greater equality. The agenda moved from presentations on current theories
about masculinity/ies and sexuality/ies to concrete programs in which men can learn to
redefine themselves and their roles in a more equitable way and can share in family re-
sponsihilities, including contraception and child care. Several working groups met to dis-
cuss themes presented in plenary sessions in greater detail.

The tension between conducting more research

on unanswered questions and taking action to ini-  “When the problem is so seri-
tiaste the necessary services and programs pre-  OuUs, you can’t wait for more
vailed throughout the symposium, but was Studies.”

particularly apparent in discussions about pro- —José Aguilar Gil
grams. This tenson challenged participants to

face the complexity of integrating men into sexual and reproductive health services. Extra
time was taken in small working groups to try to bridge the gap between research and ac-
tion in individual country contexts.

There was general agreement that, in most countries, a first step in involving men in sex-
ua and reproductive health programs is to examine and redesign research instruments to
collect data on men's needs, desires, and behaviors. Participants asserted that, although
many service providers, health care professionas, and policymakers have acknowledged
the pressing need to involve men as partners and clients in their own right, it is not easy
to involve men in a health care system that was established for women. As is the case
when focusing on any new population for hedlth care services, baseline research is
needed to assess the status quo. Demographic and health surveys are only beginning to
collect information about men and their reproductive behaviors. Mexican participants as-
serted that demographers in their country must redesign studies to collect and disseminate
data on men. Colombian participants noted that in the 20 localities of Bogot4, it is ex-
tremely difficult to collect data on men as clinic registration forms are designed for
women. All of the participants also agreed that quantitative methods of research are in-
sufficient in assessing needs with regard to men’s involvement in reproductive health.

The Working Group on Conceiving Programs for Men proposed that people conducting
research should use a combination of qualitative instruments, including focus groups,
case studies, and in-depth interviews with couples, in order to capture the gender dynam-



ics that can affect service delivery. Participants agreed that the ability to collect meaning-
ful data and assess needs is imperative for developing effective programs for men.

There was universal consensus that, in initiating programs to involve men, service pro-
viders must clearly define their objectives and priorities. Services for men could range
from including men in prenatal care to providing specific clinical services such as va
sectomy and prostate surgery, and participants questioned which services for men are
necessary and appropriate. In brainstorming the different types of services that a compre-
hensve mae-involvement program would provide, participants came up with six maor
categories. parenthood, fertility regulation, reproductive cancers, sexually transmitted
diseases (STDs)/HIV, physical and sexua violence, and sexua therapy (Working Group
on Conceiving Programs for Men). Although participants asserted that there is a need for
services such as those mentioned above that are specific to men, they recommended inte-
grating such services into preexisting programs. According to the working group on
conceiving programs for men, integrated services have proven to be much more cost-
effective and sustainable than male-only clinics.

Several panelists presented programs that addressed behaviors that are influenced by
the normative model of masculinity, including sexuality, violence, and fatherhood. They
emphasized the importance of not objectifying men as “risk factors’ or “problematic
partners.” Instead, providers must create a positive and safe atmosphere in which men
can comfortably participate. In some cases, existing clinics may be equipped to address
these needs. In other cases, program managers may need to create new spaces outside the
clinic setting. Although participants agreed that providers should avoid an accusatory
perspective when working with men, they also focused on the need to work with men on
the prevention of disease and unsafe sexual behavior.

While research and programs, as well as working-group discussions, confirmed that

working with men is essential, some participants were concerned that men’'s sexua and

reproductive health programs could compete for limited

“Health is priceless, but  resources with programs for women. However, partici-

services cost.” pants noted that good programs for men involve a gender

— Milton Cordero  perspective and respond to the needs of both men and

women. Donors and providers pointed out that requests to

involve men in reproductive and sexua hedlth programs often come from poor rura and

urban women, who have been asking reproductive heath care providers to involve their
partners, particularly in family planning, but aso in prevention of STDs and AIDS.

Throughout the meeting, participants examined the reasons behind involving men in sex-
ual and reproductive health. The Working Group on Conceiving Programs for Men
agreed on the following four basic principles for programs with a sexual and reproductive
health mandate that clarify the importance of involving men:

Four Basic Principlesfor Sexual and Reproductive Health Programs

1. Recognize men as individuas with their own specific sexual and reproductive lives
and needs



2. Establish programs with the goa of transforming gender roles to achieve more equi-
table relations between men and women

3. Acknowledge that programs must attend to all of the sexual and reproductive health
needs throughout a person’s life cycle

4. Ensure that programs focus on a concept of quality that is rooted in the needs and de-
sires of both men and women

Country Action Plans

In the interest of transforming their valuable discussions into action, participants divided
into regional and country groups on the final day to draw up plans of action that would
further the cause of male involvement in their own countries. These plans outlined steps
in four crucia categories of action: research, communications, services, and policy and
legidation. Examples of the proposed plans are included in a chapter at the end of thisre-
port.

Structure of This Report

This report summarizes research results and programmatic information shared among
participants as well as recommendations and actions suggested in plenary sessions, work-
ing groups, and country action plans. It is thematically organized to highlight the topics
of masculinity/ies, sexudity/ies, STDYHIV, violence, and fatherhood, while illustrating
these discussions with initial program experiences. Parenthetical citations refer to presen-
tations made by panelists as well as to the discussion that followed panels and occurred in
working groups. Two other documents—a literature review and five case studies—were
prepared for the symposium and provide additional theoretica and programmatic infor-
mation that complement this report.



NEW PARADIGMS

Paradigms are models of the values, methods, knowledge, relationships, behavior, and
beliefs that have been internalized in our societies (Parker).> Societal changes of greater
mobility, expanded educational opportunities, and the impact of the women’'s and gay
and lesbhian movements are forcing a reexamination of traditional paradigms, especialy
those related to gender. Gender equality requires
defining new paradigms that, unlike our current
models of masculinity and femininity, are not pre-
disposed to inequality (Figueroa).?

To attain gender equality,
we must define new para-
digms that, unlike our current
models of masculinity and
femininity, are not predis-
posed to inequality.

“Once we begin to de-sensationdize the differ-
ences between men and women, we can begin to
agree on which characteristics or principles of ex-
isting models are viable and should be included in
a new paradigm” (Figueroa). Some propose that a progressive model of masculinity might
include characteristics such as being respectful in intimate relationships, negotiating in-
timate relationships on the basis of equality, believing in equity in gender roles, actively
participating in parenting, and being responsible for sexua and reproductive health deci-
sions (Barker).> Promoting more progressive models means adopting new paradigms of
service provision as well.

Initial research suggests that services that cater to the rational, technical side of a person
are inadequate and must be expanded to address the sociocultural dimensions and struc-
tures of inequality that also influence human action. This implies training service provid-
ers a al levels in disciplines that are not perceived as being directly related to health
under the operating paradigm. For instance, a new paradigm might require providers to
learn about the socioeconomic and ethnic culture, provide integrated care, treat the couple
or “family,” and address sexuality, while keeping in mind the context within which cli-
ents live (Granulles).*

Whatever new models are created, professionals working in sexual and reproductive
health and gender equity have to contemplate how the models correlate with human
rights and the relationships between individuals.

Symposium participants sought to determine how old paradigms of masculinity were
created and how they are replicated in order to be able to define new paradigms and pro-
pose ways to move towards them. Individuals tend to adopt new paradigms, or adopt
less restrictive paradigms, through intimate relationships with partners or friends who

! Richard Parker, * Masculinity, the Male Body, and Erotic Desire.” Presentation.
2 Juan Guillermo Figueroa, Panel Commentator.
3 Gary Barker, “Multiple Paths toward Change: Progressive Men in a Macho World.” Presentation.

* Roberto Granulleset al., “ Argentine Adolescents: Teen Mae Experiencesin STD and HIV/AIDS Prevention.”
Presentation.



Old vs. New Paradigm in Health Care Provision

Old Paradigm

New Paradigm

Specialized care:
Concerned with one aspect of the person

Emphasis on theory

Professional emotiona neutrality

Interventions grounded in accepted methods
and dominant beliefs

Sickness and disability seen as separate
components or defective parts

Patient is treated outside of his/her context
Intervention to eliminate symptoms and

illness in accordance with theoretical -
statistical criteria

Patient is dependent and receives treatment
The professional has and is the authority

Mind and psychosocia are secondary factors
and/or are disassociated with organic and
infectious factors

Hedlth is determined by the absence of
illness

Integrated care:
Concerned with the whole person

Emphasis on human values

Attitudes of professional play arolein
healing

Varying interventions with appropriate
technology complemented by awide
spectrum of noninvasive techniques and
nonaddictive medication

Sickness and disability seen asinteractive
holistic processes

The person is treated as awhole, as part of a
family, social sphere, etc.

Intervention to reach maximum well-being,
(meta-hedlth) in accordance with the needs
of the individua

The person is or should be autonomous
Patient and professional collaborate

Mind, psychosocial, organic, and infectious
factors are interdependent

Hedlth is determined by the presence of
well-being

SOURCE: Roberto Granulles et al., “ Argentine Adolescents: Teen Male Experiencesin STD and HIV/AIDS
Prevention.” Fundacién para Estudio y Investigacion de la Mujer. Buenos Aires, Argentina.

present nontraditional gender roles (Parker). For instance, when men are in a truly inti-
mate relationship they can rediscover their ability to be caretakers (a behavior they have
exhibited as children), to have empathy, and to learn to be more democratic in their rela-
tionships. They may also be more likely to express their emotions and embrace them
(Barker).
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MASCULINITY/IES

Masculinity, like gender, is a socidly defined construct influenced by myriad forces in-
cluding history, culture, religion, and economics. Studies confirm the existence of a nor-
mative or “hegemonic” model of masculinity accepted by men and women that
determines unequal relationships between genders and increasingly elicits a range of
negative reactions among men, such as tension, discomfort, conflict, and repudiation
(Olavarriaand Valdés).®

Because of societal changes, particularly gains made by the women’s movement and the
gay and lesbian movement, men and women are facing the fact that a rigid construct of
masculinity is no longer viable and is increasingly painful for men to follow. Both men
and women realize that to achieve gender equality, men need models of masculinity that
allow them to feed comfortable in exhibiting behaviors that are prohibited by the hege-
monic masculine model.

Male identities are partialy created in the process of individuation that young males go
through in an effort to define themselves as separate from their mothers. Strict gender
roles are internalized, and boys learn to divorce

“Th [ kind of hi o : . .
Cre1s a few xnd ol machismo themsealves from qualities they identify as femi-

among youths. They are progres-

sive, but when they get married nine: passivity, weskness, illness, dependeflcg,
they return to the model of their and sensitivity (Barker; Olvarria and Valdes)”.
fathers.” Although boys at play demonstrate a desire and

— Juan Carlos Hernandez Capability to be caretakers, this characteristic

disappears during their socialization in a world

in which a hegemonic model of masculinity emphasizes power, autonomy, strength, ra-
tionality, and controlled emotions.

Men are expected to be active, productive, competitive,
and outwardly oriented (Barker; Olavarria and Vadés).
There is a prototypica profile of the mae body that
corresponds to the hegemonic model of masculinity: it
must be active, strong, and capable of physical labor; it
must be able to fight in wars and penetrate a woman’'s
body. Those men who do not match the ideal physique
areimmediately considered inferior and therefore subordinate (Olavarriaand Valdés).

There is not one, single
universal construct of
masculinity, instead there
exist masculinities.

Few men, however, are able to live up to al of these principles throughout their lives. Ini-
tial research indicates that men’s adherence to these characteristics is fluid, changing dur-
ing their life cycle and varying according to their personality (Olavarriaand Valdés).

5 José Olavarria and Teresa Vadés, “Studies of Masculinities in Latin America: 1ssues from the Interna-
tional Agenda.” FLACSO-Chile. Presentation.

6 Gary Barker, “Multiple Paths toward Change: Progressive Men in a Macho World.” Presentation.



What this indicates is that, in redlity, there is not a single universal construct of masculin-
ity, instead there exist masculinities (Olavarriaand Valdés).

The hegemonic, “norma” model of masculinity is so pervasive that many believe the
characteristics and behaviors associated with it are “natural.” The mistaken belief that
masculinity is a biological construct encourages many people, especidly those most
vested in preserving this paradigm, to label men whose physical appearance, sexual
orientation, or behavior do not meet the requirements as “biologically deviant.” Under the
assumption that these gender roles are universal and absolute, men who do not strive to
live up to the demands of this model, regardless of the cost to themselves, their partners,
their children, and their community, are branded as feminine or homosexual. Thus, men
who disregard and/or reject masculinity as defined by these norms find themselves in a
precarious situation and are constantly threatened by those who do try to live by this
model.

Still, in spite of the diversity among men, the consequences of not living up to the ided
model of manhood is so frightening that men continue to pay the price of poor health and
even death to prove their manliness. Researchers have observed that few men are suc-
cessful in repudiating the hegemonic model because it enables them to enjoy power over
women and over men who are considered inferior because of their ethnic background, fi-
nancia circumstances, and/or sexua orientation (Barker; Olavarriaand Va dés).

Despite the fact that men have historically exercised physical, political, and economic
power over women, or perhaps because of it, men strive for more power to express their
masculinity. In order to attain and/or maintain their position of power, they often resort
to verbal, emotional, or physica violence involving their partners, other men, and in ex-
treme cases, themselves (Olavarria and Vadés). Men derive their identity from their role
as providers, producers, and protectors. This enables them to control and subordinate oth-
ers, whether they are family members (women and children), other workers (who earn
less), or members of their community (who are under- or unemployed) (Olavarria and
Valdés). Achieving gender equality requires supporting alternative models of masculinity
that are not necessarily in opposition to models of femininity and which allow men to be-
have in ways that foster equality between men and women. These models could include
showing emotions and sharing reproductive responsibilities, namely contraception, child-
care, and financial welfare (Working Group on Masculinities and Fatherhood).

The study of masculinity/iesis in its preliminary stages. Professionals from diverse back-
grounds, including social science researchers, program administrators, and sexual and
reproductive health care providers, are beginning to explore the characteristics associated
with masculinity/ies in an effort to provide quality services that meet men's needs. The
study of masculinities ams to increase providers understanding of men, thereby
strengthening the provision of those services intended to improve men’'s sexual and re-
productive health while fostering gender equality. One example of current research that
provides some clues about the process of change and adoption of viable gender models is
a comparative study of young men in the favelas of Rio de Janeiro and a lum in Chicago.
The study suggests that intimate relationships and/or the presence of people who present
alternative gender models can be important factors in convincing men to be more “pro-
gressive’—that is, to accept more flexible gender models (Barke).



Symposium participants wanted to learn more about masculinities and the possibility of
working with men to raise their consciousness about the hegemonic model and its con-
straints. Participants discussed the important connection between understanding the male
construct, assessing men’s needs, and providing quality care services for men. One of the
challenges of involving men in sexual and reproductive hedlth is the difficulty of attract-
ing men to health clinics, when the mgority of men reject the notion of illness and the
services associated with it.

ReproSalud Project

One example of a program for men that addresses masculinities is ReproSalud, a collabo-
rative project for men and women in Peru run by

Manuela Ramos, a Peruvian feminist organiza= “The personal development of
tion, and Salud y Género, an NGO in Mexico. Women implies the progress and
Oscar Contreras, of ReproSalud, and Benno de  Well-being of the whole family.”
Keijzer, co-director of Salud y Género, presented — Oscar Contreras
the results of this project. ReproSalud began as

an effort to improve the reproductive health of women in impoverished rural and urban
areas. Its principal objective is to enable women in these communities to increase their
capacity and opportunities to access resources and to direct their own projects in the areas
of reproductive health and income generation. ReproSalud works in seven different re-
gions of Peru that span four different languages (Spanish, Quechua, Aymara, and
Shipibo). At the request of the women participating, the project was expanded to involve
their husbands.

Methodology

When selecting districts for interven-

tion, ReproSar\I]ud |rr1]vest|gates which Number of
communities have the greatest needs. Priorities | dentified wWomen

Within a given district, ReproSalud
will convene a meeting of the various

Vaginal discharge (Regla blanca) 44

community organizations working Too many children 27
with women. One of these commu- Suffering during childbirth 14
nity-based organizations (CBOs) is Mistreatment/violence 2
chosen to be ReproSalud’'s local par- Abortion 2
tner in implementing the project and Prolapse 2
various subprojects. Before designing Menopavise 1
the project, ReprpSaI ud and _the CBO Adolescent pregnancies 1
conduct_a baseline study in _vvhlch Vaginal swelling 1
women in the chosen community do Total o4

self-assessments and select priority
areas of intervention.

At the outset of this collaborative project, women from the 85 CBOs that were convened
identified the priorities for intervention which appear in the above table.



After identifying these priorities, the women from the local organizations requested that the
project involve both husbands and children since some of these hedlth issues concern them.

Designing Workshops for Men in the Community

In order to respond to the requests of these women, ReproSalud redesigned educationa
materials and workshops to work with men in the community. Based on self-assessments
completed by male participants, ReproSalud identified four topics of mgor interest to
men in these communities:

[0 Themaerolein power relations

[0 Recognizing the costs of that role to themselves, their wives, and their children.
[0 The pain caused by the process of male socialization

[0 The advantages of change

Project facilitators built on the methodology used in working with women to design
workshops for working with men. The first series of workshops involved the following
EXErcises:

0 Sdf-assessments

0 Visudlization exercises to explore the various phases of sexua devel opment

— Workshop facilitators discovered that this was the first time many of the men had
talked about and shared these thoughts and feelings in a noncompetitive manner.

[0 Thinking about the five basic emotions

— This is an important exercise because it involves the deconstruction of the feelings
evoked by emotions in order to call attention to the fact that the feelings are neither
“masculing’ nor “feminine.”

The second series of workshops included the following topics:

Sexua anatomy and physiology of men and women

Sexudlly transmitted diseases and infections (STDSHIV), cervica and prostate cancers)
Contraceptive methods

Fatherhood

Men and change

Disseminating this information on alarger community level

Testimony on how participants implement what they learn on a personal level

O O0O00oO0ooOoad

Opportunities and Challenges | dentified

In conducting the workshops, project facilitators found that men were very interested in
the information provided and in the exercises involved in the workshops. They had a
great desire to learn. In addition, though men

noted that the average number of children “Be careful with mixed groups
among them was more than four, once these ~When power is unequal—the men
men received information and education re- don'tletthe women talk. )
garding contraception, they tended to express — Benno de Keijzer



their support for it. The workshop facilitators also discovered that men in this region were
already quite familiar with the experience of childbirth, since most of their children had
been born at home. As aresult, they were open to learning more about how to participate
in the process, identify warning signs, and assist their wives in general. In addition, since
women in the CBOs direct ReproSalud’s projects, a local CBO was responsible for su-
pervising male participation. The project facilitators found that men in the communities
were willing to work with the CBOs.

Despite the men’s willingness to participate in the project, many prejudices remain. The
majority of workshop participants believed that their partners, and women in general,
should have less education and exposure to the outside world. As a result, they often did
not permit their wives to attend the project’s meetings for women or to seek services at
the health centers. Men in the communities also displayed a deep-seated fear of mae
family planning methods such as condoms and vasectomy.

Establishing Bridges

Slide from the Presentation on the ReproSalud Project

Further Research Questions

Contreras and de Keljzer identified the following topics that require further research be-
fore they can be incorporated into ReproSalud’ s project for men:

[0 Develop and disseminate interventions that help men see the advantages, for them
and their families, of empowering women

— How can we communicate this effectively to men?
[0 Conduct more research on violence
— What kind of dialogue do men have about the subject?
— Can men recognize the costs of their violent actions to themselves?

10



— Does this type of program provide an effective form of intervention to combat
violence?

[0 Develop sustainable projects for men
— Can we link them to services?

— Aside from the testimony of participants and facilitators, how can we formally
evaluate this project?

— What are the appropriate indicators?

Suggested Further Reading

CISTAC (Bolivia), “Exploring Masculinities and Methodologies for Working with Men
as Partners,” and Salud y Género (Mexico), “Participatory Workshops on Masculinity
and Men as Partners,” in Five Case Studies, prepared for the Symposium on Male Par-
ticipation in Sexua and Reproductive Health: New Paradigms. Oaxaca, Mexico. 1998.

“Masculinities’ in Literature Review, prepared for the Symposium on Male Participation
in Sexua and Reproductive Health: New Paradigms. Oaxaca, Mexico. 1998.
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SEXUALITY/IES

The Social Construction of Male Sexuality

Sexudlity, in some ways, is like cuisine. Every culture has a different cuisine, and nothing
biological can explain our different tastes for foods. Food, therefore, is a cultural product,
collectively produced and individually adapted. Sexuality is similarly constructed: there
are many sexualities, every one has a different taste that is influenced by culture in a pro-
found way (Parker).’

An individua’s sexudlity is the result of a complex joining of social, cultural, and histori-
cal processes that form a sexual identity. The existence of a hegemonic model of mascu-
linity is one of the principal forces that shapes men's perceptions of their sexuality.
Further, it has been suggested that we live in a “culture of guilt” (cultura mortificante),
one that is based on fear and demonizes pleasure; as a result, sex is associated only with
reproduction (Hernandez).® The predominance of these factors has led a significant num-
ber of men and women to believe that their “natural” or biological construction is hetero-
sexua, designed only for procreation. By equating their sexuality with an instinct, men
have aso come to believe that their sexua “impulse” is a force too strong to be con-
trolled. As aresult, for many men, sexua behavior is based solely on a man’s will to sat-
isfy his desire, with little concern for responsibility or the consequences of his actions
(Olavarria and Valdés).® The sexua partners of these men are at great emotional and
physical risk, as men are prone to use any means to satisfy their desires and affirm their
manhood (Barker; Gregori; Olavarriaand VValdés).’o**

The hegemonic modd aso influences how men interpret feminine sexuality. Many men
are socialized to believe that a woman's sexual desire is born out of love for a partner,
while men’'s sexual desire is born out of a biologica instinct. This belief puts some men
in a quandary when they want to have sexua relations with a woman they are not in love
with. A man may think that the woman expects him to be in love with her, leading him to
mislead the woman in order to achieve his goal. Furthermore, when women want to have
sexual relations with partners they are not in love with, some men will view them as
“easy,” women with whom men should be careful (Olavarriaand Valdés).

The hegemonic model of male sexudlity is clearly visible when boys enter adolescence.
Often, young men try to have their first sexual experience as soon as possible. They be-
lieve their manhood is confirmed by losing their virginity, knowing a lot about sex, and
proving that they are not homosexua (Gregori). Many young men begin to follow

" Richard Parker, * Masculinity, the Male Body, and Erotic Desire.” Presentation.
8 Juan Carlos Hernandez, “Familial Construction.” Presentation.

9 José Olavarria and Teresa Valdés, “Studies of Masculinities in Latin America: Issues from the Interna-
tional Agenda.” Presentation.

10Gary Barker, “Multiple Paths toward Change: Progressive Men in aMacho World.” Presentation.
! Rosana Gregori, “ Sexuality and Adolescent Males.” Presentation.
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“seripts’ of sexua behavior in order to demonstrate their sexual ability and thereby af-
firm their identity as men. They are unaware that their desire, their eroticization of certain
body parts, and their sexual activity are socially contrived. The sexua experience for
these young men is not seen as an opportunity for intimacy, but rather as a goa to be
achieved (Barker). In this way, the hegemonic model moves men toward relationships
that may not bring satisfaction, due to the fact that they are linked to competitiveness

(Gregori).

Male Pleasure and M ale Perfor mance

Pleasure is an obvious and central aspect of masculine sexudity. Individuas, service
providers, and researchers are often relatively comfortable discussing the role of pleasure
within masculine sexuality. Statements like “he says that a condom does not feel the
same” or “I think he won't have as much pleasure if he has to withdraw before gaculat-
ing” are common. This interest in male sexua pleasure should be appreciated; at the
same time, it must be acknowledged that a commensurate interest for female sexual
pleasure does not exist. Further, there is very little discussion of the other side of male
sexudlity: performance.

From a very young age, socia constructs impact the importance that men place on per-
formance in all aspects of life. Perhaps nowhere is performance more important to men
than in the sexua arena. The widespread popularity and demand for Viagra are clear in-
dications of this preoccupation with performance. Family planning providers, however,
have failed to address the concerns of performance
among men. For example, in promoting condom
use, providers usualy do not address the fears that a
man has about losing his erection while opening the
condom package and putting it on his penis. There-
fore, an imbalance exists between issues of pleasure
and performance within masculine sexuality: pleasure is the “open box,” which can be
discussed, and performance is the “closed box,” which cannot be discussed (Rogow).*

“Sexuality is the area in which
the pressure for performance
is most intensely felt.”

—Debbie Rogow

Sexuality and Male Contraception

The effect of the hegemonic model has led men to believe that health is an issue about
which only women should be concerned. When men are in heterosexual relationships, the
responsibility for sexual and reproductive health issues is often delegated to the female
partner. This helps explain why men often demonstrate a contradiction between their atti-
tudes and their practices in their use of contraception. Many men express a desire to
avoid pregnancy, but place the responsibility for contraception on their partner, possibly
because most available methods are femae-dependent. The possible exception in this
case is when men recognize a “higher-risk” situation; for example, a sexual encounter
with a stranger or prostitute when men opt to use condoms as a prophylactic (Barker).

2Debbie Rogow, “Masculine Sexuality and Use of the Condom and Withdrawal.” Presentation.
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Reproductive health care professionas have also played arole in creating barriers to male
use of contraception. By failing to address issues of masculinity that affect condom use,
service providers have not given men a viable aternative. One prevaent contraceptive
method, withdrawal, has been cast aside by many professionals who clam withdrawal
is inadequate as a contraceptive, but who base their arguments on false or incomplete
information. For example, medical texts and family planning literature often claim that
the presence of pre-gaculatory fluid can cause pregnancy, and hence discredit withdrawal
as a contraceptive method. Recent studies have challenged this point, determining that
pre-gjaculatory fluid does not contain a fertile level of sperm. Information on withdrawal
as a contraceptive method is limited because withdrawal has been ignored in most stud-
ies. Furthermore, there has been minimal study on withdrawa as an STD prevention
method. However, we do know that the prevalence of withdrawal is underreported, par-
ticularly among adolescents, and that many couples who do use withdrawal report very
high effectiveness rates. This is not to say that withdrawal is the answer to the problems
of male contraceptive use, but rather that we must address the lack of alternative methods
of male contraception and better understand the attitudes of men towards family planning
(Rogow).

Recommendations

[0 Consider the diversity of clientsand their sexualities.
Because sexudlities are socially constructed, clients have different needs, concerns,
and issues related to their sexual health. Professionals must consider this when pro-
viding services. It is particularly important that providers chalenge homophobia
within the reproductive and sexua health care service delivery system.

[0 Discuss sexuality with adolescents.
Adolescence is characterized by dramatic changes in sexua development, socia rela-
tionships, and individual attitudes. Because of this, adolescents can particularly bene-
fit from the opportunity to discuss issues of sexuality in an open, nonjudgmental
atmosphere.

[0 Create opportunities for men to deconstruct traditional ideas of masculinity and
sexuality.
Changing traditional perceptions of masculinity and sexuality is a dow process that
cannot be carried out through a single type of effort. Sexuality education programs
like ECOS in Brazil recognize this, and work with groups of men using various
methodologies, such as videos, role plays, and group discussion, to challenge tradi-
tional perceptions.

0 Provide men with information about male and female r eproductive health.
Research has shown that men often lack the most fundamental information about both
their own bodies and women’'s bodies. At the same time, men often fedl that they
should know a lot about sexuality and reproduction. This self-imposed expectation
makes it even more difficult to ask for information. Nonthreatening spaces are needed
for men to ask questions and share correct information.
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Suggested Further Reading

ECOS (Brazil), “Taking Mae Involvement to the Workplace,” prepared for the Sympo-
sium on Male Participation in Sexua and Reproductive Health: New Paradigms. Oaxaca,
Mexico. 1998.

“Sexuality and Adolescent Sexuality” in Literature Review, prepared for the Symposium
on Male Participation in Sexual and Reproductive Health: New Paradigms. Oaxaca, Mex-
ico. 1998.
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PREVENTION OF
SEXUALLY TRANSMITTED DISEASES

Many of the obstacles to preventing STDSHIV among men are inseparable from men’s
perceptions about their masculinity and the expectations that go along with them. The
fact that men who are educated about the most effective ways to prevent STDS/HIV do
not always practice safer sex clearly illustrates that rational arguments are inadequate.
STD/HIV prevention programs must address masculinities and male sexualities in order
to be effective.

Perceptions of gender roles and inequalities are part of the challenge to STD/HIV preven-
tion among men. Under the predominant model of masculinity, men are supposed to be
strong; thus, they often feel that they are immune to STDs/HIV and do not need to protect
themselves. Because women are seen as the caretakers, men tend not to believe that they
can or should take care of themselves, and they often have a superficia relationship with
their bodies. They may be embarrassed to expose their bodies (especially to female health
care workers) or talk about sex in depth (Costa).”* Men are also expected to be sexually
active, and putting themselves at risk can be perceived as a way to prove their virility
(Granulles).™

In order to be able to work with men on prevention, it is necessary to deconstruct some of
these perceptions about masculinity and to address the misinformation they have about
STDg/HIV. Through working with men in focus groups in Brazil, the Sociedade Civil
Bem-Estar do Familia (BEMFAM) found that men often continue to demonstrate a lack
of knowledge about STDS/HIV and how they are transmitted. For example, some men
believe that they cannot get STDs from women, or that in case there is some contamina-
tion, they can fix it with a home remedy, such as washing with vinegar. This type of mis-
information is sometimes propagated by the media, teachers, and even health care
professionals.

Some men continue to believe in “risk groups’ instead of “risky behavior.” Since the
hegemonic model of masculinity does not alow them to conceive of themselves as part
of these supposed risk groups (e.g., homosexuals), men often do not think they are sus-
ceptible to disease (Costa). In Argentina, a study by the Fundacion para Estudio e Inves-
tigacion de la Mujer (FEIM) found that many adolescent males think risk is directly
related to how well they know the woman, or to the type of relationship (stable vs. cas-
ual) they have with awoman (Granulles).

One of the biggest obstacles to promoting safer sex practices among men is the stigma
they attach to condoms. Men tend to believe that condoms reduce sensitivity and, there-
fore, pleasure; that women do not like condoms; that condoms do not fit right or that they

3Ney Costa, “Integration of HIV/STD Prevention in Family Planning.” Presentation.

YRoberto Granulles et al., “ Argentine Adolescents: Teen Mae Experiencesin STD and HIV/AIDS Prevention.”
Presentation.
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just break anyway (Costa). Men’s distrust of condoms is also linked to a need to protect
their masculinity: they fear that in the moment when they have to put on the condom, it
will break the mood, make them anxious, and ultimately cause them to lose their erection.
The pressure to perform and the resulting fear of losing an erection are intensely felt by
most men, but rarely discussed. Still, they are some of the principal factors in men's
anxiety about condom use (Rogow).*

Another factor is that men do not know how to negotiate using a condom with their part-
ners. They fear that bringing it up will not only break the mood but will also make their
partners suspicious about the man’s sexua fidelity. At the
same time, they say women should demand that men use a

. condom, but that they become suspicious of a woman if
One of the biggest she asks.

obstacles to promoting
safer sex practices
among men is the
stigma they
attach to condoms.

Men aso demonstrate a double standard with regard to
condom use. They often use condoms as a contraceptive
measure in stable relationships, but not as a protective
method. With casual sexua partners, they say they accept
condom use as a way to protect themselves against STD
transmission, and they find them easier to use on these occasions. Men and women are
not always aware of the triple protection condoms offer: prevention of STDS/HIV, cervi-
cal cancer and pregnancy (Group Discussion). Women do not always have the autonomy
or authority in a relationship to negotiate condom use, and when men do use them, it is
generally to protect themselves rather than out of any concern they have for their partner.
Negotiating condom use, then, can be an expression of continuing gender inequalities in
relationships.

The high cost of condoms in some countries also contributes to restricting their use. As
condoms are not aways widely available and affordable, especialy to adolescents, it is
important to give men other alternatives for STD/HIV prevention. One possible option
that is already used prevaently as a contraceptive, with-
drawal, is the only method that has not been included in
Sexual and reproduc- comprehensive studies about STD/HIV transmission
tive health services for  (Rogow).

men have tended to

emphasize STD/HIV Sexua and reproductive health services for men have
prevention and ignore  tended to emphasize STD/HIV prevention and ignore the

the rest of the man. rest of the man. It is apparent that men do need to be
taught about the proper way to use a condom. But the
difference between a man knowing how to use a condom correctly and knowing how to
negotiate usng a condom, both with himself and with his partner, marks the substantial
difference between theory and practice.

D ebbie Rogow, “Masculine Sexuality and Use of the Condom and Withdrawal.” Presentation.
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BEMFAM: STD/HIV Prevention through Group Work with Men

A behavioral intervention with men for STD/HIV prevention, conducted by BEMFAM in
Brazil, is an example of a project for men that begins to bridge theory and practice. Dr.
Ney Costa, the executive director of BEMFAM, presented the methodology and results of
this work. The project was intended to motivate men to participate in sexua and repro-
ductive health decision making in a safe, effective, and egalitarian manner.

Methodology

BEMFAM dtaff developed focus groups where men could reflect on the ways in which
their behavior and sexual practices are determined by culture, history, religion, and gen-
der. Participants are encouraged to think about how they create their perceptions of mas-
culinity and masculine roles. In the group setting, they discuss these issues and how they
might interfere with the practice of safer sex. Facilitators help participants explore their
feelings about condoms and seek further acceptance of their use. At the end of the work-
shops, participants formulate collective ideas on how to combat those characteristics that
were identified as discouraging safer sex and how to prevent STDSHIV in their own
lives.

Project Stages
[0 Basdline study

BEMFAM conducted a needs assessment using focus groups of men to explore-
guestions such as: What is a man? What does he think? What does he want?

[0 Program design
Based on results from the needs assessment, BEMFAM developed a model for an

educationa intervention for the prevention of STDSHIV among heterosexudl
men.

O Pilot test

The intervention model was piloted with small groups of men at clinics in
northeastern Brazil.

BEMFAM aso conducted some complementary activities in the area of information,
education, and communication (IEC):

[0 Produced educational material on STD/HIV prevention for men and couples, using
such slogans as “Living and Learning” and “ Speaking about Men for Men.”

[0 Implemented a media campaign that transmitted prevention messages through televi-
sion, radio, and genera publicity (signs and billboards in pharmacies, train and bus
stations, offices, clubs, military posts, etc.).

Workshop Content
The focus groups carried out exercises developed for the following topics:

0 Physica conditions related to sexual and reproductive health (cancer of the prostate
and penis, premature gaculation, erectile dysfunction)

[0 Masculine and feminine physiology: human sexua response
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Socia construction of gender

Sexual practices and behavior

Masculinity and violence

Sexually transmitted diseases (STDs), including HIV and AIDS
Safer sex and condom use

Negotiation of safer sex practices

Safer sex between drug users

Masculinity and reproduction

Recommendations

Dr. Costa asserted that the focus groups with men were very successful and yielded valu-
able recommendations for future programming.

U

U

Initial needs assessments are essential in that they bring out the issues that men want
and need to resolve, thereby making interventions appropriate and client-centered.

Careful thought must go into the development of exercises and strategies to help men
talk honestly in group sessions. Men tend to be less willing to talk about any kind of
physical or sexua fragility, and thus tend to think of themselves as immune to dis-
eases such as STDSHIV.

It is helpful, at least initialy, to seek out men where they congregate—in the work-
place, union meetings, neighborhood clubs, etc.

Educational intervention is an important component of success in any STD/HIV pre-
vention program. The dissemination of messages specifically designed for men in
media campaigns makes an educational intervention more effective.

Male services can help sustain other programs because male clients are more likely to
pay full pricesfor consultations.

Suggested Further Reading

“STDY/HIV” in Literature Review, prepared for the Symposium on Male Participation in
Sexua and Reproductive Health: New Paradigms. Oaxaca, Mexico. 1998.

(ECOS) Brazil, “ Taking Mae Involvement to the Workplace,” in Five Case Sudies, pre-
pared for the Symposium on Male Participation in Sexual and Reproductive Health: New
Paradigms. Oaxaca, Mexico. 1998.
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VIOLENCE

The elimination of domestic violence is the latest addition to the group of issues that must
be addressed in order for women to attain gender equity. Thus, there is little data avail-
able that quantifies its prevalence, defines its causes, and prescribes methods of pre-
vention. Research on violence against

women is in its initial stages. Few “l am not stupid. | don’t hit where it can be

programs in the region address this seen. | hit her rear end, I lift up her skirt,

concesaled yet prevalent behavior. remove her underpants and hit her there,
because she won’t show it to the police or

In order to develop a better under- the doctor.”

standing of violence in a gender con-
text, it is important to understand
some general premises about the rela-
tionship between masculinity and violence. Oswaldo Montoya presented the conclusions
and recommendations agreed upon at a conference organized by FLACSO in Chile,
where a small working group of 10 members from different countries tackled challenging
issues related to violence and masculinity. The group concluded: “Violence has become
part of masculine identity as a result of socia construction and history. It is not a natural
or biological condition of men” (Montoya).*

—from the Mexfam video
La hora del amigo

Participants proposed that a hegemonic model of masculinity has been so internalized in
society that violence has become “naturalized” to the point that many men associate it
with a biological impulse, an ingtinct similar to sexua desire (Montoya). This is played
out in a variety of self-destructive male behaviors, including dangerous driving that ends
in accidents, drinking competitions, and drug use. Often, these attempts to prove one's
masculinity demand more than one is able to achieve physicaly or mentaly (Olavarria
and Valdés).”

Social and historical forces have constructed a hegemonic model of masculinity that per-
petuates violence against women. The model requires that men establish their authority
and power, particularly within the home. Here a man often exercises his power over his
partner and/or children by means of verbal, emotional, or physical violence. Research has
shown that men do not need to be intoxicated or under the influence of drugs to commit
violent acts (Olavarria and Valdés). Rather: “Men have become violent towards their
partners as a result of their beliefs about masculine identity and how this should be re-
flected in the exercise of authority” (Olavarriaand Valdés).

It is not only the woman who bears the negative impact of these social constructions—
“Hegemonic masculinity can permit and encourage violence upon oneself and is ex-

®0swaldo M ontoya, “The Conclusions of the Working Group on Masculinity and Violence.” Presentation.

Y 30s6 Olavarria and Teresa Val dés, “Studies of Masculinities in Latin America: Issues from the Interna-
tional Agenda.” Presentation.
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pressed in pathological characteristics of men” (Olavarria and Valdés). The working

group from the FLACSO conference in Chile aso recognized that “men have painful ex-

periences, which are expressed in insecurities, fears,

“Violence has many causes.  and emotional disconnection that must be accounted

Workshops are short, and for” (Montoya). These painful experiences are often

men return to toxic lives.” manifested in accidents, injuries, chronic disease,

— Oswaldo Montoya  gryg addiction, mental disturbance, and either exces-

sive work or unemployment. Crimina behavior, an-

other manifestation, includes homicides, robberies, and drug dealing; crimes which, for

the most part, are committed by young men aged 15-25 with low to middle levels of edu-
cation (Olavarriaand Vadés).

The socia constructions of violence have created an environment in which violence is
pervasive. Today men and women face a world besieged by war, political violence, gang
violence, violent crime, family violence, sexual violence, and violent media images.
These forms of violence have multiple causes and cannot be linked to isolated factors;
rather, power relations, domination, control, psychol-
ogy, economics, and stress all contribute to this cul-
ture of macro-violence (Montoya).

“Multiple forms of violence
contribute to a culture of
macro-violence”

Furthermore, violence is perpetuated within environ- — Oswaldo Montoya

ments, particularly families. When children witness

violence in the family, they are more likely to repeat it themselves. Therefore, programs
to address violence must look at the multitude of factors that contribute to violent behav-
ior before designing prevention and intervention strategies (Group Discussion).

Emerging I ssues Regarding Masculinity and Violence

Media I nfluence

Our challenge to work with men on violence is a difficult one because antiviolence work-
shops tend to be relatively small-scale and short-term, returning men to face a toxic ex-
ternal environment (Montoya). That unhealthy environment is perpetuated by images in
the media. Often the media use violence in a sensationalistic manner, thereby reinforcing
a hegemonic model of masculine behavior. The task ahead for the mass mediais not only
to stop projecting negative images, but aso to develop positive ones that affirm peaceful
and egdlitarian practices on the part of men.

The Need for More Research

Another challenge in the effort to address violence is the minimal understanding about
the issue. There is very little known about violence and its relation to gender. Some par-
ticipants in Oaxaca inquired whether there is a correlation between women’'s emerging
independence and violence against them. Initial research indicates that the hegemonic
model of masculinity contributes to gender-based violence, but there are no studies that
focus on this question. While there is general agreement that more research is needed,
some believe that operations research that integrates research and methods to combat vio-
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lence is preferable to pure research, since “the problem is so serious that we can’'t wait for
more studies’ (Aguilar).’®
Approachesto Working with Men

According to the FLACSO meeting recommendations, working with men on violence re-
quires an approach that should not “focus on blaming men, punishing them for their
situation and privileges.” This kind of approach

is paralyzing and does not promote change. In-  “We should treat the problem
stead, strategies should encourage men to prac-  With more complexity than

tice independent thinking and reflection so that Woman-victim and man-

they can think criticaly about their lifestyles. —2aggressor.”

Another effective approach is discussing the is- — Oscar Contreras
sue of the costs of their own violence. Though

many men may see these costs as part of the price of being macho and therefore irrele-
vant, some approaches based on costs may be viable. For example, the statement “if you
hit your wife, they’ll put you in jal” is one basic way of helping men understand the
costs of their actions. But there is a need to invite men to look beyond costs and consider
instead what they could gain by being more caring and affectionate.

I ntegrating Violence Prevention into Reproductive Health Services

One programmatic strategy that may be successful in addressing gender-based violence is
using reproductive health services as a means to identify victims and prevent further vio-
lence. Such an approach involves working with three groups. service providers, women
as clients, and men as clients. Since women who experience violence may not seek other
services or go to the authorities (police, lawyers, etc.), their use of reproductive heath
services might be the only opportunity to reach them. However, service providers must
be trained to examine their own attitudes about violence and to develop the capacity to
identify clients who are victims. There is a general consensus that nothing can be done to
help these clients until providers improve their own attitudes and skills.

An unresolved issue about the involvement of service providers in domestic violence is
whether they should be required to report cases of domestic violence to authorities. Ex-
perience has shown that women sometimes pay a high price—even death—if the abuser
learns that the abuse has been reported, and the woman does not have a safe place to go.

Once providers are trained to address violence, it is important to convey the message to
women that they can talk about violence with reproductive hedlth care service staff. At-
tention-getting materials, such as posters, brochures, videos, etc., are needed in waiting
rooms to demonstrate that there is counseling available on the theme of gender violence.
A poster at aclinic in Brazil is an example of a direct approach; it reads. “We talk about
domestic violence here.”

Men who are abusive are not likely to go to a headth service—or anywhere else—to ask
for help. If staff are trained correctly, counseling men on violence may be possible in a
reproductive health service environment where men access services, for example, for

183056 Aguilar Gil. “The Qualitative Evaluation of La hora del amigo.” Presentation.
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STD prevention. In order to provide messages to men about gender-based violence,
strategies outside the clinic setting must be explored. Many countries are aready doing
this through community- and school-based education programs. (Group Discussion and
Working Group on Violence)

Recommendations

U

Bring men together to take a proactive stand against violence towar ds women.

It is important that men take a leadership role in the struggle to end gender-based vio-
lence. During the conference, a declaration was presented that called for men to work
towards creating more equitable and respectful relationships between the sexes and to
end al forms of violence against women.

Advocate for new public legidation and policies that challenge violence.

New laws that promote gender equality must be created. Laws must be created to pe-
nalize domestic violence, and the enforcement of these laws needs to be supported.
Furthermore, patriarchal and archaic laws that legitimize and perpetuate relationship
violence must be eliminated.

Develop and evaluate educational programs for men.

Programs that create awareness and persona reflection on violence should be pro-
vided for groups of men. Efforts should be made to work with men in a positive
manner that avoids a guilt focus. It is extremely important that such programs con-
struct indicators to evaluate the impact of the education provided.

Develop systems to address gender-based violence within reproductive health
car e settings.

Training for clinic staff should be provided that alows the staff to examine their per-
sonal values and attitudes related to gender-based violence and to acquire skills
needed to identify and counsel victims of violence. Furthermore, institutional and le-
ga procedures should be established to allow health care professionas to register
cases of violence that they identify, with the condition that the woman is aware of and
gives consent for such notification.

Suggested Further Reading

Mexfam (Mexico), “Developing Educational Materials to Promote Discussion about
Male Involvement,” in Five Case Studies, prepared for the Symposium on Male Partici-
pation in Sexual and Reproductive Health: New Paradigms. Oaxaca, Mexico. 1998.

“Violence” in Literature Review, prepared for the Symposium on Male Participation in
Sexua and Reproductive Health: New Paradigms. Oaxaca, Mexico. 1998.
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FATHERHOOD/S

What does it mean to be a father and how do men learn to become fathers?

Although there is minimal research on fatherhood, and these questions are difficult to an-
swer, it is clear that fatherhood reflects social and

cultural expectations of what it means to be a fa- “We must clarify what is a

ther. Initial findings indicate that both men's and  good father.”

women’'s perceptions of fatherhood are inextrica- —Maria Alvarez Suarez
bly tied to, but are not the same as, their percep-

tions of masculinity. As in the case of masculinity/ies and sexuality/ies, there is a broad
spectrum of fatherhoods. Models of fatherhood are products of gender relations, family
relations, socia relations, and economic situations.

Traditionally, the word paternity has been used as a legal construct, biologicaly linking
father to child. But there are many possibilities for the nature of a relationship between
father and child. There are biologica fathers and adoptive fathers; there are present
fathers and absent fathers, involved fathers and passive fathers, distant fathers and ideals
of fathers. Furthermore, the same man can exhibit several and/or contrasting behaviors
toward his children. Some examples include men who care and love the children they live
with while they regject and neglect those they fathered with other women, regardiess of
whether they were conceived in previous marriages or in casua relationships (Working
Group on Fatherhood/s).

When defined by the hegemonic model of masculinity, the father is characterized as a
financia provider, an authoritarian ruler, a strong, emotionally controlled, rational being.
It is clear that this definition is built mostly in opposition to a paralel and complementary
paradigm of maternity: the emotional provider, the understanding listener, a soft, loving,
irrational being. Thus, the question of defining fatherhood is associated with redefining
gender roles and relationships. Some believe that existing models of fatherhood and
motherhood must be deconstructed to arrive at healthier, more feasible relationships be-
tween father and child (Cervantes).*®

Contrast between Hegemonic Model of Masculinity
and New Paradigms of Fatherhood

Old Paradigm: Masculinity New Paradigm: Fatherhood
Primary and sole financial provider Shares financial-provider role with partner
Authoritarian disciplinarian Supportive and understanding of his chil-

dren’s emotiona and educational needs

Unemotional, distant, restrained Emotional, present, involved in al aspects
of childrearing

BFrancisco Cervantes Islas, * Paternity as a Process of Reflection and Change within Men.” Presentation.
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The most obvious, though certainly not the only, way a man can take on the responsibili-
ties of parenting is through the decison when and if to have a child. Until recently, in
many cultures men and women shared a concern about preventing pregnancy because of
the social requirement that a man marry a woman who is pregnant with his child. In the
past three decades, however, social and generational changes and the prevaence of con-
traceptive methods that are female dependent have reduced this expectation, with the re-
sult that regulation of fertility has become primarily afemale priority (Rogow).?

The threat of financial responsibility continues to be a prominent factor for males in de-
ciding whether or not to use contraceptive methods. A recent study showed that, among
adolescents, the desire to avoid getting a woman pregnant is motivated primarily by the
desire to avoid financial responsibility. Even though the men said they wanted to avoid
pregnancy, they continued to place the responsibility for contraception on women. Thus,
the decision to not become a father is often a decison made by women. We now aso
know that the hegemonic model presents a double standard about contraception that cor-
responds to two perceived “types’ of women: one who is “easy” and associated with
pleasure, and another who is associated with marriage and motherhood (Working Group
on Fatherhood/s). It has been observed that men who have casual sex often do not try to
protect against pregnancy because they do not respect the woman or think of her as a pos-
sible mother. (Nevertheless, they occasionally use condoms with these women to protect
themselves from sexually transmitted infections). As a result, men often do not take re-
sponsibility (financia or otherwise) for children who are products of casua relationships,
though they may boast of the existence of these children as evidence of their “masculin-
ity.” With women they see as possible wives and/or mothers, men usually assume more
responsibility for contraception and the decision to have children (Working Group on Fa-
therhood/s).

In almost every culture, fathers are supposed to be providers. A failure to provide, or the
inability to be the primary provider for the family, can be a source of humiliation and a

perceived loss of points on the -
“macho meter” (de Keijzer).Zl It “The role of the father has traditionally been

can also be a source of violence that of the person who imposes order, who
and/or abandonment. as the father imposes the law of the father, who imposes

. . seriousness in the home.”

struggles to express his frustration — Juan Carlos Hernandez
at not being able to meet the ex-

pectations placed on him. If they

are the principal financia providers, fathers have an enormous amount of power over
their children and decison making within the family. “Wait until your father comes
home,” is a common response of mothers who have internalized gender roles that dele-
gate decision making and punishment to the father figure.

Fathers who conform to a hegemonic model of fatherhood tend to be authoritarian, hand-
ing down decisions without asking for opinions from members of the household who will
be affected by those decisions. They misunderstand or deny the sexudity of their chil-

“Debbie Rogow, “Masculine Sexuality and Use of the Condom and Withdrawal.” Presentation.
ZOscar Contreras and Benno de Keijzer, “ReproSalud and Manuela Ramos; A Collaborative Project.”
Presentation.
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dren, and are intolerant when the children express their sexuality. They are the discipli-
narians of the family and carry out the function of policing behavior and punishing trans-
gression (Hernandez).?

Furthermore, fathers are restricted in expressing their own emotions because they think
they are expected to be rational and restrained. Thus, their presence in the family is lim-
ited to a serious reserve that denies them the possi-
bility of being affectionate with their children. As a
result, fathers often cannot enjoy fatherhood. In the
process of regulating the pleasure of children, they
succeed in eliminating their own pleasure (Hernandez). Studies show that fathers exhibit
a high level of pain and stress due to familial problems, and therefore tend to seek pleas-
ure outside the family sphere (Hernandez).

“Fathers have the right
to happiness in the home.”

— Juan Carlos Hernandez

A new paradigm of fatherhood would mean the possibility of rescuing joy for fathers,
giving fathers the right to happiness in their relationships with their children (Herndndez).
Focus groups with men have shown that men do want to be more actively involved in
their children’s lives and education (Costa).”® But this would necessitate de-emphasizing
afather’s role as a provider, alowing him the space to be more emotionaly involved and
physically present in his children’slives.

The construction of a new paradigm of fatherhood is inhibited by the persistence of old
models of masculinity that are in direct opposition to more integral models of fatherhood.
When men are given paternity leave, for example, it is very difficult for them to take this
time off because the socia pressures to work and earn money are too strong (Cervan-
tes).?* Furthermore, legal convention continues to reinforce the father-provider paradigm
by expecting men to pay child support and by assuming that primary custody should be
granted to the mother.

Developing aternative models of fatherhood requires working with women who may in-
terfere with or impede fathers' relationships with their children. Traditiona paradigms of
fatherhood and masculinity emphasize a single construction of a family: Father-Mother-
Child(ren). The roles of parenting in this model are nestly divided between genders,
without any crossovers. Deconstructing these rigid gender roles would create the possibil-
ity for other familia structures that are not necessarily based on biology: Father-Child,
Mother-Child, Father-Father-Child, Mother-Mother-Child, etc. (Group Discussion).

Within the familia structure of Father-Mother-Child(ren), there are possibilities for new
models of fatherhood. A new paradigm of fatherhood could incorporate a democratiza-
tion of family life, wherein the father is less of an authoritarian figure and allows other
family members the right to be part of the process of making decisions that affect them. It
could also mean that the father stops being the regulator of sex and pleasure in the family,
recognizing equal rights to pleasure without regard to age, gender, or sexual orientation
(Hernandez).

% Juan Carlos Hernandez, “Familial Construction.” Presentation.
“Ney Costa, “Integration of HIV/STD Prevention in Family Planning.” Presentation.
#Francisco Cervantes Islas, Paternity as a Process of Reflection and Change within Men.” Presentation.
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Research and program experience indicate that adolescent males are more open to a new
paradigm of fatherhood. Many have very negative images of their fathers and express a
desire to be different fathers themselves. When they get married, however, they often re-
vert to the hegemonic model that society expects (Hernandez). There is tremendous so-
cietal and peer pressure, especially on adolescents, to fit into the mold of hegemonic
masculinity and fatherhood.

Other research suggests that the way men play out their role as fathers changes through-
out their life cycles. As they get older, they often become more outwardly affectionate
and less authoritarian. The care and tenderness grandfathers often express with their
grandchildren indicates that men’s conceptions of fatherhood (and masculinity) become
less rigid with age. These dternative models might provide a guide for new paradigms of
fatherhood.

Mater nidade Leila Diniz: Involving Men in Pregnancy and Childbirth

The Maternidade Leila Diniz is a birthing center that seeks to involve expectant fathers in
the process of pregnancy and childbirth, thereby fostering a stronger connection between
fathers and children. Dr. Katia Ratto presented the development and results of this pro-
gram (Ratto).”

The Program of Integral Assistance for Women (PAISM) was founded in 1983 as a result
of lobbying by powerful and militant feminists in the Ministry of Hedth in Brazil to
promote nationa policy to improve women's health and reduce maternal mortality. Bra-
zilian culture has always defined birth as a medical and not a natural event; thus the envi-
ronment in birthing wards in hospitals is generally one of surgeries and anesthesia,
completely lacking in human warmth and emotional support for mothers. Studies con-
ducted over the last 30 years have revealed that, in overmedicalizing the birth process,
hospitals have partially excluded mothers and, to a greater extent, fathers from participat-
ing in childbirth.

Maternidade Leila Diniz was founded as a birthing center with the objective of rehuman-
izing the process of childbirth for mothers. Leila Diniz trains midwives and any individ-
ual(s) whose presence is requested by the expectant mother (father, relatives, friends) to
accompany her in childbirth as a “birth partner.” (One study in China demonstrated that
teaching fetal monitoring to both expectant parents led to decreased fetal deaths: perinatal
deaths = 6.3/1000 live births in the test group versus 10.9/1000 in the control group).

In joining the Maternidade Leila Diniz, each headth care professional must go through a
sx-month training in order to learn about and accept the many ways in which the center
makes expectant mothers and birth partners feel more comfortable (domestic setting, ver-
tical birthing chair, ample space and role for birth partner). Maternidade Leila Diniz en-
courages fathers to participate with expectant mothers in all prenatal, interpartum and
postpartum visits. Birthing groups are conducted with both expectant mothers and their
birth partners, thereby training both individuals for their rolesin childbirth.

2K atia Ratto, “Male Participation during Pregnancy and Birth.” Presentation.
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Evaluation

In 1996, the Leila Diniz staff conducted an evaluation of their program. Initially there had
been some antagonism on the part of the health care providers about the presence of an-
other party, the birth partner, in the birthing room. The center’s staff wanted to evaluate
the impact of the training given to all newly hired providers on the importance of the role
of the birth partner. The results were quite promising. In 50% of the births, an untrained
birth partner was present. Half of those birth partners were expectant fathers and the other
half were mothers, friends, or other relatives. The evaluation revealed that there was no
conflict between the birth partner and the health care provider delivering the child. The
attending doctors and/or midwives demonstrated acceptance and approval of the partner’s
presence. The evaluation also demonstrated that the expectant father needs support during
prenatal, interpartum, and postpartum phases.

Recommendations

[0 Address models of masculinity that negatively influence a man’srole asfather.
As long as men are expected to be rational at the expense of emotions, and superior at
the expense of sharing responsibilities of childrearing, it will be difficult for them to
discover new models of fatherhood. Men should be encouraged to examine how their
perceptions of masculinity might interfere with their relationship with their children.

O Involve women in redefining fatherhood.
Often, both male and femae gender roles inhibit fathers emotional involvement in
their children’s lives. Working with men and women is necessary in order to arrive at
amore egalitarian model of parenting.

[0 Involve men in all phases of pregnancy and the birthing process.
The fact that expectant fathers do not experience the growth of the child within them-
selves can stimulate the desire for aternative proof of their productivity via increased
workload and capacities as the provider. Involving men in pregnancy and childbirth
can help minimize the distance frequently felt by fathers after the birth of their
child(ren).

[0 Accept fatherhood as something more than alegal and biological construct.
Fathers need to be recognized in terms of their relationship with children, not just in
terms of their legal responsibilities or a biological connection.

Suggested Further Readings

“Fatherhood” in Literature Review, prepared for the Symposium on Male Participation in
Sexua and Reproductive Health: New Paradigms. Oaxaca, Mexico. 1998.

CISTAC (Balivia), “Exploring Masculinities and Methodologies for Working with Men
as Partners,” and Salud y Genero (Mexico), “Participatory Workshops on Masculinity
and Men as Partners,” in Five Case Sudies, prepared for the Symposium on Male Par-
ticipation in Sexual and Reproductive Health: New Paradigms. Oaxaca, Mexico. 1998.
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COUNTRY ACTION PLANS

During the final day of the symposium, participants were divided into small working
groups by country in order to develop recommendations for action plans in their respec-
tive countries. The purpose of this activity was to give participants the opportunity to
discuss the themes and lessons learned during the symposium and to relate them to their
national contexts, needs, and priorities.

Example of Country Team Recommendationsfor Action Plans

The Colombia country team provides a good example of the kinds of recommendations
that can result from this effort. The team was made up of seven participants representing
the public, private, and NGO sectors. Prior to the October event, team members met to
review the themes and objectives of the symposium as well as to discuss priorities within
their own agencies and organizations. Once at the symposium, team members developed
their discussion according to the following three points. (1) prioritization of areas for
work in Colombig; (2) actions and mechanisms to alow for a concerted effort of work in
the area of sexua and reproductive health; and, (3) creation of mechanisms for follow-up
and dissemination of results from these efforts. Some of the resulting recommendations
include the following:

Priority Areasfor Work in the Area of Sexual and Reproductive Health

[0 Include a gender perspective as an integral part of health services offered in Colombia
in terms of quality of care, follow-up, and evaluation.

[0 Strengthen policies to increase men and women’s access to family planning services

0 Tran administrators and researchers in resources management to strengthen sexual
and reproductive health programs.

[0 Develop sexual and reproductive health services for men.

[0 Develop communication strategies regarding the sexual and reproductive rights of
men and women.

Actions and Mechanisms for Program | mplementation

[0 Review andytically the newly formed social security system, the Plan Obligatorio de
Salud (POS) (mandatory hedlth plan), the Plan de Atencion Basica (PAB) (basic
health plan) and its policies for sexua and reproductive health.

0 Anayze the terms of reference used by public and private entities in establishing
research contracts with universities or NGOs.

[0 Analyze the evauation mechanisms for the quality of the health services provided.

[0 Anayze the possible resources available via the FOSY GA (taxes on arms and explo-
sives) as a funding source to support the development of actions, programs, and re-
search on domestic violence.



U

U

Analyze the curricular content in health and socia science courses offered by univer-
gities in terms of their inclusion of key concepts, such as gender and sexua and re-
productive health.

Design strategies to link the adolescent population to sexual and reproductive heath
programs in Colombia

Design programs to increase male participation in sexua and reproductive health.

Mechanisms for Follow-Up and Dissemination

U

Plan monthly meetings with representatives of Colombian institutions represented in
Oaxaca, as well as those organizations that are interested in masculinity and sexua
and reproductive hedlth, to review proposals and assess progress in implementing
programs for men.

Design communication strategies for any initiatives resulting from the symposium
that seek to link men with sexual and reproductive health.

The country team proposed to raise awareness about the themes discussed at the sym-
posium through a weekly radio program. The program entitled “Everyone” will be
broadcast by the radio station at the National University of Colombia (U.N. Radio)
every Sunday at 9:30 am. The team is aso exploring other possibilities through com-
mercia and public radio.

Continue conversations with the Ministry of Communications in order to expand the
sphere of these broadcasts.

Agree on current priorities of sexual and reproductive health and identification of the
organizations committed to service provision, policy design, and research develop-
ment.

Explore and design strategies that link universities and NGOs with public sector enti-
ties to encourage collaboration in designing and implementing services and policies.

Develop an inter-institutional and inter-sectoral communication network.

The team proposed that organizations participating in this network be linked to the
monthly meetings conducted by the Gender, Women and Development Program of
the Center for Social Sciences at the National University of Colombia, as well as with
other Latin American groups, institutions, and organizations working on these issues.

Anayze and review the Colombian legal framework, with emphasis on those aspects
that imply gender equity, male participation, quality of care, and others, with the ob-
jective of enriching the political dialogue and knowledge of the themes, activities, and
actions that are taking place in thisfield.

Additional Country Team Recommendations

The different country groups made additional recommendations for further action in the
areas of research, communications, programs, and services.

Research

U

Create a country-specific database on men and reproductive health (Bolivia).
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[0 Elaborate atext with information from the annotated bibliography (Bolivia).

[0 Conduct collaborative research projects to promote exchange of information between
agencies/countries (Mexico).

[0 Incorporate research by established programs (e.g., Mexican Socia Security Institute
(IMSS), National Commission on Population (CONAPO), etc.).

[0 Optimize on Mexico’'s role as a pioneer country and address chasm between research
and action, researchers and service providers.

[0 Conduct a national assessment to determine course of actions for services (Mexico).

[0 Exchange basdline data regarding the status of male involvement and major hedth in-
dicators between countries (Central America).

[0 Consider indigenous and ethnic groups in the analysis of data (Central America).

[0 Conduct a national assessment study re: men and their reproductive health (Para-
guay).

[0 Publish a background document re: general conditions for research on men and re-
productive health (Paraguay).

[0 Hold a convocatoria (Request for Proposals) where the research profile can be estab-
lished (Paraguay).

[0 Develop indicators that take into account male participation (Central America).

Communications

[0 Organize a press conference to discuss the Oaxaca workshop and support the Cam-
paign Against Violence Toward Women (Bolivia).

[0 Organize a half-day event to educate multi-sectoral decision makers at the national
level about the Oaxaca workshop (Bolivia).

O Include leaders from the feminist movement and collaborate with them on projects
given their existing networks (Brazil).

[0 Have a meeting June 1999 with multi-sector agency representatives, psychologists.
and others working in this area to define future strategies for Brazil.

[0 Create awebsite as away of maintaining interest, contact, and sharing of materials.
[0 Createinformal spaces for interaction (encuentro en pasillo) (Mexico).

[0 Seek representation and involvement by rural and indigenous populations of countries
involved (Mexico).

[0 Create a multi-sector network (Brazil and Mexico).
[0 Promote public and private sector institutional collaboration (Brazil and Paraguay).

Programs and Services

[0 Create an interagency committee to lead, plan, and coordinate activities related to
masculinities (Bolivia).

[0 Complete the design for aplan of action (Bolivia).

[0 Identify needs and demands re: masculinities and match these with donor strategies
(Balivia).
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Design a curriculum and methodologies for gender training that are adaptable to the
characteristics of target institutions and populations (Bolivia).

Facilitate exchanges with other organizations (Brazil).

Create a mini-training program on masculinities to form regional resources (Regional
Working Group).

Use Oaxaca workshop as a springboard for additional in-country work on related
themes or issues (Brazil, Mexico, and Paraguay).

Form working groups, by country, to narrow the gap between research and programs
(Regiona Working Group).

Create a nationa committee and have an initia follow-up meeting to establish a
mechanism and set forth a national agenda (Mexico).

Establish stronger collaboration between Government and NGOs (Brazil and Mex-
iCO).

Capitalize on the richness of experiences throughout the region—emulate and adapt
examples of successful programs (Mexico).
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RECOMMENDATIONS

Research and programmatic experience presented at the symposium noted that clinical
services are not sufficient to satisfy men’s sexual and reproductive health needs. Pro-
grams for men must also address each man’'s perceptions of his masculinity, helping him
identify how he arrived at his model and how it influences his behavior with regard to
sexuality, violence, STD/HIV prevention, and fatherhood. This kind of interdisciplinary
approach to services requires further research into religious, political, regional, national,
and cultura influences on gender identity and decision making in sexual and reproductive
health. Service providers should conduct a base-
line study of the specific needs and desires of the
men they hope to reach with their services by =~ One overarching recommenda-
talking with both men and women. An evaluation ~ tion that generated universal
of exigting financia and human resources for re-  €ONsensus is that information
sponding to the needs that emerge might reveal  ©N all aspects of sexual and re-
underused resources that could be devoted to ex- productive health, including
panding a program to serve men. Such an evalua- > 2/HIV prevention, should be
tion of resources could also help to define directed to both men and
program priorities and short- and medium-term women.

objectives. Symposium participants also agreed

that service providers can be agents of change by sharing information and exemplifying
the values and behaviors required to negotiate and make decisions, whether on an indi-
vidual basis or between couples.

Participants noted many points that service providers should keep in mind when develop-
ing programs for men. One overarching recommendation that generated universal con-
sensus is that information on all aspects of sexual and reproductive health, including
STD/HIV prevention, should be directed to both men and women.

I nstitutional Changes and Staff Training

[0 Create awareness about how men’s involvement in sexual and reproductive
health benefits women.
Some reproductive health care professionals believe that attempting to create services
for men will use up scarce resources needed for serving women. While it is impera-
tive to safeguard existing services for women, neglecting men and their reproductive
health will bring adverse consequences for both sexes. Women have asserted (most
notably at the ICPD conference in 1994 and Beijing in 1995) that involving men in
reproductive health services is necessary to achieve gender equity and to alleviate
many of the problems that weigh more heavily on women—men's involvement will
reduce the incidence of violence, STDS/HIV, and unplanned pregnancies.

[0 Sensitize service providers regarding men’s reservations about sexual and re-
productive health services.
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Men often have anxieties caused by social forces and traditions that are in opposition
to the use of family planning, just as women did when they were approaching these
clinics for the first time. Men will need the same support as women to overcome what
they have learned and seek reproductive health services.

Build new rules and reationships among staff that offer alter native gender models.

Staff must be comfortable with progressive models of masculinity and femininity, and
they should be role models for each other and their clients.

Conduct values clarification work with providersto help them understand their
own biases about certain clients.

Participants acknowledged that clinic staff tend to have negative attitudes about
working with adolescents and that, in some cases, they question men’'s presence in
clinics. Service providers should be receptive, respectful, and responsive to al clients,
whether they are men, women, or adol escents.

Change theimage of health institutions as “ female spaces.”

Men may be reluctant to visit sexua and reproductive hedth clinics because they
think of them as places for women. The environment in clinics must be appropriate
and welcoming for both sexes.

| dentify emerging issues.

Analyze the results of academic studies in order to apply findings to service delivery
settings. There may be many ideas for programming embedded in existing research
results.

Program Design

U

Develop integrated health services for men.

Providing only vasectomy and STD/HIV prevention services is usually not adequate
to address men’'s sexua and reproductive health needs. Services should develop
strategies that acknowledge the obstacles to men’s involvement in their sexual and
reproductive hedth and in that of their partners, and should offer men a holistic ap-
proach to understanding and acting upon their myriad needs in a way that also re-
Spects women'’ s needs.

Seek men wher e they congregate.
Sometimes, especialy when a program is just beginning, it is most effective to reach
men in places outside the clinic, such as in the workplace or at union meetings.

Provide men with a private space for reflection.

Participants agreed that it was important to work with organizations and in places
where men congregate (e.g., fathers clubs, community groups, sporting events,
workplace events) and to train staff to work with men and offer them a private space
to reflect on their own models of masculinity. Writing autobiographies, diaries, or di-
rected life stories are just some examples of ways in which men can begin to reflect
on their perceptions of masculinity and question all behavioral norms prescribed by
the hegemonic model of masculinity.

Facilitate group work with men.



Severa programs (e.g., BEMFAM, ReproSalud) show that working with men in a
small, nonthreatening group setting is effective. Men are more likely to express alter-
native values and talk about their fears and pressures in a secure environment, free of
criticism. They can aso begin to devise collective solutions to these issues and be-
come role models for progressive life styles in their communities.

Design services that attract men without reinforcing the hegemonic model of
masculinity.

Attracting men to services by promoting characteristics, such as virility and omnipo-
tence, that are associated with the hegemonic model is likely to strengthen this model.
Services should instead appea to the side of men that is often most difficult for them
to express: their emotions, fragility, uncertainties, and fears.

Encourage women to invite their partnersto health services.

While men may be hesitant about seeking sexual and reproductive heath services,
their partners might be influentia in
convincing them to do so. Programs that
treat couples might provide men with
their first opportunity to care for their
own health. Providers should encourage
and be receptive to men’s constructive involvement in sexual and reproductive health,
while giving women'’s decisions a priority.

“Profamilia supports the woman’s
decision if there is a conflict be-
tween a couple.”

— Maria Isabel Plata

Include adolescent malesin the design and development of programs.
Adolescents are often more open to change than adults, but they need to be
exposed to alternative models of masculinity. Just like adult men, adolescent males
need a nonthreatening group space where they can express their feelings with peers.
One way to provide this space is for adolescents to be involved in the design and
management of programs. Some have found peer mentoring to be an important
mechanism, for example.

Promote collabor ative efforts.

Linking with governments, NGOs, and community organizations to create and im-
plement programs enables such networks to pool resources, avoid duplication and
reach a wider audience. Collaborating on evaluation with organizations that have ex-
perience in working with men and may have tools to share would assist in the docu-
mentation of impact.

Evaluation

U
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Explore the quantitative data that already exist (on pregnancy, cervical cancer,
etc.) and their implications for measuring male involvement and the potential
benefits for women and children.

Many women are asking service providers to involve men, because they are con-
vinced this strategy will help reduce maternal mortality and improve materna and
child health. These beliefs must be supported by tracking appropriate indicators in or-
der to craft a compelling argument for policymakers, donors, and other audiences.

Design and combine quantitative and qualitative research methodologies that
measur e the impact of programs that involve men in women’s and men’s sexual



and reproductive health, as well as the impact of such programs on gender
equity.

|EC Campaigns and Public Policy

U

Design campaigns and educational materialsthat specifically target men.
Materias should include messages of concern to men and be available to men in the
places where they congregate: military posts, bus and train stations, male bathrooms,
bars, offices, factories, etc. Content should not promote dominant stereotypes of gen-
der roles.

I ncor porate men into all aspects of sexual and reproductive health campaigns.
Men should be involved in the design, implementation, and evaluation of IEC cam-
paigns, including those that are often considered to be “women’s’ issues, like mater-
nal mortality and cervical cancer.

Raise public awar eness of men’sreproductive health issues.

Many of the issues that men need to address in sexual and reproductive health have
been considered taboo. Bringing issues like performance, impotence, and fear of los-
ing an erection into the public sphere of discussion can help men come to terms with
these issues.

Introduce, support, and strengthen legislation that promotes gender equity.
Service providers should promote laws against domestic violence, and they should
spread knowledge of these laws and punishments. In some cases, it is aso necessary
to work to annul patriarchal and archaic laws that legitimize and perpetuate domestic
violence (e.g., in Nicaragua, where adultery is penalized when committed by a
woman but not by a man).
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CONCLUSION

In a world in which “man is a synonym for humanity,” involving men in sexual and re-
productive health also requires addressing historical, cultural, religious, and economic
paradigms that are male centered (Figueroa). Clearly, historical and socia forces play an
important role in promoting the idea that men are inherently violent, when research indi-
cates that men are not born violent but become so to conform to the hegemonic construct
of masculinity (Montoya).

The implications and repercussions of changing accepted norms in behavior, attitudes,
strategies, and even language used among professionals and with clients, permeated al
aspects of the symposium. Dr. Sanhueza summarized some of the myths that must be
challenged to build a gender-equitable world:

It's easy to accept social norms. It's dangerous to depart from firmly es-
tablished norms...to accept that men cry, are doubtful and fearful...as well
astender and affectionate...behaviors they have difficulty showing.

As fathers become more comfortable in sharing parenting, mothers have to give them
space to be with their children. Employers have to provide more flexibility to workers so
they can carry out family responsibilities. Messages about contraception and children
should be directed toward both men and women (Working Group on Fatherhood and
Working Group on Conceiving Programs for Men).

The discussions held among a hundred participants for four days only scratched the sur-

face of understanding masculinities, sexualities, violence, and fatherhood. This was true
in spite of the fact that a number of participants were familiar with the deliberations of
two previous conferences in the region that focused on the same topics. Since the objec-
tive of this meeting was to move from research to action, participants faced the challenge
of implementing programs that incorporate preliminary research results and innovative
ideas that lack evaluation. They also agreed that program implementation requires deter-
mining the information required to work effectively and defining the appropriate criteria
to conduct meaningful assessments.

Presentations and informal discussions underlined the absence of research on domestic
violence and fatherhood as well as the dearth of programs that address these topics. Thus,
participants concluded that there is a pressing need for studies and mechanisms to reduce
gender violence and to work with men and women to facilitate more equitable sharing of
family planning and parenting responsibilities.

Participants also became acutely aware of the complexity of masculinities and sexualities
as these were discussed in great detail. The intricacies within each theme involve offering
aternatives to long-established behavioral scripts. Since it is during adolescence that
people form their identities, including their sexuality, participants agreed that working
with adolescents is essential. They aso recognized that the issues addressed in separate
panels are interlinked.
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The country action plans reflect a general agreement on the necessary initial steps toward
program implementation: further discussion and more research and concerted efforts to
cross traditional boundaries by reaching out to collaborate with new partners. The major-
ity of the country plans include intentions to hold countrywide meetings to discuss
themes presented at the symposium that are of particular interest to a given country and
to consider program priorities within each country.

In addition, participants became keenly aware of norms they readily accept, but need to
guestion in their daily lives, as professonas, as men, women, husbands, wives, mothers,
fathers, sisters, and brothers—as individuals, in their daily routines. Dr. Pollack gave the
following example:

When | find mysalf next to women dying in labor, dying because of lack
of care or the impossibility of arriving at the hospital on time, | see a man
in pain, because he may have been a barrier. Either because he couldn’t
get her to the hospital quickly, or he didn’'t support her use of contracep-
tives, or he himsdlf did not have access to family planning to prevent this
labor, the one that takes her life.

The lessons learned by each participant, the energy, motivation, dedication to gender eg-
uity, enthusiasm, and optimism about the work that lies ahead, and the tears and laughter
shared during these four days cannot be adequately captured in this summary.
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Appendix A
Abstracts of Presentations

Pand 1: Masculinities
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Richard Parker, Columbia University, USA. “Masculinity, the Male Body, and
Erotic Desire.”

One of the biggest challenges for sexua and reproductive health care service provid-
ers is a movement from a biomedical vision to a more sociocultural vision that incor-
porates ideas about gender, sexuality, and masculinity into their programs. Sexuality
is a socid, cultural, political, and economic construct that not only reflects society,
but also produces society. Sexuality can be compared to cuisine: every culture has its
own tastes and practices that cannot be explained biologicaly; rather, they are created
collectively and adapted individually. Desire and the parts of the body which are
eroticized are also sociocultural constructs, as are sexua scripts that are internalized
and then assumed to be universal. Sexua and reproductive hedth care service provid-
ers must reevaluate their services, taking into account the social and cultural construc-
tions of sexuality.

José Olavarria and Teresa Valdés, FLACSO, Chile. “ Studies of Masculinitiesin
Latin America: Issuesfrom the International Agenda.”

This paper provided an historical and theoretical synopsis of current knowledge of
masculinity. The paper included a definition of the hegemonic model of masculinity
and concludes that this is a painful and costly model for men to try to emulate. Most
men cannot live up to it—there are “masculinities.” Nevertheless, many of the princi-
ples in the normative model hinder men from adopting behaviors required in a world
where women are diversifying their roles. Since masculinity is defined in direct oppo-
gtion to femininity, as women's responsibilities in the workplace, the community,
and the home change, so must men’s.

Juan Guillermo Figueroa Perea, Colegio de M éxico, Mexico. Commentator.

In his commentary, Figueroa reflects on how masculinity is interpreted when it is re-
lated to sexual and reproductive health. He proposes the need to systematize the stud-
ies done on men, and mentions the need to focus on new paradigms and gender
perspectives. He identifies five modds for the interpretation of masculinity: Demon-
ized; victimized; autoflagdlated; socialy conditioned but pardyzing because of its
complexity; and socialy conditioned but recognizing possible changes throughout its
history. The latter model is the most promising, for it not only alows us to identify
sexism in practice, but aso in the norms reproduced by different social acts as well as
the institutions with whom they are permanently related. In his opinion, sexual and
reproductive hedlth is based in multiple relations of power: Power that shapes en-
counters between genders, and power that legitimizes some disciplines and appoints
institutions to address these issues.



Panel 2. Masculine Sexuality: Youth

Rosanna Gregori, ECOS, Brazil. “ Sexuality and Adolescent Males.”

Workshops conducted by Estudios y Comunicacién en Sexualidad y Reproducion
(ECOS) gave adolescent males a space to discuss their questions about sex and sexu-
aity. These workshops became a springboard for deconstructing models of masculin-
ity, gender roles, and sexuality. They found that adolescent males sexudity is a
product of their model of masculinity, incorporating ideals of conquest, superiority,
heterosexuality, and the need to be more experienced than women in sex. It was also
found that adolescent males demonstrate a lack of knowledge about sex, sexuality,
and reproduction. They tended to equate sex with sexuality and demonstrated an atti-
tude of omnipotence and distrust. When they began to feel more comfortable in the
workshops, they expressed doubts and concerns about sex, STDS/HIV/AIDS, preg-
nancy, and contraception. In their relationship with their bodies, they tended to over-
value the penis. An intense homophobia kept them from expressing affection
physicaly or even looking at the bodies of their peers. When provided with a relaxed,
nonthreatening atmosphere, adolescent males are very interested in discussing issues
of sex and sexuality, even if they are shy about it in the beginning. Adolescents re-
spect direct and clear language, and need programs that will address their sexuality
and feelings aswell as STD/HIV prevention and contraception.

Gary Barker, Chapin Hall Center for Children, USA. “Multiple Paths toward
Change: Progressive Men in a Macho World.”

The intent of Barker’s paper was to present various possibilities for educators, activ-
ists, and service providers to work with men in convincing them to adopt more pro-
gressive attitudes and behaviors. After defining the characteristics of a progressive
male and reviewing theories of male development, including male identity in infancy
and adolescence, Barker challenged some of these theories. He suggested alternative
ways through which males can hold on to behaviors they exhibit as children that fos-
ter the evolution of progressive men.

Barker cited results of qualitative studies done with adolescents who are asked to de-
fine their views of masculinity, reproductive hedth, pregnancy, attitudes toward
women, and gender violence. He used the results of these studies to underline that
within each focus group he found one or two progressive male adolescents. Baker de-
fined the experiences that lead these young men to challenge the hegemonic model of
masculinity and adopt aternative behaviors. He suggested that these situations pro-
vide important clues about how to foster progressive males.

Panel 3: STDYHIV/AIDS

Ney Costa, BEMFAM, Brazil. “Integration of HIV/STD Prevention in Family
Planning.”

Based on past experiences BEMFAM has in this area, Ney Costa presented a frame-
work for integrating prevention into family planning services. He found that the inte-
gration strategies had positive effects on the overal quality of service at the clinics,
and produced concrete changes in behaviors and capabilities of BEMFAM personnel.

40



41

Some initid obstacles included the stigma against STD services, a reduced amount of
resources for family planning services, resistance to talking about sexuality, and the
resistance of men to participating with their partners. He suggested the following
points to overcome these obstacles. compile and spread information about STDS/HIV
in Brazil as reference material; discuss the vulnerability of women and adolescents;
conduct sengitization activities; and develop an institutional commitment to integra-
tion.

Intervention Project with Men

BEMFAM actively promoted the participation of men in sexua and reproductive
health services provided by its clinics by offering new services specific to men's
needs. An STD/HIV prevention effort with men was carried out through all-male fo-
cus groups. In the sessions, men were encouraged to reflect on the sociocultural de-
terminants of their behavior, to discuss the issues that interfere with their practice of
safer sex, and to try to define collective solutions that would lead to a more wide-
spread acceptance of condom use. Men expressed their acceptance of the use of con-
doms as a contraceptive in stable relationships and as an STD/HIV prevention
measure in casual sexua relationships. Some obstacles to the practice of safer sex
among men were the following: a feeling of strength and immunity, the perception
that condoms reduce sensitivity and pleasure, the fear of losing an erection, the belief
in risk groups (as opposed to risky behavior), the high cost of condoms, and the inse-
curity about negotiating condom use with a partner. Giving men a space (apart from
sexual and reproductive hedth clinics) to talk with other men about their sexuality,
values, myths, and preconceptions is essential to working with them on prevention.

Roberto Granulles (with Mabel Bianco, Maria Inés Re, and Laura Pagani),
FEIM, Argentina. “Argentine Adolescents Teen Male Experiences in STD and
HIV/AIDS Prevention.”

Through working with adolescents in Buenos Aires on HIV/STD prevention, the
Fundacion para Estudio e Investigacion de la Mujer (FEIM) discovered that young
men need a space where they can talk about their fears and difficulties in relating to
women and in identifying with the machista paradigm. According to this paradigm,
men are expected to be more sexually active and experienced than women, which
leads many adolescent males to initiate sexual relations, often with prostitutes, at an
earlier age than their female peers. They fed that they must aways be prepared to
have sex or engage in risky behavior in order to prove their virility. Further, the para-
digm teaches adolescent males not to show their emotions, needs, or feelings. These
internalized characteristics are evident in focus group work. As knowledge about
STDS/HIV does not necessarily mean that people will practice safer sex, it is apparent
that any strategy for working on prevention must include more than rational argu-
ments about protection. Strategies for men must also take into account factors that are
related to paradigms of masculinities. For example, for a man to protect himself, he
must first be able to perceive himself as vulnerable and as a caretaker, qualities that
he may associate only with women. Training peer educators to work with youth and
training adults about sexuality and prevention are important for prevention programs
for adolescents.



Panel 4: Masculine Sexuality: Programmatic Strategies

Debbie Rogow, USA. “Masculine Sexuality and Use of the Condom and With-
drawal.”

Historically, academics, service providers, and individuals have emphasized the con-
cept of pleasure within masculine sexuality. However, we tend to ignore the impor-
tance of performance within that same sexuality. This imbaance has tremendoudly
distorted the ways in which we research, offer, and discuss such male methods of
contraception as the condom and withdrawal. This focus on masculine pleasure has
caused us to discount and misrepresent such methods as the condom and withdrawal,
the latter of which is more prevalent and effective than the mgority believe. In order
to expand the range of options offered to clients and to respond to the needs of such
populations as adolescents who are aready using these methods, we are obliged to
provide the correct and documented information about them. We must aso start to re-
search male methods with a special focus on the role of pleasure and performance in
masculine sexuality.

Oscar Contreras, ReproSalud, Peru, and Benno de Keijzer, Salud y Género,
México. “ReproSalud and Manuela Ramos: A Collabor ative Project.”

During ReproSalud and Manuela Ramos' collaborative project to improve the repro-
ductive health of women in rural and suburban Peru, the female participants assessed
their own health needs and priorities. One of the priorities assessed was the need to
involve their husbands in the project. ReproSalud piloted a series of workshops in or-
der to work with men on the following five magjor topics: (1) the male role in power
relations, (2) male participation and responsibility in reproductive health, (3) knowl-
edge of the body and its care in reproductive health, (4) male violence and sexua and
reproductive rights, and (5) the advantages from a change in gender relations. The
workshops trained peer educators who replicated the activities they learned with other
men in the community. Challenges included the predominance of sexist male attitudes
towards women and a fear of condoms and vasectomy. Opportunities included the
male desire to learn, support for contraception, and a willingness to participate in a
project run by community women.

Maria Isabel Plata, Profamilia, Colombia. “Programs for Men: The Experience
of Profamilia-Colombia.”

In following the model of PROPATER in Brazil, Profamilia has recently expanded
the range of its services to include services for adolescent men. The services offered
include urology, infertility, sexual therapy, general medicine, laboratory tests, outpa-
tient surgery, STD treatment, and family planning. Plata emphasized the importance
of ongoing evaluation of services to reassess perspectives and assumptions and assure
quality improvement. She proposed a new paradigm of sexual and reproductive health
that targets both men and women in an effort to revise existing interpretations of
sexuality, relationships, and male perspectives on the value of health. Challenges in-
cluded the predominance of Catholicism and the moralistic view towards sexuality,
machismo, and discriminatory attitudes towards women. Plata acknowledged the
need to simultaneously expand the health care services provided in order to attract
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men and to ensure the sustainability of programs by opening unisex clinics in smaller
towns.

In Brazil, the model of masculinity traps men between the cultural expectations of vi-
rility and transgression. The concept of transgression has both public and private
manifestations. men are expected to act out of cultural norms both in public (sa-
canagem) and in private (within their own four walls) to prove their masculinity.

Pand 5: Violence

Oswaldo Montoya, Puntos de Encuentro, Nicaragua. “ The Conclusions of the
Working Group on Masculinity and Violence.”

Montoya reported on a set of recommendations to address the issue of men and vio-
lence. The recommendations were developed by a group of 10 members from differ-
ent countries in Latin America during a conference sponsored by FLACSO in
Santiago de Chile. The first task of the group was to agree on some fundamental
premises related to masculinity and violence. The group offered recommendations in
four categories. consciousness-raising and prevention, public legisation and policies,
intervention programs, and research proposals. The task ahead is to implement these
recommendations throughout Latin America.

José Aguilar Gil, Mexfam, Mexico. “ The Qualitative Evaluation of La hora del
amigo.”

Aguilar introduced the video La hora del amigo, which was produced with the
support of 1PPF. Aguilar spoke of the difficulties of producing a video that does not
stigmatize men, yet addresses the difficult issues related to men and masculinity.
The video consists of many vignettes of experiences of Mexican men. The issues
addressed in the video are varied and include domestic violence, sexua harassment,
alcohol abuse, relationship issues, fatherhood, and sexuality. Mexfam measured the
usefulness of the video through two means. First, group discussions about the video
were conducted to qualitatively measure viewers reactions and perceptions of the
video. Second, an educational session using the video was evaluated. The findings
from these groups indicated different perceptions between some men and women.
Different perceptions based on different age groups also surfaced. For example, most
young men acknowledged that the myriad of issues presented in the video were real
problems that people deal with on aregular basis, while many older men insisted that
these issues did not occur in their neighborhoods.

Panel 6: A New Paradigm of Masculinity
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Juan Carlos Hernandez, XochiQuetzal, Mexico. “ Familial Construction.”

Herndndez provided an overview of the work XochiQuetzal does to build democratic
families based on gender equality in which members have a right to be themselves
and enjoy “responsible pleasure’—that is, enjoy themselves as long as it is not harm-
ful to others or themselves. Hernandes placed this work in the “cultura mortificante,”
a culture that relies on fear, ignorance, and shame and counts on men, as fathers, to
enforce the orders. Hernandez concluded that, as a consequence of being the police-



men of the culutra mortificante, men cannot enjoy paternity. He then illustrated some
of the exercises men and women do in “schools for mothers and fathers’ where they
are presented with alternative options, such as making democratic decisions, based on
rules established by the family and consensus reached within the family.

Panel 7: Strategiesfor Including Men in Reproductive Health Programs

Fredy Hernan Gomez Alcaraz, Universidad Nacional de Colombia, Colombia.
“Service Providers in Sexual and Reproductive Health and Decision-M aking by
Couples, Profamilia, Colombia.”

Using the Colombian social and political context as a backdrop, Gémez Alcaraz
looked at how service providers have started to consider interpersonal communica
tion, as well as cultural and institutional factors, in developing the content of their
program strategies. Using the experience of Profamilia in providing vasectomy ser-
vices and placing specia emphasis on male participation, he suggested that service
providers create a space for legitimization of ethical precepts and moral models that
are transmitted by providers to clients. This transmission influences the socia signifi-
cance placed upon these same decision and communication processes between cou-
ples. Interpersona relationships occur within the process of providing services.
Intervention by service providers into the persona realm of individuals is guided and
legitimized by technical and scientific knowledge in terms of the medica establish-
ment’s understanding of sexuality and reproduction. This process necessarily intro-
duces concepts and values regarding the human body, the construction of generic
identities, and relationships between men and women, and it has the effect of trans-
forming the population into potential users of family planning methods and services.
Gomez Alcaraz also made the suggestion that service providers are in constant inter-
action with their socia, political, and economic context given that the products, pro-
grams, and services they provide are subject to the legal constitutional framework of
the health, justice, and education sectors.

Francisco Cervantes Islas, CORIAC, Mexico. “Paternity as a Process of Reflec-
tion and Change within Men.”

In his presentation, Cervantes Idas looked at the construction of paterna identity in
men within the context of social dilemmas and factors. He considered the premises
and strategies that have been promoted by CORIAC to foster a more pleasant and par-
ticipatory fathering experience for men. In addition, he included some personal re-
flections on his experiences as a father to suggest various analytical links with which
to approach the construction of paterna identity. Cervantes Islas challenges the audi-
ence to change the way it looks at paternities within the context of changing sexua
roles and macro- and micro-social transformations whereby the role of women, mas-
culinity, economic capacity, assimilated values, education, and individual characteris-
tics al combine to form different childrearing practices. He suggested the following
methodologies to increase men’s active participation in childrearing: (1) interventions
that progressively and regularly question traditional, authoritarian paternal roles and
practices; (2) the promation of paternity, not as an obligation, but as a right of men, to
strengthen its social image as well as emphasize the needs and commitments that men

44



45

have as fathers; and (3) for educators/facilitators, he recommends “re-signifiying” the
concept of education from guide to support for growth, in and of itself. The objective
of these recommendations would be the creation of more affective, democratic, and
open value systems based on reflexive processes that lead to the rational practice of
respect within the family unit, such that paternaje would be expressed through empa-
thy and nonviolence.

Milton Cordero, Profamilia, Dominican Republic. “Incorporating Men into Re-
productive Health: Hombre ponte en eso.”

Milton Cordero presented the experience of Profamilia-Dominican Republic in reach-
ing out to Dominican men to increase men's protection against STDYHIV as well as
to increase the use of family planning methods by men. In order to achieve these
goals, Profamilia designed a multimedia (radio, television, print) campaign to foster a
socia environment conducive to men’'s constructive involvement in reproductive
health. It pursued a variety of activities in its strategy: interagency collaboration, ser-
vice and |EC committees, training of service providers, and monitoring and evalua-
tion studies. The media campaign was modestly successful in reaching the intended
audience (76.7% of men surveyed had seen a TV spot/51.4% of men surveyed had
heard a radio announcement). Even with wide exposure, men still struggled with re-
lating family planning with STD protection. Dr. Cordero cited important lessons
learned from the project to help guide future media campaigns. The dogan itself
“Hombre Ponte en Eso,” was not clearly linked enough with the concept of men par-
ticipating in family planning/reproductive health. Also, future campaigns would bene-
fit from community support through the training and usage of educational materials.

Katia Ratto, Maternidade Leila Diniz, Brazil. “Male Participation during Preg-
nancy and Birth.”

Based on field study research conducted at the Maternidade Leila Diniz (MLD) birth-
ing center, the first public institution in Brazil to offer “accompanied birth” to expec-
tant mothers, Ratto presented the experiences of the MLD with male participation
during pregnancy and birth. She began her presentation with a discussion of the cul-
tural definition within Western civilization of labor and birth as medical, not natural,
events, which has made them alien to the actual life experience of common people.
This results in the creation of a detrimental birthing environment lacking in human
warmth and emotional support for the expectant mother, as evidenced by hospital
practices (e.g., C-sections and the use of forceps) and attitudes of service providers
that prevent a mother’s early interaction with her newborn. If this situation excludes
mothers, then it is certainly the case that fathers are excluded even more. Ratto argues
against Western theories of early childnood development that place primacy on the
role of the mother, and notes the “psychological re-adaptation necessary by both fa-
thers and mothers as they integrate the roles of children and conjugal partners with
that of future parents’ (Y ogman, 1980). Indeed, psychological studies indicate that fa-
thers interaction within the triad demonstrates that they play a more active role than
the stereotype of “fathers as passive participants’ suggests. Ratto found that during
the first year of the MLD’s “accompanied birth” initiative, hospital staff demonstrated
some resistance to the idea but that acceptance, approva and demystification of the
concept of “accompaniment” was achieved over time. The MLD model is being rep-



licated in other institutions in Rio de Janiero. It is hoped that this birthing center
model, which seeks a greater physical and emotional incorporation of fathers, can be
expanded to other institutions throughout Brazil.
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Appendix B
Agenda

Male Participation in
Sexual and Reproductive Health: New Paradigms

Day 1

Saturday, October 10

9:00-5:00pm Arrival and Registration

6:00-8:00pm I nauguration
Master of Ceremonies. Humberto Arango, IPPF/WHR
Dr. Gregorio Pérez Palacios, General Director of Reproductive Hedlth,
Ministry of Health, Mexico
Dr. Amy E. Pollack, President, AV SC International
Dr. Hernan Sanhueza, Regiona Director, |PPF/WHR
Dr. Rainer Rosenbaum, Representative, UNFPA, Mexico

8:00-10:00 p.m. Welcome Cocktails and Buffet

Day 2

Sunday, October 11

7:00 am. Buffet Breakfast
El Tule Restaurant

8:45-9:00 am. Announcements

I ntroduction to the Symposium
Judith F. Helzner, IPPF/WHR

9:00-10:45 am. Panel 1: Masculinities-History, Theory, and Definitions
Moderator: Javier Alatorre, INSP, Mexico

José Olavarria, FLACSO, Chile

Richard Parker, Columbia University, USA

Commentator: Juan G. Figueroa, Colegio de México, Mexico
11:15-12:30 p.m. Discussion

12:30-2:30 p.m. Lunch
El Tule Restaurant



Day 2 — continued

2:304:30 p.m. Panel 2: Masculine Sexuality: Youth
Moderator: Luz Helena Monsalve Rios, Ministry of Health, Colombia

Rosana Gregori, ECOS, Brazil

Gary Barker, Chapin Hall Center for Children, USA

Discussion
4:30-5:00 p.m. Break
5:00-6:30 p.m. Panel 3: STDYHIV/AIDS

Moderator: Consuelo Judrez, AV SC International, Mexico
Ney Costa, BEMFAM, Brazil

Roberto Granulles, FEIM, Argentina

Discussion

7:00-9:00 p.m. Guelaguetza Dinner
Hotel Victoria Garden

Day 3
Monday, October 12
7:00 am. Buffet Breakfast
El Tule Restaurant
8:30-8:45 am. Announcements
8:45-10:45 am. Panel 4: Masculine Sexuality: Programmatic Strategies

Moderator: Alcides Estrada, AV SC International, Colombia
Debbie Rogow, USA

Benno de Keijzer, Salud y Género, Mexico and
Oscar Contreras, ReproSalud, Peru

Marialsabel Plata, Profamilia, Colombia
Discussion

10:45-11:00 am. Break/Group Picture
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Day 3 - continued
11:00-1:00 p.m.

1:00-2:30 p.m.

2:304:45 p.m.

Small Working Groups

Designing a Program for Men
Parameters of Adolescents Programs
Men and Contraception

Men and STD/HIV Prevention

Mass Media, Part |

Clinicsfor Men

7
0’0

X3

S

X3

S

X3

%

X3

%

X3

%

Lunch
El Tule Restaurant

Panel 5: Violence
Moderator: Margareth Arilha, ECOS, Brazil

Oswado Montaya, Puntos De Encuentro, Nicaragua

Presentation of the results from the evaluation of the video La hora
del amigo. José Aguilar Gil, Mexfam, Mexico

Discussion

Free Night
Free time in Oaxaca

Day 4
Tuesday, October 13

7:00 am.

8:30-8:45 am.

8:45-10:00 am.

10:00-11:15 am.

11:15-11:30 am.
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Breakfast Buffet
El Tule Restaurant

Announcements

Panel 6: The New Paradigm of Fatherhood
Moderator: Ivan Prudencio, |PPF/WHR, Bolivia
Juan Carlos Hernandez, X ochiquetzal A.C., Mexico

Discussion

Panel 7: Strategiesto Involve Men in Reproductive Health
Programs

Moderator: Gonzalo Perez Benavides, Psychologist, Chile
Francisco E. Cervantes Idas, CORIAC, Mexico

Fredy Gomez, National University of Colombia, Colombia
Discussion

Break



Day 4 - continued

11:30-1:00 p.m. ...Continuation
K atia Ratto, Maternidade Leila Diniz, Brazil
Milton Cordero, Gynecologist, Dominican Republic
Discussion
1:00-2:30 p.m. Lunch
El Tule Restaurant
2:304:30 p.m. Small Working Groups
+ Masculinity and Fatherhood
+« Mae Involvement in Pregnancy and Childbirth
+ Reproductive Health ServicesGender Equity in Reproductive
Health Services
% Violence
% Mass Media/lEC Campaigns, Part |1
4:30-5:00 p.m. Break
5:00-6:30 p.m. Poster Session
Visual exhibition of projects and programs with ingtitutional
representatives present to answer questions
6:30-8:00 p.m. Video Viewing
Organizations will have the opportunity to show their videos
Free Night
Day 5
Wednesday, October 14
7:00 am. Buffet Breakfast
El Tule Restaurant
8:30-8:45 am. Announcements
8:45-11:15am. Country Action Plans

Groups made up of representatives from each country or region

Objectives:

(1) To give the participants the opportunity to learn what other
institutions in their country are working on

(2) To foster communication and collaboration between institutions
to maximize regiona resources
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Day 5 - continued
11:15-11:30 am. Break

11:30-1:00 p.m. Panel 8: The Challenge of Funding
Moderator: Cynthia Steele, AV SC International, New Y ork

Lucille Atkin, Ford Foundation, Mexico

Belkys Mones, UNFPA, Chile

AnaluisaLiguori, MacArthur Foundation, Mexico
Carlos Gonzélez, Schering, Colombia

1:00-3:00 p.m. Lunch and Closing Ceremonies
Master of Ceremonies: Alfonso Lopez Juarez, Mexfam, Mexico
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Participant Contact List

Participant

Title

Institution

Address

José Aguilar Gil

Consultor

Mexfam

Juérez 208 Tlapan

México DF 14000 MEXICO

Tel: (525) 573-7100/ 573-7070
Fax: (525) 573-7070

e-mail: jaguilarg@correoweb.com

Esperanza Aguilar
Rodriquez

Capacitadora

Dirrecion Genera de
Poblacion

Alamos No. 607, Col Reforma
Oaxaca, Oaxaca MEXICO
Tel: (951) 32522

Fax: (951) 33221

Javier Alatorre Rico

Programa Universitario
de Estudios de Género,
UNAM

Copilco 300 edif 12-504

Col. Copilco Universidad, Coyoacan
México, DF CP 04360 MEXICO

Tel: (525) 658-9438 / oficina: 628-0020
Fax: (525) 628-0019

e-mail: jarico@servidor.unam.mx

Maria José Alcala

Program Officer

UNFPA

220 East 42™ Street

New York, NY 10017 USA
Tel: 212-297-5193

Fax: 212-297-4906

e-mail: alcala@unfpa.org

Evelyn Aldaz Vélez

Consultora

AV SC International
México

Ometusco No.34-7, Col. Hipédromo
Condesa, México, D.F. C.P.06100
Tel: (525) 211-1095

e-mail: aldaz@servidor.unam.mx

Mayda Alvarez Suérez

Directora

Centro de Estudios de
laMujer

Paseo No. 260 esquinaa 13
Vedado-La Habana CUBA
Tel: (537) 552-779

Fax: (537) 333-019

e-mail: fmccu@ceniai.inf.cu

Humberto Arango

Senior Program Ad-
visor

IPPFWHR

120 Wall Street, 9" floor

New York, NY 10005-3902 USA
Tel: (212) 248-6400

Fax: (212) 248-4221

e-mail: harango@ippfwhr.org

MariadelalLuz Arceo

Coordinacion de Sa-

Instituto Mexicano de

Mier y Pesado 120

Santamaria lud Reproductivay | Seguridad Social Col. Del Valle
Materno Infantil (IMSS) México, D.F. CP 03100 MEXICO
Tel: (525) 543-5361 / 536-8722 ext.209
Fax: (525) 536-8861
Margareth Arilha ECOS Rua Tupinambés 239

Paraiso Sao Paulo 04104-080 BRASIL
Tel: (55)11-570-9258

Fax: (55)11-573-8340

e-mail: ecos@uol.com.br
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Director
Ejecutivo
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Gregorio Escobedo 115

Jesus Maria

Limal1ll PERU

Tel: (511) 261-2670 / 261-5522
Fax: (511) 261-7885

e-mail: daspilcu@INPPAR.org.pr

Lucille Atkin

Senior
Program Officer

Fundacién Ford -
México

c/o Ford Foundation (Mexico pouch)
320 East 43rd Street

New York, NY 10017, USA

e-mail: latkin@fordfound.org

Ana Avalos de Brunet

Centro Paraguayo de
Estudios de Poblacion

Edificio El Dorado - 8 piso
Juan O'Leary y Manduvira
Asuncién PARAGUAY
Tel: (595-21) 491627

Fax: (595-21) 444842

Humberto Bagquero

Consultor Nacional

UNFPA

Domicilo:

J.M. Guerrero N. 70-143

Urb 23 de Junio-El Condado
Quito, ECUADOR

Tel: (593) 249-1678

Fax: (593) 249-1678

e-mail: baquero@uio.sarnet.net

Gonzalo Bal Aju

Coordinador
Programa de
Salud

Asociacion Renaci-
miento

Patz(n, Chimaltenango GUATEMALA
Tel: (502) 839-8270

Fax: (502) 839-8270

e-mail: asocrenac@pronet.net.gt

Gary Barker

Chapin Hall Center for
Children

University of Chicago

1313 East 60th Street

Chicago IL 60637 USA

Tel: (773) 753-3423

Fax: (773) 753-5940

e-mail:

barker-gary @chmail.spc.uchicago.edu

Lissette C. Berna
Verbe

AV SC International

AV SC International

79 Madison Avenue

New York, NY 10016, USA
Tel: 212-561-8000

Fax: 212-779-9439

e-mail: |bernal @avsc.org

CeliaBenet

SSA

Direccion General de
Salud Reproductiva
(DGSR)

Insurgentes sur 1397

Col. Insurgentes Mixcoac
México D.F. CP 03920
Tel: (525) 598-5895

Pedro Luis Berroa

Profamilia

Calle Socorro Sanchez No. 160
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Santo Domingo

DOMINICAN REPUBLIC
Tel: (809) 689-0141 ext. 236
Fax: (809) 686-8276
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Folha de S8o Paulo
(periodico)
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Tel: (565-11) 224-3205 / 224-3205
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e-mail: cotidian@uol.com.br

Marta Maria Blandon
Gadea

Consultora para
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Fax: (505-2) 770864
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79 Madison Avenue

New York, NY 10016, USA
Tel: (212) 561-8000

Fax: (212) 779-9439
e-mail: pbutta@avsc.org

Carlos Barios

CONAPO

Angel Urraza #1137

Coloniadel Valle

México D.F. CP 03100, MEXICO
Tel: (525) 559-9801

Fax (525) 559-6510

Fabio Castafio

AV SC International
Colombia

P.O. Box 89773

Carrera1l A, no. 90-16

Oficina no. 602

Santa Fé de Bogota, COLOMBIA
Tel: (571) 610-4511

Fax (571) 610-4796

e-mail: fcastano@avsc.org

Dr. Federico Cabrera
Campos/ Angela
Morales Carrasco

Jefade
communicacion so-
cia

Servicios de salud de
Oaxaca

José Priu de Hidalgo, No 207
Col. Emiliano Zapata CP 68050
Oaxaca, Oaxaca MEXICO

Tel: (951) 22116

Fax: (951) 63464

René Castro

Encargado del Pro-
gramade Salud de
laMujer

Ministerio de Salud

CHILE

Tel: (562) 630-0496 / 630-0480
Fax: (562) 630-0507 / 638-2238
e-mail: rcastro@pasteur.minsal.cl
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Francisco E. Cervantes
Idas

CORIAC

Matias Romero #1353-2

Colonia Vertiz Narvarte

México DF 03600 MEXICO

Tel: (525) 604-1178

Fax: (525) 604-1178

e-mail: coriac@laneta.apc.org o
pacocoriac@laneta.apc.org

Amparo Claro

Red de Salud delas
Muijeres Latinoameri-
canasy del Caribe,
RSMLAC

Jofre 0137 - 2° Piso Providencia
Santiago 1 CHILE

Tel: (562) 634-9827

Fax: (562) 634-7101

e-mail: rsmlac@mail .bell south.cl

Oscar E. Contreras
Rozas

Responsible del tra-
bajo con varonesy
adolescentes

Movimiento Manuela
Ramos-ReproSalud

Av. Juan Pablo Fernandini 1550
Pueblo Libre, Lima 21 PERU

Tel: (511) 423-8840

Fax: (511) 431-4412

e-mail: ocontreras@manuela.org.pe

Milton Cordero

Development Associ-
ates

Calle Gilberto Gomez #32
Ensanche Naco, Santo Domingo
REPUBLICA DOMINICANA
Tel: (809) 547-3932 / 540-2599
Fax: (809) 566-2259

Agustin Cuesta

Director
Evduaciony
Programacion

APROFE

Letamendi 604 y Noguchi

Apartado Postal 5954

Guayaquil ECUADOR

Tel: (593) 441-9666 / 441-9668 /
440-0888 / 440-0386

Fax: (593) 441-9667

e-mail: cuesta@aprofe.org.ec

Nora Esther Delgado
de Arguello

Directorade Centros
Regionales

Profamilia

Km 5 Yzarret. A Masaya Fte.

Colegio Teresiano

Managua NICARAGUA

Tel: (505) 278-5629 / 278-0841
(ext.4220)

Tel: (casa) (505) 260-0327

Fax: (505) 277-0802

e-mail: 610arg@ib.wocpm.ni

Javier Dominguez del
Olmo

Oficial de Progra-
mas

UNFPA

P. Masaryk No. 29 Piso 7
Col. Polanco

México DF 11570 MEXICO
Tel: (525) 203-18-74

Fax: (525) 254-72-35

Amos Durosier

Director Ejecutivo

PROFAMIL

8 Rue Edmond L aforest
Delmas 31, Delmas, Haiti
WEST INDIES

Tel: (509) 49-0149

Fax: (509) 49-0149
e-mail: profamil @acn2.net
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Jacqueline Eckhardt

Oficial de Pro-
gramas

UNFPA

P. Masaryk No. 29, Piso 7

Col. Polanco

México, DF CP 11570 MEXICO
Tel: (525) 203-18-74

Fax: (525) 254-72-35

Audrey Elster

Director

Planned Parenthood
Association of South
Africa (PPASA)

P.O. Box 1008 Melville 2109
Johannesburg SOUTH AFRICA
Tel: (27-011) 482-4601

Fax: (27-011) 482-4602

e-mail: audrey@ppasa.org.za

Andrea Eschen

Senior
Director

AV SC International

79 Madison Avenue

New York, NY 10016, USA
Tel: (212) 561-8051

Fax: (212) 779-9439
e-mail: aeschen@avsc.org

Alcides Estrada

Senior
Director

AV SC International
Colombia

Carrera1l A, no. 90-16

Oficina 602

Santa Fé de Bogota COLOMBIA
Tel: (571) 610-4511

Fax: (571) 610-4796

e-mail: aestrada@avsc.org

Juan Guillermo Figue-
roa Perea

El Colegio de México

Camino a Ajusco No. 20
Pedregal de Santa Teresa
México DF 01000 MEXICO
Tel: (525) 449-3000 ext.3068
Fax (525) 645-0464

Maria Rosa Gérate
Delgado

Population Council

Paseo Constancio Bollar 225

El Olivar, Lima 27 PERU

Tel: (511) 442-3679 / 442-0448

Fax: (511) 440-0635

e-mail: pclimamg@amoutp.rcp.net.pe

Franklin Garcia Pi-
mentel

Unidad de Politicas y
Poblacion

Ministerio de Desarrollo Sostenible y
Planificacion

Ave. Arce 2147

LaPaz BOLIVIA

Tel: (591) 231-0646

Fax: (591) 231-0646

Sara Gardner Deputy Director of | AV SC International 79 Madison Avenue
Programs New York, NY 10016, USA
Tel: (212) 561-8076
Fax: (212) 779-9439
e-mail: sgardner@avsc.org
Karen Giffin ENSP/FIOCRUZ Ave. Leopoldo Bulhoes, 1480
Rio de Janeiro, BRASIL
e-mail: karengi @ensp.fiocruz.br
Gonzalo Gonzalez Jefe Depto Ministerio de Salud de | Tel: (507) 262-2010 / 2629005
Prevencion y Con- Panama Fax: (507) 262-1819
trol delas e-mail: procusa@sinfo.net
ETS/SIDA

56




Participant

Title

Institution

Address

Fredy Gomez Alcaraz

Investigador
Asociado, Centro de
Estudios Sociales
(CES)

Universidad Nacional
de Colombia

Carrera50#27-70, Unidad Camilo Tor-
res Blogues5y 6
Santa Fe de Bogota COLOMBIA
Tel: (571) 316-5335/ 316-5000
ext 18603
Fax: (571) 316-5137
e-mail: wayra@colnodo.apc.org

Roberto Gabriel Gra-
nulles

FEIM

Parana 135, Tercero “13”

Buenos Aires, CP 1017 ARGENTINA
Tel: (541) 382-6499 / 442-1640

Fax: (541) 375-5977

e-mail: rgranulles@ciudad.com.ar

Rosana Gregori

ECOS

Rua dos Tupinambaés 239
Paraiso 04104-080

S50 Paulo BRASIL

Tel: (5511) 570-9258
Fax: (5511) 573-8340
e-mail: ecos@uol.com.br

Carlos Manuel Gonza-
lez

Jefe de Segmento
Prevalencia

Quimica Schering, Co-
lombia, SA.

Carrera 33, #18-28

Santa Fé de Bogota COLOMBIA
Tel: (571) 360-1411

Fax: (571) 360-2086

e-mail: carlos.gonzalez@schering.de

Herbert Guzman

Director
Ejecutivo

APROSAI

Col. San Antonio

Callea Volcan No. 26
Axutuxtepeque, San Salvador
EL SALVADOR

Tel: (503) 272-1246

Fax: (503) 272-1246

Judith F. Helzner

Directora de Salud
Sexud y
Reproductiva

IPPFWHR

120 Wall Street, 9" floor

New York, NY 10005-3902, USA
Tel: (212) 248-6400

Fax: (212) 248-4221

e-mail: jhelzner@ippfwhr.org

Juan Carlos Hernan-

XOCHI-QUETZAL

Xalapefios Ilustres 186

dez Meijueiro Centro de Estudios So- | XaapaVeracruz 91000 MEXICO
cidesA.C. Tel: (52-9128) 12-48-78
Fax: (52-9128) 12-48-78
e-mail: xqgcesac@edg.net.mx o
jchermel @edg.net.mx
Juan Alberto Herrera ISSSTE Av. San Fdo 547 2" Piso
Moro Col Toriello Guerrera 14060
México, D.F. MEXICO
Tel: (525) 606-6284
Fax: (525) 606-5573
Andres Herrera Rodri- Departamento de Medi- | Facultad de Ciencias Médicas
guez cina Preventivay Salud | UNAN

Publica

Ledn NICARAGUA
Tel: (505) 311-5612
Fax: (505) 311-5612 / 3110368
e-mail: aherrera@ibw.com.ni o
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saludrepro@unanleon.edu.ni

Consuelo Juarez

AV SC International
México

Avenida San Fernando 96
ColoniaToriello Guerra
Delegacion Tlalpan, 14050
México, D.F. MEXICO
Tel: (525) 666-7285

Fax: (525) 666-6872
e-mail: cjuarez@avsc.org

Benno de Keijzer

Saludy Género

Margarita Maza de Juarez No. 13 Co-
lonia Unidad Jardin

Xaldpa Veracruz 91170 MEXICO
Tel: (52-28) 176-641 / 151-175

Fax: (52-28) 176-641

e-mail: salygen@edg.net.mx

ZhenjaLaRosa

IPPF/RHO

120 Wall Street, 9" Floor
New York, NY 10005, USA
Tel: 212-248-6400

Fax: 212-248-4221

e-mail: zlarosa@ippfwhr.org

Andrew Levack

AV SC International

79 Madison Avenue

New York, NY 10016, USA
Tel: (212) 561-8000

Fax: (212) 779-9439
e-mail: alevack@avsc.org

Analuisaligouri

The John D. and Cath-
erine T. MacArthur
Foundation

Vito Alessio Robles #39-103
Col. Chimalistac

México DF 01050 MEXICO
Tel: (525) 661-2911

Fax: (525) 661-7292

e-mail: aliguori@macfdn.org

Alberto Loaiza Galvan

Centro Medico de
Orientacion y Planifica-
cién Familiar
CEMOPLAF

CEMOPLAF Cueroy Caicedo #258 y
Av. 10 Agosto, Piso 3

Quito ECUADOR

Tel: (593) 223-0519/295-8122

Fax: (593) 295-8122

Alfonso Lopez Judrez

Mexfam

Juérez #208 Tlalpan

México DF 14000 MEXICO

Tel: (525) 573-7100

Fax: (525) 573-2318

e-mail: director@mexfam.org.mx

Maria Lorencikova

Program
Associate

AVSC International
Bolivia

Pasgje Caracas, No. 7

Esquina 6 de Agosto

(Entre Belisario Salinas y Rosendo Gu-
tierrez)

Edificio Gaby, Piso 1

LaPaz BOLIVIA

Tel: (591) 233-44-66

Fax: (591) 233-55-84

e-mail: mlorencikova@avsc.org
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Lucia Lagunes Huerta

Comunicacion e Infor-
macion de la Mujer,

Balderas 86
Col. Centro

A.C. (CIMAC) México D.F. CP 06050 MEXICO
Tel: 510-0085 / 510-2033
Fax: 512-5796
e-mail: cimac@laneta.apc.org
Antonieta Martin Population Communi- | ¢/o PCS

cations Services

Johns Hopkins School of Public Health
111 Market Place, Suite 310
Baltimore MD 21202, USA

Tel: (310) 666-7067

Fax: (310) 666-6872

Angel Luis Martinez

Conerstone Consulting
Group

1311 Sutter Street, Suite 200C
San Francisco CA 94109, USA
Tel: (415) 674-0292

Fax: (415) 674-0299

e-mail: angelm@tppi.net

Juana Josefa Martinez

Asociacion Hondurefa
de Planificacién de Fa-
milia (ASHONPLAFA)

Calle Principal Colonias Alameday
Rubén Dario

Tegucigalpa HONDURAS, C.A.

Tel: (504) 232-3959 / (504) 232-9695
Fax: (504) 232-5140

e-mail: jmartinez@ashonplafa.com

Juan E. Mauricio Pa-

Coordinador del

Ministerio de Salud

Av. Salaverry s/n Cda. 8

chas programa Jeslis Maria
de anticoncepcion Lima 1l PERU
quirergica Tel: (51) 14-423-9768 / 423-1984
(casa) 274-3996
Fax: (51) 14-431-0322
e-mail: dpspf@mimsa.gob.pe
Eliza Mahony AV SC International 79 Madison Avenue
New York, NY 10016, USA
Tel: (212) 561-8056
Fax: (212) 779-9439
e-mail: emahony@avsc.org
Belkys Mones Asesoraen UNFPA Tomas de Figueroa 2451
Género, Poblacion y Vitacura
Desarrollo Santiago CHILE

Tel: (562) 206-6089
Fax: (562) 206-6105
e-mail: belkys@unfpacst.cl

Luz ElenaMonsalve
Rios

Ministerio de Salud de
Colombia

Carrera 13 No. 32-76, Piso 12
Santafé de Bogota COLOMBIA
Tel: 336-5066, ext 1204

Fax: 283-5526

e-mail:

Imonsal @bogota.minsalud.gov.co
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Oswaldo Montoya Te-
lleria

Fundacion Puntos de
Encuentro

Plaza Esparia, 4c abgjo 1c a lago
Apartado Postal RP-39

Managua NICARAGUA

Tel: (505) 266-6233 / 268-1227
Fax: (505) 266-6305

e-mail: puntos@puntos.org.ni

Aurora Mufioz

AV SC International

Avenida San Fernando 96
ColoniaToriello Guerra
Delegacion Tlalpan, 14050
México, D.F. MEXICO
Tel: (525) 666-7285

Fax: (525) 666-6872
e-mail: cjuarez@avsc.org

Martha N. Murdock

Coordinadora de
programas

Family Care Interna-
tional (FCI)

588 Broadway, Suite 503

New York, NY 10012, USA

Tel: 212-941-5300

Fax: 212-941-5563

e-mail: mmurdock@familycareintl.org

Marco Antonio Olaya

Jefe del deporta
mento de Salud Re-
productiva

ISSSTE

Av. San Fernando 547
Col. Toriello Guerra 14060
México, DF MEXICO

Tel: (525) 606-6284

Fax: (525) 606-5573

José Olavarria

Profesor/
Investigador

FLACSO

Leopoldo Urrutia 1950

Nufioa

Santiago CHILE

C.P. 6840423

Tel: (562) 225-9930 / 6955 / 7357
Fax: (562) 274-1004

e-mail: jolavarr@flacso.cl

Ruben Dario Ortiz

Ministerio de Salud

Pettiros y Brasil
Asuncién PARAGUAY
Tel: (595) 21-201-679
Fax: (595) 21-201-679

Adriana Ortiz Ortega

IRRRAG
ASHOKA

Calle Convento No. 34, Casa 37
Col. Santa Ursula, Xitla
México DF CP 14420 MEXICO
Tel: (525) 573-4029

Fax: (525) 573-2364

Oscar Palama Galiana

UNFPA

UNFPA/Guatemala
Apartado Postal 23-A
01909 Guatemala
GUATEMALA

Tel: (502) 337-0108
Fax: (502) 366-5701

Jorge ParraVergara

Director,

Programa Planifica-
cion

Familiar

Ministerio de Salud

Av. Salaverry s/n Cda. 8
Jestis Maria

Limal1ll PERU

Tel: (511) 423-9768

Fax: (511) 423-4077

e-mail: jparra@minsa.gob.pe
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Richard Parker

Columbia University

722 West 168 Street
New York, NY 10032, USA

René Pereira Moratd

Representante en
Bolivia

Family Health Interna-
tiona

Edif. Torre de las Américas Blogque A,
Piso 18, Dpto 1804

Casilla 3380

LaPaz BOLIVIA

Tel: (591-2) 369589

Fax: (591-2) 368358

e-mail: fhi@caoba.entel net

Gonzalo Perez Bena-
vides

Psicologo

Red de Salud de las
Mujeres

Clorinda Henriquez 80

La Reina, Santiago CHILE
Tel: (562) 266-0979

Fax: (562) 277-3517
e-mail: perezb@ia.cl

Gregorio Perez Pala-
cios

Director Generd

SSA

Direccion General de
Salud Reproductiva
(DGSR)

Insurgentes sur 1397-6

Col. Insurgentes Mixcoac

México D.F. CP 03920

Tel: (525) 598-5617 / (525) 598-5182
Fax: (525) 598-6528

e-mail: ppal @cenids.ssa.gob.mx

Ney Francisco Pinto
Costa

Director Ejecutivo

BEMFAM

Ave. Republica do Chile 203/179
Andar Centro

Rio de Janeiro RJ 20031-170 BRASIL
Tel: (55-21) 210-2448

Fax: (55 21) 220-4057

e-mail: ncosta@bemam.org.br

Marialsabel Plata

Profamilia

Cadle 34 #14-52

Bogota COLOMBIA

Tel: (571) 338-3160/ 287-2100
Fax: (571) 338-3159 / 287-5530
e-mail: profamil @colomsat.net.co

Amy E. Pollack

AV SC International

79 Madison Avenue
New York, NY 10016, USA
Tel: (212) 561-8000
Fax: (212) 779-9439

Bertha Pooley

PROCOSI

Av. 20 de octubre 2164
Sopocachi

LaPaz BOLIVIA

Tel: (591-2) 416-061 / 392-481
Fax: (591-2) 374-188

Ivan Prudencio Pel

Representante

IPPF — Bolivia

Av. 20 de Octubre 2164
Casilla Posta 14378
LaPaz BOLIVIA

Tel: (591-2) 416-054
Fax: (591-2) 416-047
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Katia Maria Ratto

Maternidade Leila Di-
niz

Rua Dos Ourives No. 171
VilaProgresso - Niteroi

Rio de Janeiro RJ CEP 24322-510
BRASIL

Tel: (021) 273-7590

Fax: (021) 503-2212

e-mail: kattia@ax.apc.org

BlancaRico

Asesoradel Pro-
grama de Salud

Fundacién MacArthur

Vito Afessio Robles 39-103

Col. Chimalistac

México 01050, D.F.

Tel: (525) 661-2911

Fax: 525) 661-7292

e-mail: brico@supernet.com.mx

Helen Rodriguez Trias

Pacific Institute for
Women's Hedlth

2999 Overland Ave.

Los Angeles, CA 90064, USA
Tel: (310) 842-6828 / 280-0600
Fax: (310) 280-0600

e-mail: hrtrias@piwh.org

Javier Rodriguez Co-
rrales

Colectivo Hombres Sin
Mascaras

c/o PRAIM

Av. Cervantes, Edif. J.M. Zacapa
Apartado Postal 3126
Tegucigalpa HONDURAS

Tel: (504) 232-4934

Fax: (504) 259-3756

e-mail: pram@david.intertel.hn

Debbie Rogow

Consultora Independi-
ente

709 W. Mt. Airy Ave.
Philadelphia, PA 19119, USA
Tel: (215) 242-3383

Fax: (215) 242-1896

e-mail: collage@igc.org

Ricardo Rojas Higuera

Coordinador Pro-
grama

Salud Sexud y Re-
productiva

Secretaria Distrital de
Salud de Bogota
Direccion Salud Pablica

Avenida Caracas No. 53-80
Santafé de Bogota COLOMBIA
Tel: 310-1111 ext. 3212 / 672-5676
e-mail: rrh@lycosmail.com

Délia Rossi

Fundacao Municipal de
Saude de Nitecoi

Rua Marquéz do Parana 191, apo.1003

Fatima Niteroi

Rio de Janeiro, RJ CEP 24030-210

BRASIL

Tel: (565-21) 717-0326 / 717-0326
home / 620-4855 ext.36

Fax: (55-21) 717-7184

e-mail: fundacao@nit.net.com.br

Hernan Sanhueza

Director Regional

IPPFWHR

120 Wall Street, 9" floor

New York, NY 10005-3902, USA
Tel: (212) 248-6400

Fax: (212) 248-4221

Jorge Eduardo Sando-
val Rosales

Gerente Programa
Servicios Rurales

Asociacion Demografi-
ca Salvadorefia

25 Avenida Norte, No. 583
Apdo Postal 1338

San Salvador EL SALVADOR
Tel: (503) 225-0588
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Martine de Schutter AsesoraPrograma | OPS/ OMS 525 23rd St., NW
de Mujer y Progra- Washington, DC 20037, USA

ma Salud Familiar y
Poblacion

Tel: (202) 974-3468
Fax: (202) 974-3671
e-mail: schuttem@paho.org

Bonnie Shepard

David Rockefeller Cen-
ter for Latin American
Studies

61 Kirkland Street

Cambridge, MA 02138, USA

Tel: (617) 495-3366

Fax: (617) 496-2802

e-mail: bshepard@fas.harvard.edu

Rita Ceciliade Silva

Gerente de Progra-
ma

AV SC International
Colombia

P.O. Box 89773

Carrerall A, no. 90-16
Oficinano. 602

Santa Fé de Bogota COLOMBIA
Tel: (571) 610-4511

Fax: (571) 610-4796

e-mail: rdesilva@avsc.org

Cynthia Steele

AV SC International

79 Madison Avenue

New York, NY 10016, USA
Tel: (212) 561-8000

Fax: (212) 779-9439
e-mail: csteele@avsc.org

Angel Luis Terrero

Ave. San Cristobal,
Esqg. Tiradentes

Santo Domingo

DOMINICAN REPUBLIC

Tel: (809) 547-3932 / 563-6740
Fax: (809) 566-2259 / 566-3652

Kathryn Tolbert

Directora Regional
de Género, Familia
y Desarrollo

The Population Council

110 Escondido / Col. Villa Coyoacan
México, DF CP 04000 MEXICO
Tel: (52-5) 659-8537 / 659-8541
Fax: (52-5) 554-1226

e-mail: ktolbert@Ilaneta.apc.org

Marie Antoinette
Toureau

Directora

Konesans
FANMI

104, Ave. Jean Paul Il
Port au Prince, Haiti
WEST INDIES

Tel: (509) 45-2044 / 9191
Fax: (509) 45-9191
e-mail: kf @acn2.net

Teresa Valdés

Subdirectora Aca-
démica

FLACSO-Chile

Leopoldo Urrutia 1950 Nufioa
C.P. 684-0423

Santiago CHILE

Tel: (562) 225-7357

Fax: (562) 274-1004

e-mail: agenero@flacso.cl

Ernesto Veldzquez Pe-
rez

ProgramaNacional Ma-
terno Infantil, Ministe-
rio de Salud y
Asistencia Socia

5 AvenidaNo. 13-27, Zona 9

Ciudad de Guatemala GUATEMALA
Tel:(502) 331-9990 / 362-9980

Fax: (502) 331-8583
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Mary Nell Wegner

AV SC International

79 Madison Avenue
New York, NY 10016, USA
Tel: (212) 561-8000
Fax: (212) 779-9439
e-mail: mnwegner@avsc.org




