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Abstract

Objective(s)—The childbearing needs of people living with HIV (PLHIV) and the experiences 

of healthcare providers serving them are explored. We examine provider and client knowledge and 

views on safer conception methods.

Methods—The study uses exploratory qualitative research to understand provider and client 

perspectives on childbearing and safer conception. Interviews were conducted at 3 sites (1 rural, 2 

urban) in eThekwini District, KwaZulu-Natal, South Africa between May 2011 and August 2012, 

including in-depth interviews with 43 PLHIV, 2 focus group discussions and 12 in-depth 

interviews with providers.

Results—Clients had little knowledge and providers had limited knowledge of safer conception 

methods. While clients were eager to receive counseling on safer conception providers had some 

hesitations but were eager to receive training in delivering safer conception services. Clients and 

providers noted that biological parentage is a major concern of PLHIV. Clients were willing to use 

any of the described methods to have biological children but some expressed concerns about 

potential risks associated with timed unprotected intercourse. Male clients required access to 

reproductive health information.
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Conclusions—Providers need to routinely initiate discussions with clients about childbearing 

intentions. Providers need to be enabled with approved guidelines and training to support client 

access to safer conception methods.
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INTRODUCTION

Supporting the fertility desires and reproductive health needs of people living with HIV 

(PLHIV) is an important reproductive health right and key issue in the HIV prevention 

agenda [1,2]. A growing body of research has demonstrated that many PLHIV wish to (and 

will have) biological children and has established the need for routine safer conception (SC) 

services to reduce associated HIV transmission risks [3–7]. In a context of high HIV 

prevalence, research in South Africa has reported between 29% and 57% of PLHIV desire 

biological children [8–11]. The 2012 antenatal survey reported a national HIV prevalence of 

29.5% among pregnant women with a prevalence of 37.4% in KwaZulu-Natal [12]. Despite 

this, there remains limited understanding of provider perspectives of SC methods, as well as 

what SC methods clients would be willing to utlize.

HIV prevention messaging continues to dominate the reproductive health service landscape 

for PLHIV, with an emphasis on condom use to prevent HIV transmission and to avoid 

unintended conception [13]. Supporting PLHIV to have children without transmitting HIV 

to their partners or future children is largely lacking [10,14,15]. Preventing mother to child 

transmission of HIV (PMTCT) has been an important first step in addressing the risks of 

vertical transmission associated with childbearing [16,17]. A critical next step is addressing 

the risks of horizontal transmission among HIV serodiscordant partners who are trying to 

conceive [6].

In 2011 the South African HIV Clinician’s Society published clinical guidelines 

recommending SC be part of routine HIV care [18]. These guidelines, which have yet to be 

systematically implemented, outline low cost SC methods (most likely to be implemented) 

which include the use of ART (antiretroviral treatment) by the infected partner, with timed 

unprotected intercourse for an HIV-positive male with a negative female partner or HIV 

concordant couples, and manual self-insemination during ovulation for an HIV-positive 

female with a negative male partner utilizing his collected sperm sample [19]. Sperm 

washing with insemination or in vitro fertilization is a high cost, no risk option for an HIV-

positive male with a negative female partner [20,21]. This paper explores health provider 

and client knowledge and views on these SC methods.

METHODS

This study was conducted at three antiretroviral treatment (ART) clinics in eThekwini 

District, KwaZulu-Natal, South Africa, between May 2011 and August 2012. Since this was 

exploratory research, we selected clinics in different settings to ensure a range of 

experiences, knowledge and views on SC among PLHIV and the healthcare providers 
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serving them. One clinic served a large rural community, and the other two were urban 

clinics - one served a lower income population (urban clinic 2) and the other (urban clinic 1) 

a more economically diverse population.

The clinic nurse in charge (at the rural site and urban clinic 3) helped to identify men and 

women living with HIV, between the ages of 18 and 55, who either had a child since their 

HIV diagnosis or who desired a child in the future. Twenty-two men and twenty-one women 

agreed to participate in individual in-depth interviews. We used convenience sampling to 

recruit 20 different providers (at the rural site and urban clinic 2) to participate in two focus 

group discussions and in individual interviews. Providers were informed of the study at staff 

meetings and volunteers were asked to contact study staff if they were interested in 

participating. Twelve interviews were conducted first (five nurses, five doctors, two 

counselors), followed by two focus group discussions (13 participants).

Doctors were excluded from focus groups to ensure provider authority structures did not 

constrain nurses and counselors expressing their views (Table 1). The sample was selected 

using non-probability sampling. Participants were selected based on availability, consent to 

participate, experiences, and characteristics unique to the target groups.

Client interviews were conducted in isiZulu or English, and focused on childbearing desires, 

experiences, knowledge, and views of PMTCT and SC care. All clients were asked about 

their knowledge and views on three SC methods: timed unprotected intercourse (both 

partners living with HIV, or one partner’s HIV status unknown), manual self-insemination 

(females living with HIV but not the male partner), and sperm washing with clinic assisted 

insemination (male living with HIV but not the female partner). Clients were also asked to 

consider their partners’ views on these three SC methods and their willingness to engage in 

SC care.

Provider interviews and focus groups were conducted in English and focused on their 

experiences serving the childbearing needs of PLHIV, their knowledge and views on the 

three SC methods described above, and their views on the acceptability of these methods. 

All interviews and focus group discussions were transcribed and translated (as needed). 

Ethics approval was obtained through the research ethics committees of the University of the 

Witwatersrand, the University of KwaZulu-Natal, and the University of California, Los 

Angeles. The KwaZulu-Natal Department of Health and three clinic sites provided their 

written support of the study. Signed informed consent was obtained from all participants in 

the study prior to conducting interviews and focus groups.

Analysis

Interviews were coded using Atlas.ti (version 6.2, Berlin, Germany). The coding scheme 

was developed using a grounded approach [22]. Themes developed for the semi-structured 

interviews shaped the dominant themes that emerged in the coding process. New themes and 

subthemes emerged in this grounded approach to coding. The coding was conducted by the 

lead author and reviewed by a second qualitative researcher. Changes were made to the 

coding scheme based on consensus agreement between the two researchers.

MINDRY et al. Page 3

Sex Reprod Healthc. Author manuscript; available in PMC 2017 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



RESULTS

All forty-three client participants were Black African aged 22 to 55 years. All reported a 

desire to have a child in the future, while nine reported currently trying to conceive (one was 

pregnant) (table 2).

Client knowledge of Safer Conception

Few clients had any knowledge of methods to avoid horizontal transmission of HIV when 

trying to conceive. Most had not spoken with providers about their childbearing desires and 

only cited condom use to ensure safer/protected sex.

“[I]f you do not want to conceive a baby, you can use the protection, now if you 

want to make a baby, no I do not understand [know]” (female, 45, urban).

One man who had discussed his desire to have more children with providers still reported no 

knowledge of SC methods,

“I have never heard advice of these things or anything from the medical people” 

(43, urban).

The lack of adequate counselling of men on reproductive matters was a consistent theme. It 

was stated that women primarily received reproductive counselling.

“No, I have not received [information on SC] […] perhaps the person who has that 

information is the mother of the child who usually goes and talks about something 

of that sort.” (male, 38, urban)

Clients who had heard of SC most often heard about it via the media.

“I have heard about when they take the sperm and put it in you, in that way your 

partner is safe. […] He has to know your status. Then you will go to the doctors 

together and the doctor will help you and he will examine both of you. Then he will 

take out the man’s sperm and would help with depositing it in you, in that way you 

will conceive. […] I don’t have information [how it is deposited]. […] I usually 

hear when people talk on the radio about it and also on television.” (female, 34, 

urban)

Horizontal transmission and sero-sorting

Twenty six clients reported having a sero-concordant partner. Sero-sorting (entails finding an 

HIV-positive partner) emerged as a common method to avoid the risk of horizontal 

transmission since their partner was already living with HIV.

“[T]he only information I have is that since I am HIV-positive, I am supposed not to 

have sex with someone who is not HIV-positive. […] It is much better to live with 

this same person who has HIV rather than going out and take someone who is not 

HIV-positive.” (male, 43, urban)

MINDRY et al. Page 4

Sex Reprod Healthc. Author manuscript; available in PMC 2017 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Provider knowledge of Safer Conception

We interviewed two counselors, five nurses, and five doctors aged 29 to 59 years, ten of 

whom were women. In addition, six counselors and seven nurses participated in focus 

groups (table 1).

Providers reported not routinely discussing childbearing intentions with clients living with 

HIV and expressed frustration with clients who came to them already pregnant.

“….I think because we are getting people who just fall pregnant, mostly we find out 

when we are talking that they are already pregnant, […] it’s rare where you will 

find that someone who is pregnant has ever discussed that issue with a counselor or 

a doctor.” (female, counselor, urban)

“We ask them about their sexual health, about contraception, about children, if their 

children have been tested. It does come up in the conversation but it’s not for each 

patient that we would ask, ‘Are you planning another child?’.” (focus group, nurse, 

urban)

A few providers expressed some knowledge of SC methods for PLHIV, however most had 

limited or partial and/or inaccurate knowledge and at least half in each category of providers 

did not have any SC knowledge.

“I am not sure what they really do but what I have heard is that they use a syringe 

to inject into the vagina and the partner won’t have to have sexual contact with the 

infected partner because the sperm actually is not positive or negative. But I don’t 

know how safe it is. I don’t have good knowledge about it; I have never seen it 

done.” (female, nurse, urban)

Among providers who had some knowledge of SC only one (a counselor) described advising 

clients on the use of timed intercourse. Most did not know about self-insemination or sperm 

washing. Once described, most viewed sperm washing as an unlikely option due to resource 

limitations and costs, and thus considered timed unprotected intercourse in conjunction with 

ART and viral suppression as the more viable option.

“The main thing is that their viral load is suppressed and that they take their tablets; 

that they are careful about their sexual health. And if they are female and they wish 

to have babies, they should know the woman’s cycle and know when it is best to 

have a baby.” (male, doctor, rural)

Most providers reported having limited knowledge regarding women’s reproductive cycles 

and felt uncertain about adequately counselling clients on timed intercourse. Counselors and 

nurses preferred to refer clients to doctors for SC counseling.

“Mainly when the husband and wife come and say we want a child we would refer 

them to the doctor. I wish I could do more, and know how we can help them if they 

want to [have children].” (female, nurse, urban).

All providers expressed a need for additional training on SC methods and reproductive 

healthcare for PLHIV as well as standardized SC guidelines.
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“[C]lear guidelines would be helpful, documented, that everyone is agreed on. And 

especially for counselors, to make sure their training is adequate when they are 

doing the pre-ARV training. Because the majority of information that the patients 

receive comes from the counselors, so we need to make sure that their training is 

adequate.” (male, doctor, rural)

Client knowledge and views on specific safer conception methods

All clients were asked their knowledge and views on each of the three methods described 

above.

Timed self-insemination—Clients had not heard about timed self-insemination 

(recommended for couple with HIV-positive female and HIV-negative male) and most had 

difficulty understanding the method, often confusing it with clinic-assisted in vitro 

fertilization. Once described, clients were generally receptive to using this method. One 

woman thought her partner would agree to use this method because,

“[t]here would be no misunderstanding that they were using someone else’s sperm. 

He would actually do it himself and see his own sperm and know this is my child.” 

(34, rural)

Similarly a male client expressed support for self-insemination:

“I think this is the right method because she does not get infected, neither does the 

child. […]So in a desperate situation of really wanting a child, I would use it” (35, 

rural).

Another client, who did not know her partner’s status and had not disclosed her HIV-positive 

status, felt self-insemination could be helpful in avoiding blame for transmitting HIV to her 

partner.

“If I use this strategy my partner will not blame me that I infected him, he will not 

complain, he will know that when we have sex we will use condoms, for a child we 

will use this strategy.” (34, urban)

Clients were optimistic about timed self-insemination and saw this method as useful in 

attaining their childbearing goals.

Sperm washing and clinic assisted insemination—Concerns about biological 

parentage were expressed by both men and women when sperm washing with clinic assisted 

insemination was discussed (for couples where an HIV-positive male has an HIV-negative 

female partner). Men were concerned about ensuring that their own sperm was being used.

“No, to me it is not right because […] I would know that child is not mine.” (male, 

38, urban)

Once assured that his own sperm would be used he said that was “the very right one. […] It 

is alright if they are going to take mine and insert it in her.”
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Female clients noted that this was a good method for women who were not living with HIV 

but had a male partner living with HIV. Some said that if a man really wanted a child, he 

would agree to this method.

“He has to agree to it because it is preventing him infecting [his partner]. If he 

doesn’t agree then he will infect [her].” (female, 32, rural)

Both male and female clients expressed concerns about the costs and complexity of the 

process.

Timed unprotected intercourse—When discussing the use of timed unprotected 

intercourse, for couples where partner status is unknown or where one or both partners are 

HIV-infected, clients expressed less confidence as they felt that unprotected intercourse 

during ovulation still posed a risk of infection.

“I cannot trust that [method].” (male, 38, rural)

“I think it is very risky. [….] It’s better if you know that you are protected and not 

have unprotected sex. I am scared.” (female, 31, urban)

A few clients stated they would consider using this method despite potential risks.

“Having this in mind now, I am really starting to see that there are other ways [to 

conceive]. So it can be risky […] but it cannot be risky to a person that is serious to 

have a child. So, the method is very helpful…” (male, 23, urban)

Many clients found this method appealing since it was more ‘natural’ and did not require 

clinic visits.

“This is a good method. We both have sex the natural way.” (male, 28, rural)

Some females told us their partners would support this method because,

“[H]e would be very happy that he won’t use the condom. […] He would have day 

off from using condoms.” (female, 28, rural)

Most clients indicated they would need comprehensive counselling on timed unprotected 

intercourse as few had knowledge of ovulation and would need assistance determining the 

ovulation period. The only client with any knowledge of this had received some counselling 

from providers.

“They told me that if you – when you get [your] period -- because we are on HIV 

[treatment], they say we must use a condom, only when I get my period, … so I 

count from that day when I finish my period, so on the seventh [day], you must 

have sex only on that day… So then – if we have it on [that day] – then we must 

carry on with a condom. […] So in future we are using condoms every day.” 

(female, 36, urban)

Clients expressed a strong desire for support from providers to ensure that they safely 

conceive and that the risk to the child was addressed. Reducing risk to their partner was 

something clients did not expect and this was information they were eager to obtain.
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“Sex is just for making love; so if you do want to have children, I would do any of 

these [SC] options because I want to have children.” (male, 45, rural)

Provider concerns over discussing safer conception methods with clients

Providers expressed discomfort advising clients about SC methods.

“I think the other fear about us as nurses, we think that if we talk about 

preconception, it’s like we’re encouraging them to have more and more children.” 

(focus group, nurse, urban)

While another provider noted that providing “relevant information” to couples about 

childbearing was important she cautioned that,

“… at the same time making sure that we are not encouraging pregnancy to those 

who are HIV-positive because even though the treatment does work, sometimes it 

does fail to do what it is supposed to do. Children need to be raised up, so we might 

end up having lots of orphans. On the other hand, I would say let us encourage it 

and give more information on it…” (female, counselor, urban).

A few cautioned that not all providers are comfortable discussing sexual matters with 

clients.

“[N]ot everyone is comfortable talking about sexuality; one would assume that 

everyone in an ARV [antiretroviral] clinic is happy to talk about sex but maybe not 

everyone is.” (male, doctor, rural)

Regarding specific SC methods, providers noted that they were not always comfortable 

discussing methods, in part, because they lacked adequate information.

“[W]ell to be honest, I’m not even comfortable to talk about [using] a syringe [for 

insemination]. Because it is something I’m really, really not too sure [about].” 

(focus group, nurse, urban)

Providers also discussed issues related to social acceptability. In the rural clinic providers 

believed clients may be concerned about ensuring paternity.

“We are located in a rural area and our people here are illiterate so it depends on 

their level of understanding. Let me make an example, if a 40 year old wants an 

artificial insemination maybe he is married, firstly, it depends on our cultural 

beliefs plus they would not know the surname of the sperm [patriarchal affiliation 

of child].” (focus group, counselor, rural)

Some providers thought timed intercourse would be more acceptable:

“Obviously there are other options, like donations of sperm, and I think for most 

people they don’t want that option. They just want to know which the safest period 

is, my viral load is suppressed, as long as the partner knows the risk, it’s basically 

zilch, but there’s the risk. So they can be helped.” (male, doctor, rural)

When discussing implementation of SC counselling in clinics, providers expressed concerns 

about ensuring men’s compliance with recommended procedures. They feared cessation of 
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condom use during timed intercourse would undermine efforts to ensure condom usage as an 

HIV prevention strategy.

“He obviously won’t want to use condoms; he’s going to ask “why do I need to use 

condoms?”” (focus group, nurse, urban)

DISCUSSION

Routine provision of preconception services and safer conception counseling to PLHIV and 

their partners is required. Our research indicates that PLHIV and providers in our study had 

very limited knowledge of SC methods. Few clients had knowledge of SC methods to 

prevent horizontal HIV transmission, relying on preventing transmission through the use of 

condoms, which also prevents conception. Research has previously highlighted the emphasis 

placed on condom use by providers and in HIV education campaigns which preclude open 

discussion of safer conception [23,24]. This messaging is neither helpful nor ethical to 

clients living with HIV who desire and intend to become pregnant. When it came to 

fulfilling their desires to have children clients were not aware of ways to do so safely. Those 

who knew anything about SC heard about it via media, but knew very little about how this 

would actually work for them. Only one client reported receiving counselling on timed 

unprotected intercourse.

Reproductive healthcare for men has historically been poor in many settings [25,26]; male 

participants lacked access to reproductive knowledge and were usually dependent on female 

partners for information. Ensuring men’s access to reproductive healthcare is vitally 

important, not only for men’s health, but also to ensure the health of their sexual partners. 

Reproductive healthcare should be seen as a right for both men and women [27,28].

When discussing the SC methods available, providers and clients noted that men may be 

concerned about biological parentage and would have anxieties about whether their own 

semen specimen would be used to inseminate their partner. A number of clients expressed 

concerns about the risk of HIV transmission associated with timed unprotected intercourse. 

Those who understood that limiting unprotected intercourse to the period of ovulation would 

minimize risks were willing to use this method describing it as more “natural”. Clients were 

supportive of self-insemination in cases where the female partner was living with HIV but 

the male partner was not. Female clients felt that they or their male partner could be assured 

that the semen sample was their own. Men living with HIV were not averse to using clinic 

based services for sperm washing should such services be available. Clients were motivated 

to ensure not only that they had biological children but that they avoided transmitting the 

virus to the child. They also wanted to ensure that they and/or their partner remained healthy 

in order to raise their child.

Although client interviews reflected a strong need for SC counseling, provider interviews 

revealed their hesitancy toward providing such services given their limited knowledge, a lack 

of Department of Health guidelines and training, concerns about client treatment adherence, 

and providers’ personal beliefs [23,29,30]. Providers expressed concerns about 

preconception counseling and encouraging PLHIV to have children while a few noted that 

some providers are uncomfortable discussing sexual matters with clients. They were also 
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concerned about clients’ ability to adequately implement the SC methods and about male 

compliance with their recommendations. Providers desired training in reproductive health 

for PLHIV as well as SC methods. Counselors and nurses were primarily referring clients 

who expressed childbearing desires to doctors, while doctors stated that counselors are at the 

frontline in addressing such issues with clients and also needed training [23,24].

CONCLUSIONS

Clients have a strong desire to receive safer conception counseling from providers and 

though providers express some concerns about encouraging clients to have children, all had 

a strong desire for clear guidelines. Providers had limited knowledge of reproductive health 

and safer conception methods, and require training to effectively deliver these services. 

These findings are comparable to those of Finocchario-Kessler et al. (2014) in Uganda [7]. 

Providers also need values clarification training to help them separate their personal beliefs 

and clients’ rights to have children [30]. South Africa’s clinical guidelines for delivery of 

safer conception services need to be reviewed and adapted for use within the National 

Department of Health. Van Zyl and Visser (2015) suggest such care be integrated at the 

primary care level [6]. Affordability issues, particularly with regard to sperm washing, need 

to be addressed to ensure men living with HIV who are in discordant relationships do not 

transmit the virus to their partners. Providers need to routinely initiate discussions with HIV-

affected couples about their childbearing intentions. Since clients report seeking sero-

concordant partners it is important that safer conception services include sero-concordant 

and not only sero-discordant couples to ensure optimal outcomes and engagement in 

PMTCT. Sero-concordant partners need information on safer conception to minimize the 

risks of superinfection or transmission of drug resistant strains of HIV, and to ensure 

engagement in PMTCT services to reduce vertical transmission to the child. Nurses and 

counselors are often the first line of contact and should be placed at the forefront of training 

in safer conception to provide clients with appropriate information and assistance. Clients 

who are motivated to have children are willing to use safer conception methods if they can 

be assured the child will be their biological progeny.
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Highlights

• Clients and providers have little to limited knowledge of safer 

conception methods for PLHIV to prevent horizontal HIV transmission 

to partners during conception

• Clients living with HIV desire safer conception counseling

• Healthcare providers require approved guidelines and training to 

deliver safer conception services to PLHIV

• Clients are concerned about the risks of HIV transmission associated 

with timed unprotected intercourse

• Providers need values clarification training to separate their beliefs 

from the rights of PLHIV to have children safely
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Table 1

Participants at three study sites

Site 1: Rural clinic Site 2: Urban clinic 1 Site 3: Urban clinic 2 Totals

HIV+ client interviews 11 females - 10 females 21 females

10 males - 12 males 22 males

HCP Focus Groups 3 nurses 4 nurses - 7 nurses

4 counselors 2 counselors - 6 counselors

HCP Interviews 2 nurses 3 nurses - 5 nurses

3 doctors 2 doctors - 5 doctors

1 counselor 1 counselor - 2 counselors

Sex Reprod Healthc. Author manuscript; available in PMC 2017 December 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

MINDRY et al. Page 15

Ta
b

le
 2

C
lie

nt
 d

em
og

ra
ph

ic
s

U
rb

an
R

ur
al

To
ta

l

M
al

e
F

em
al

e
M

al
e

F
em

al
e

A
R

T
 (

Y
es

/N
o)

9/
3

10
/0

10
/0

10
/1

39
/4

R
el

at
io

ns
hi

p 
st

at
us

 (
D

is
co

rd
an

t/C
on

co
rd

an
t/D

on
’t

 K
no

w
)

1/
9/

0
2/

5/
2

2/
5/

2
2/

7/
1

7/
26

/5

St
at

us
 d

is
cl

os
ed

 (
Y

es
/N

o)
8/

0*
*

7/
2

7/
2

9/
1

31
/5

N
o.

 c
hi

ld
re

n 
(0

/1
–2

/>
3)

3/
5/

4
1/

7/
2

3/
5/

2
3/

8/
1

10
/2

5/
9

C
hi

ld
 p

os
t H

IV
 (

Y
es

/N
o)

2/
10

2/
8

1/
8

6/
5

11
/3

1

D
es

ir
e 

ch
ild

 (
Y

es
/N

o)
12

/0
10

/0
10

/0
10

/1
42

/1

C
ur

re
nt

ly
 tr

yi
ng

 (
Y

es
/N

o)
1/

7*
*

3/
7

2/
8

3*
/8

9/
30

**
M

is
si

ng
 d

at
a 

or
 n

ot
 in

 a
 r

el
at

io
ns

hi
p,

 s
o 

so
m

e 
no

t r
el

ev
an

t

* O
ne

 w
om

an
 h

ad
 ju

st
 b

ee
n 

no
tif

ie
d 

th
at

 s
he

 w
as

 p
re

gn
an

t.

Sex Reprod Healthc. Author manuscript; available in PMC 2017 December 01.


	Abstract
	INTRODUCTION
	METHODS
	Analysis

	RESULTS
	Client knowledge of Safer Conception
	Horizontal transmission and sero-sorting
	Provider knowledge of Safer Conception
	Client knowledge and views on specific safer conception methods
	Timed self-insemination
	Sperm washing and clinic assisted insemination
	Timed unprotected intercourse

	Provider concerns over discussing safer conception methods with clients

	DISCUSSION
	CONCLUSIONS
	References
	Table 1
	Table 2

