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Abstract

Purpose of review—We reviewed recent literature on the role of family planning in eliminating
new pediatric HIV infections.

Recent findings—Global commitments to eliminate new pediatric HIV infections recognize
that preventing unintended pregnancies among women with HIV is essential to achieving this
goal. However, substantial shortcomings exist in translating this policy support into widespread
practice. Programs to prevent mother-to-child transmission of HIV continue to be implemented
and evaluated as a narrow set of interventions that typically begins in antenatal care, after a
woman is already pregnant. In addition, data suggest that women living with HIV experience high
rates of unmet need for family planning and unintended pregnancies. Evidence is growing that
integrating family planning and HIV services is an effective strategy for increasing access to
contraception among women with HIV who do not wish to become pregnant. A number of health
systems obstacles must be resolved to achieve effective, sustained delivery of integrated services
at scale.

Summary—Prevention of unintended pregnancies among women with HIV must be elevated as
a programmatic priority. By strengthening family planning programs for all women, and better
integrating family planning and HIV services, progress toward ending new pediatric HIV
infections will be accelerated.
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Introduction

Voluntary family planning to enable women and couples to determine the timing and
spacing of their pregnancies has long been recognized as a basic human right. Over time,
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evidence has grown demonstrating the contributions family planning can make to global
health and development, including achievement of the Millennium Development Goals [1].
In 2012, the groundbreaking London Summit on Family Planning galvanized support for the
far-reaching benefits of family planning, leading funders, government leaders and other
partners to commit to expanding access to contraception and rights-based family planning
services to an additional 120 million women and girls.

For women and couples living with HIV who do not wish to become pregnant, family
planning offers the added benefit of helping prevent mother-to-child transmission of HIV
(PMTCT) [2]. In 2003, the World Health Organization and its partners conceptualized a
comprehensive framework for PMTCT consisting of the following core elements:

» Element 1: Primary prevention of HIV among women of childbearing age
»  Element 2: Prevention of unintended pregnancies among women living with HIV
»  Element 3: Prevention of transmission from HIV-infected women to their infants

» Element 4: Provision of treatment, care and support to HIV-infected women and
their children and families

Ten years later, this four-element strategy continues to provide the foundation for current
global commitments to eliminate new pediatric HIV infection. These include the Global
Plan Towards the Elimination of New HIV Infections Among Children By 2015 and
Keeping Their Mothers Alive and PEPFAR Blueprint: Creating an AIDS-free Generation.
The centrality of family planning to MTCT elimination is clearly articulated in both of these
commitments.

Though not widely recognized, analyses have demonstrated that current use of family
planning by HIV-infected women not wishing to conceive already contributes substantially
to the prevention of new pediatric HIV infections [3, 4]. To assess recent developments in
this area, we reviewed relevant literature with an eye toward understanding: (1) the extent to
which family planning is implemented and measured as part of PMTCT programs; (2)
advances in reducing unintended pregnancies and unmet need for family planning among
women living with HIV; (3) contraceptive methods that are safe and appropriate for women
living with HIV; and (4) new evidence-based programmatic approaches for meeting the
contraceptive needs of women living with HIV.

The Disconnect between Policy and Practice

Globally, nationally, regionally, and at facility level, PMTCT programs continue to be
conceptualized, implemented and evaluated as a series of element 3 interventions often
referred to as the “PMTCT cascade.” Recent evaluations of PMTCT programs in Malawi,
Ethiopia, Kenya, Angola, South Africa, and the Dominican Republic confirm that coverage
of the PMTCT service cascade is expanding and contributing to reductions in mother-to-
child transmission of HIV [5-11]. However, they also highlight a fundamental challenge
that PMTCT programs will have to overcome if elimination of new pediatric HIV is to
become a reality. The cascade typically begins with HIV counseling and testing in the
antenatal care setting after a woman is already pregnant, followed by ARV prophylaxis
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during pregnancy and delivery, and ending with HIV testing of exposed infants and linkages
to ongoing HIV care and support. A variety of indicators are used to measure
implementation and outcomes associated with this continuum of PMTCT services. Rarely
are measures of other PMTCT program components, including family planning, part of
these evaluations.

Some exceptions to this trend exist. For example, an evaluation of a PMTCT program in
Ethiopia — which uses PMTCT as an entry point to comprehensive, integrated care for the
mother, her child and family members — reported high levels of postpartum contraceptive
use among PMTCT clients in addition to other relevant PMTCT outcomes [12]. Another
study from Malawi found the scale up and integration of PMTCT and ART services into
primary care services from 2005 to 2010 were associated with not only a substantial
reduction in the proportion of HIV-exposed infants testing positive, but also a 40% increase
in family planning consultations [13*].

For the most part, however, a disconnect persists between what the policy environment
endorses for PMTCT programming and what is translated into practice. An assessment of
PMTCT services in Uganda found that only 15% of facilities offer a comprehensive, 4-
component package of PMTCT services as described in the national policy [14]. In South
Africa, a recent impact evaluation of the national PMTCT program reported that perinatal
transmission rates had dropped below 4% in the country, but close to two-thirds of the
pregnancies among HIV-infected women in the study were unplanned [15]. An analysis of
PEPFAR's contributions to national PMTCT efforts in Nigeria found that the vast majority
of resources have gone toward element 3 interventions [16]. No evidence was found of
PEPFAR support for family planning-related activities, and PEPFAR reporting mechanisms
did not allow the authors to determine if partners supported efforts to prevent unintended
pregnancies among women with HIV via other funding sources.

Even a global analysis of PEPFAR's contributions to PMTCT reflects the inattention that
has been given to preventing unintended pregnancies among women with HIV [17**].
Though the 4-element strategy is touted as the basis for PEPFAR's PMTCT response, the
accomplishments — such as expanded coverage of the PMTCT service cascade and delivery
of more efficacious ARV prophylaxis regimens — pertain primarily to the 3/ element.
However, eliminating mother-to-child transmission of HIV will require a more
comprehensive approach to PMTCT programming. Prevention of unintended pregnancies
among women with HIV is one of five key areas that must be prioritized to achieve
elimination of new pediatric HIV infection. At the service delivery level, implementers will
have to reframe the PMTCT cascade, ensuring that entry points other than antenatal care are
leveraged to address unmet need for family planning (Figure 1).

Fertility Intentions, Family Planning Use, Unintended Pregnancies, and

Unmet Need for Family Planning among Women Living with HIV

Despite the shortcomings of most PMTCT programs to conceptualize, implement and
evaluate family planning interventions as a core component of those programs, in recent
years we have better documented the fertility intentions, family planning practices,
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experiences with unintended pregnancies, and level of unmet need for family planning
among women and couples living with HIV. These data come from women and couples with
HIV in a variety of settings and circumstances — not just PMTCT clients — and offer insights
regarding progress and challenges to reducing mother-to-child transmission of HIV through
prevention of unintended pregnancies.

Fertility intentions

At the individual level, understanding the fertility intentions of women and couples living
with HIV is essential to effective PMTCT programming (Figure 2) [18]. Those who want to
become pregnant can be supported to plan for safer conception and access ART services to
reduce the risk of HIV transmission from mother to child. Those who do not wish to become
pregnant can be supported to access and use contraception. Though fertility desire may
increase for some women after starting ART, recent data suggest that on average HIV-
infected women tend to want fewer children than HIV-uninfected women [19, 20, 21*]. In
one study, HIV status was the firmest predictor of not wanting future children [21]. A
variety of factors has been identified as influencing desire for children among people living
with HIV. Drivers for not desiring children include fear of adverse health effects on the
mother, fear of transmission to the child or to a partner, degree of knowledge about PMTCT
interventions and their efficacy, financial hardship, community or provider stigma, death of
a child, current ill health, leaving child an orphan, and having “enough' children [21-25].
Alternatively, desire for children among HIV-infected individuals is associated with having
no or few children, partner's desire for children, awareness of and access to ART, being
married few years, and higher education [19, 23, 25, 26]. Two studies showed a significantly
higher desire for children among HIV-infected men than women [25**, 27].

FP use and method choice

Several studies suggest that contraceptive use among HIV-infected women is similar to or
exceeds that of HIV-uninfected women or women in the general population [14, 28-32].
Exceptions to this trend include two studies that showed lower contraceptive use among
HIV-infected youth and HIV-infected female sex workers compared to their HIV-uninfected
counterparts. [20, 33] Factors associated with contraceptive use by people living with HIV
are similar to those identified for the general population, and are primarily not related to
HIV status [14, 24, 27, 30, 31, 34]. However, one study reported that fear of ART
interactions was a reason for not using contraception and another indicated that beliefs about
a lower survival rate for HIVV-infected children was a reason for use [14, 26].

With regard to contraceptive method choice, condoms tend to be the method most reportedly
used by women and couples with HIV [20, 24, 25, 27, 29, 35]. Data from an HIV prevention
trial in Zimbabwe and South Africa found that receiving an HIV diagnosis did not affect
method choice [36]. However, in Vietnam a dramatic decline in use of IUDs and pills and a
significant increase in self-reported condom use occurred after an HIV diagnosis [35]. In
India, married couples with HIV cited provider stigma and counseling emphasizing
condoms as major barriers to using other methods [34]. Prevalence of dual method use
among people living with HIV is generally low, with reports ranging from 2.3% to 23% [20,
27, 29, 34, 35]. Only two studies have reported high rates of dual method use, but both are
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from Thailand where sterilization rates among women with HIV are higher than in the
general population and condom use has been a contraceptive and HIV prevention staple for
decades [19, 37].

Unmet need and unintended pregnancy

Though not measured uniformly, rates of unmet need for family planning and unintended
pregnancies among women living with HIV are critical proxies for gauging the extent to
which family planning is contributing to the prevention of pediatric HIV. One analysis
across 10 African countries found that being aware of a positive HIV status was associated
with lower rates of unmet need for contraception [38]. However, several other recent studies
suggest unmet need for family planning and unintended pregnancies remain common for
many women living with HIV (Table 1).

Safe and Effective Contraceptive Options for Women with and without HIV

Meeting the contraceptive needs of women and couples with HIV requires that safe and
effective contraceptive options exist to meet those needs. Different contraceptives have a
varying influence on HIV transmission dynamics. Male and female condoms used
consistently and correctly are the only methods which protect against HIV acquisition. The
other available contraceptives provide no protection [41].

For the HIV-infected woman wishing not to conceive, data indicate her choice of
contraception can safely encompass the full range of methods. Both male and female
condoms reduce her risk of transmitting to an uninfected partner, and hormonal methods
have little effect on shedding or transmission if the woman is on ART [42]. Moreover,
hormonal methods and IUDs do not affect progression of HIV disease [43**].

For the HIV-uninfected woman, whether hormonal contraception, especially injectable
DMPA, increases her risk of acquiring HIV remains unknown. While biologic plausibility
and animal models cause concern about DMPA, the results of human observational studies
are mixed. A randomized trial will be necessary to provide higher quality evidence [43, 44].

Family Planning/HIV Programmatic Developments

A variety of programmatic investments are needed to achieve more meaningful progress
toward the prevention of unintended pregnancies among HIV-infected women. Continuing
to support and expand traditional family planning programs to expand access to
contraception to all women who desire it is an essential part of the solution. In addition,
increasing the contraceptive method mix — especially the longer acting, more effective
methods - is crucial in high HIV prevalence regions which provide only limited
contraceptive options. Finally, evidence is also growing that integrating family planning and
HIV services is a desirable and effective strategy for increasing access to contraception
among women with HIV who do not wish to become pregnant.

Several reviews of integration efforts have been encouraging. The bulk of studies evaluating
interventions to deliver sexual and reproductive health services to women living with HIV
have reported positive effects on health outcomes, including contraceptive use [45-47].
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More recent studies have broadened the evidence base in this area. Two different studies by
the same research group have demonstrated success in increasing uptake of long acting
reversible contraceptives among HIV-discordant and concordant couples who do not wish to
become pregnant in Rwanda and Zambia [48*, 49]. Follow-up data from one of these
studies also showed a reduction in pregnancy incidence [50*]. However, the generalizability
of the data from these two studies is limited as they come from motivated couples, both of
whom opted for joint HIV testing and to enroll in a clinical research project.

Two other evaluations of integrated family planning/HIV service delivery interventions
reported increases in contraceptive uptake, although the increases were driven primarily by
the weak measure of self-reported condom use. One of the studies, a retrospective analysis
of clinical data from Kenya, reported greater incidence of family planning use (mainly
condoms) per 100 person years among the intervention group compared to the control group
(58% vs. 45%). However, no difference in pregnancy incidence between the two groups was
observed [51]. The other study, implemented in Nigeria, compared “basic” and “enhanced”
family planning/HIV integration interventions. Contraceptive use, primarily condoms,
increased in both groups, but the enhanced intervention did not result in significant
differential increases in method use [52]. In Zambia, a fifth study reported that 62% of
women on ART desiring a contraceptive method successfully accessed family planning
services within 90 days after a reproductive health counseling intervention [53].

More widespread implementation of these integrated approaches to service delivery can
enhance the contribution of family planning to ending pediatric HIV. However,
institutionalizing such service delivery strategies in real-world healthcare settings will
require that a number of health systems challenges are addressed. Insufficient capacity of
providers to offer rights-based reproductive health services to HIV-infected women,
inadequate monitoring systems, weak referral systems, high client load and staff shortages,
and infrastructural and logistical deficiencies have all been identified as obstacles to
delivering integrated services [54, 55, 56*]. As evidence-based family planning/HIV
integration strategies are promoted and replicated, implementation research will be critical
to understanding how to achieve effective, sustained delivery of these integrated services at
scale in routine health service contexts.

In addition to expanding integrated service delivery, overcoming gender-based obstacles
women face in both accessing PMTCT services and using contraception is crucial. Two
recent review articles synthesize existing evidence to show how harmful gender norms and
lack of male involvement in women's health impede women's access and adherence to
interventions addressing all four PMTCT elements [57, 58]. The broader HIV and
reproductive health literature also demonstrates that greater attention to gender equality and
male involvement can produce gains on outcomes related to all four elements. However,
most efforts to date to engage men in PMTCT programs have focused on increasing male
partner HIV testing, and more rigorously designed studies are needed to determine the
impact of male engagement interventions on women's uptake of PMTCT services [59, 60].
Nevertheless, progress toward eliminating unmet need for family planning and advancing
other PMTCT outcomes will likely be accelerated if programs incorporate effective
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strategies for engaging men and transforming harmful norms that affect uptake of the full
spectrum of PMTCT interventions.

Conclusion

Elimination of mother-to-child transmission “is not just about how many women take drugs”
[61]. Rather, the path to elimination of pediatric HIV will be paved by managing a variety of
personal and programmatic needs, including women's desire for family planning. Preventing
unintended pregnancies among women living with HIV through voluntary family planning
offers far-reaching individual and public health benefits and is essential to realizing the
elimination goal. Yet, family planning interventions are insufficiently implemented and
evaluated as part of PMTCT programs.

Element 2 must become a more visible PMTCT programmatic priority. Addressing unmet
need for family planning should be integrated into a broader PMTCT cascade, which begins
well before an HIV-infected woman becomes pregnant. However, this responsibility does
not fall solely to the PMTCT implementers. Achieving elimination of new pediatric HIV
will require that we both strengthen family planning programs for all women, and better
integrate family planning services in HIV service delivery settings. Women living with HIV
will undoubtedly benefit from recent commitments to reduce global unmet need for family
planning [62]. However, PMTCT and other HIV service delivery implementers,
policymakers, and funders must also implement and report on family planning interventions
as a routine component of their programs. Transforming services in this way will help HIV-
infected women and couples achieve their desired timing and number of children and, in
turn, produce gains on both reproductive health outcomes and elimination of pediatric HIV.
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Traditional PMTCT Cascade
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Expanded PMTCT Cascade
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Preventing unintended pregnancies among women living with HIV — element 2 of a
comprehensive PMTCT program — requires a broader PMTCT cascade that leverages entry
points before and after antenatal care, labor and delivery services to address unmet need for

family planning.
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HIV-Infected Woman
1. Fertility Decision -
Is pregnancy desired?
No Yes
2. Contraceptive Decision -
Which contraceptive to
choose?
Contraceptive Safer Conception
Management Counseling
No pregnancy Unintended Intended
Pregnancy Pregnancy

3. Pregnancy Decision -
Choice to continue

pregnancy? Terminate

/N
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Pregnancy Pregnancy
4. Antiretroviral Decision -
Is antiretroviral
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N /
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Figure 2.
Reproductive Choices for Women with HIV

Ascertaining the fertility intentions of women living with HIV is fundamental to protecting
their reproductive health and rights and preventing mother-to-child transmission of HIV.
Whether a woman desires pregnancy informs other sexual and reproductive decisions and
drives access to appropriate services, including safer conception counseling and
antiretroviral therapy services if pregnancy is desired, family planning if pregnancy is not
desired, and abortion services (where legal) if an unwanted pregnancy occurs.

Source: Adapted from Wilcher & Cates, 2009 [18]
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Table 1

Unmet need for family planning and unintended pregnancy

Page 14

Citation Location Target population Unmet need for family planning

Harrington, et al. [24] | Kenya Female ART clients Two-thirds of clients expressing an FP need
were only using condoms or no contraceptive
method

Tesfaye, et al. [25] Ethiopia Male and female ART clients 42.2% reported wanting additional children;
25.7% were currently using FP

Nattabi, et al. [27] Uganda Male and female HIV clinic clients 59.3%

Wayal, et al. [33] India HIV-infected and HIV-uninfected female | 61%

sex workers
Jhangri, et al. [39] Uganda HIV-infected and HIV-uninfected males 75.0% among HIV-infected clients (being on

and females

ART was not associated with having lower
unmet need); 33.8% among HIV-uninfected
clients

Petruney, et al. [40]

Asia region (review)

Key populations (most at risk for and
living with HIV)

47% among FSWs in China and 60% in
Bangladesh

Citation Location Target population Proportion of current or most recent
pregnancies that were unintended

King, et al. [22] Uganda Female ART clients and their partners Most of the women and their partners from the
categories of pregnant, aborted or had delivered
recently stated that the pregnancy was
unintended

Kikuchi, et al. [26] Rwanda Female ART clients 62.7%

Crede, et al. [28] South Africa Postpartum HIV-infected and HIV- 61.6% (HIV-infected) 63.2% (HIV-uninfected)

uninfected women
Wanyenze, et al. [29] Uganda Male and female ART clients 43% (53% among women vs. 26% among men)
Polls, et al. [31] Uganda HIV-infected women 47.8%

Petruney, et al. [40]

Asia region (review)

Key populations (most at risk for and
living with HIV)

10.3% to 70% (data from 2 studies covering 6
countries)
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