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M

en are often viewed as peripheral to interventions
related to contraception, preconception, and pregnancy care (Ramirez-Ferrero & Lusti-Narasimhan,
2012). This approach can lead to unintended consequences, including (a) women carrying the burden
of health promotion for families and communities,
(b) overlooking men’s reproductive health needs and
desires, and (c) less effective reproductive and sexual
health interventions to reduce HIV transmission and
unintended pregnancies.
Male involvement in reproductive health, defined
as conversations between male/female couples
regarding pregnancy desires or specific reproductive
health interventions, is associated with women’s
increased contraceptive use (Wanyenze et al.,
2011), male partner HIV testing, and condom use
(Desgrees-Du-Lo^
u et al., 2007). These behaviors
demonstrate the dual benefits of decreasing HIV
transmission and promoting couples-based decisionmaking related to reproductive health. In the United
States, African American sero-different partners
who completed a couple-focused behavioral riskreduction intervention were more likely to have sustained condom use over time (El-Bassel et al., 2010).
Other benefits of male partner involvement in reproductive health include support for behaviors by
women living with HIV that decrease perinatal

transmission, such as increased use of and adherence
to antiretroviral therapy (Ramirez-Ferrero & LustiNarasimhan, 2012).
Despite known positive impacts of couple involvement in HIV prevention and reproductive health,
providers do not consistently discuss family planning
with couples affected by HIV (Gokhale, Bradley, &
Weiser, 2017). Research has shown that many men
and women living with HIV desire parenthood
(Chen, Philips, Kanouse, Collins, & Miu, 2001;
Steiner, Finocchario-Kessler, & Dariotis, 2013),
while less than half of HIV providers perform
comprehensive reproductive health counseling for
their female patients (Gokhale et al., 2017). There
is a lack of data regarding HIV provider counseling
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patterns for male patients. Rates of unintended pregnancy are high in HIV-affected couples (Loutfy et al.,
2012), suggesting an unmet need for contraception or
safer conception counseling. With highly efficacious
biomedical interventions, including pre-exposure
prophylaxis (PrEP), and the use of antiretroviral therapy as prevention, providers have the opportunity to
offer a variety of safer conception options to patients.
Health care providers can play critical roles in supporting male engagement in decision-making,
thereby helping to meet the reproductive needs of
men, women, and their families.
Few studies in the United States examine provider
roles in reproductive health counseling of men
living with HIV. Recent research into counseling
practices related to pregnancy intentions and contraception for women living with HIV (Rahangdale,
Richardson, Carda-Auten, Adams, & Grodensky,
2014) and provider attitudes toward PrEP among
sero-different couples (Finocchario-Kessler et al.,
2016; Scherer et al., 2014) suggest that HIV
providers are often willing to discuss and support
reproductive options for people living with HIV.
We built on existing literature by focusing on
knowledge, attitudes, and practices surrounding
contraception and safer conception among health
care providers of men living with HIV and their
female partners.

Materials and Methods
Between July 2012 and February 2014, the study
team contacted a convenience sample of HIV providers in San Francisco, including clinicians working
at the largest HIV clinics in the area. To be eligible,
clinicians were required to have cared for men living
with HIV in the previous year. Providers completed
an anonymous online survey through Research Electronic Data Capture (REDCap; Vanderbilt University,
Nashville, TN) that queried their attitudes, perceived
knowledge, and practices related to the provision of
reproductive health care for men living with HIV.
Respondents provided demographic information
including age, gender, ethnicity, professional degree,
specialty, and practice setting. In order to assess practice patterns, providers answered multiple-choice
questions about how often and in what situations

they inquired about patient fertility desires and contraceptive behaviors.
Providers responded regarding their roles in couples counseling, including whether they had ever
facilitated HIV testing for a female partner of a
male living with HIV and/or counseled a serodifferent couple together. Survey respondents also
selected from a list of preconception interventions
they had discussed with their male patients (treatment
as prevention, PrEP, sperm washing with assisted
reproduction, and peri-ovulatory timed intercourse).
The survey also queried providers about
personal confidence in and knowledge of reproductive health counseling. On a 100-point Likertstyle scale (0 5 minimum comfort or confidence;
100 5 maximum comfort or confidence), providers
assessed their comfort discussing and knowledge
of preconception counseling and contraception,
respectively, for patients living with HIV.
Lastly, providers identified their levels of agreement on a Likert-style scale from 0 (strongly
disagree) to 100 (strongly agree) regarding whether
primary HIV providers should ask patients about
fertility desires and contraception.
Descriptive statistics were calculated. Chi-squared
tests were used to compare responses about contraception and safer conception. Survey results are
reported based on the number of providers who
answered each item, respectively. Institutional
review board approval was obtained from iRIS at
the University of California San Francisco prior to
survey distribution.

Results
Of 88 health care providers approached, 87 consented to participate in the study; 75 met eligibility
criteria, and 72 participated in the survey. Half of participants (36/72, 50%) self-identified as female and
half as male, with a median age of 47 years (interquartile range [IQR] 38-54). Seventy-two percent (51/71)
identified as White, 16% (11/71) as Asian, 7% (5/71)
as Hispanic or Latino, 4.2% (3/71) as Black or African
American, and 1.4% (1/71) as American Indian or
Alaska Native. The majority of respondents (87.5%,
63/72) were physicians, and 12.5% (9/72) were nurse
practitioners. Provider practice settings included
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public (59.1%, 42/71), private (35.2%, 25/71), and
Veterans Administration clinics (12.7%, 9/71). Participant specialties included Infectious Disease (44%,
32/72), Family Practice (17%, 12/72), Internal Medicine (50%, 36/72), and HIV medicine (39%, 28/72).
Clinicians cared for a median of 55 men living with
HIV annually (IQR 30-100).
When queried about fertility discussions with
male patients living with HIV, 65% (45/69) reported
asking some male patients at least once about
desiring children, while 5.7% (4/69) reported asking
all male patients at least once. Providers selected the
following clinical scenarios during which they asked
patients about fertility desires (providers could select
more than one response; Figure 1A): If they bring it
up (80%, 35/44), If they report being sexually active
with women (71%, 31/44), If I happen to remember
to ask (41%, 18/44), If they have other children or
have gotten someone pregnant in the past (41%,
18/44), and If they are accompanied by a female
sex partner (32%, 14/44). Twenty-eight percent
of providers (19/69) reported never asking male
patients living with HIV about fertility desires
(Figure 1B). These providers responded that they
never discussed reproductive goals because: There
is insufficient time (37%, 7/19), None of my
HIV1 male patients have sex with women (26%,
5/19), There are more pressing health issues (21%,
4/19), I do not think it is relevant to their health
(11%, 2/19), and I don’t feel equipped to discuss
the topic (11%, 2/19). Sixty-one percent of providers
(43/70) reported ever having a male patient spontaneously ask about fertility.
We also explored provider practices and attitudes
about discussing contraception with male patients
living with HIV. Thirty-nine percent of providers
(24/62) asked some patients at least once about
preventing unwanted pregnancies, while 55% (34/
62) asked all male patients at least once. Only
6.5% (4/62) of providers reported never asking
patients about preventing unintended pregnancies
(Figure 1B). Clinicians most commonly selected
the following reasons for discussing contraception
with male patients (providers could choose more
than one option; Figure 1A): If they report being
sexually active with women (95%, 23/24), If
they bring it up (80%, 19/24), and If they have
other children or have gotten someone pregnant in
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the past (67%, 16/24). Twenty-six percent of providers (16/61) reported that a male patient living
with HIV had ever initiated a discussion about
contraception.
When comparing the proportion of providers who
asked about contraception or fertility intentions in the
previously listed scenarios, more providers were
likely to ask about contraception than fertility intentions when confronted with a male patient who reported being sexually active with women (p 5 .01)
or who reported having children or having gotten a
partner pregnant in the past (p 5 .04; Figure 1A).
In addition, a greater proportion of providers asked
all male patients at least once about contraception
(p , .001), and a greater proportion of providers
never asked male patients about fertility intentions
(p 5 .002; Figure 1B).
Providers also reported information about their
roles in testing and counseling of female partners of
their male patients living with HIV. Sixty-three
percent (39/62) reported ever having facilitated HIV
testing for a female partner. More than half of
providers (63%, 39/62) reported ever counseling a
sero-different male/female couple together during
a clinic visit. During those visits, three-quarters
(74%, 29/38) discussed contraception, and half
(50%, 19/38) discussed safer conception.
Half of providers (50%, 33/66) had received any
training on contraception. Provider median level of
confidence in contraceptive knowledge was 62 (IQR
40-77, n 5 63); provider median level of confidence
in knowledge about safer conception was 60 (IQR
36-69, n 5 62). When counseling patients about safer
conception, almost all respondents discussed treatment as prevention (98%, 41/42), 60% (25/42) discussed PrEP, 62% (26/42) discussed sperm
washing, and 29% (12/42) discussed timed
intercourse.
Finally, when asked to state their level of agreement regarding whether HIV providers should ask
male patients about their desire for children in the
future, median levels of agreement were 89 (IQR
74-100, n 5 62) for male patients who have sex
with women and 83 (IQR 65-96) for male patients
who have sex with men. Median level of agreement
with the idea that HIV providers should ask male patients who have sex with women about contraception
was 93 (IQR 74-100).
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Figure 1. Clinical scenarios (A) and frequency (B) with which providers report asking male patients living with HIV about their
fertility desires and contraception.
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Discussion
The majority of providers caring for men living
with HIV in this San Francisco-based sample
believed that fertility and contraception counseling
were within their scopes of practice. More than half
of respondents reported including reproductive health
counseling in their clinical work, although there
was considerable variation regarding topics discussed
during counseling sessions and reasons for discussing
reproductive goals and contraception.
Notably, providers were more likely to ask male
patients about contraception than fertility intentions
in scenarios where male patients reported having a
female partner or reported having a child—both scenarios in which the conversation should be directed
by client preferences and goals rather than provider
discretion. Providers were also more likely to ask
all male patients at least once about contraception
than about fertility intentions. These findings may
reflect persistent stigma related to pregnancy in
HIV-affected couples, providers’ greater awareness
of unintended pregnancies rather than fertility
desires, or providers’ variable comfort levels with
each topic, although our findings suggest that comfort
levels were similar overall.
While providers for men living with HIV acknowledged the importance of fertility discussions, the
literature has suggested that provider assessments
may be limited. For example, patients may not
always feel comfortable initiating or participating
in these conversations. In a qualitative study in
San Francisco of men living with HIV who had sex
with women, one in four had ever brought up the
idea of having children with a provider, and one in
five reported that a provider had ever asked about
their desires to have children (Weber, Zakaras,
Hilliard, Cohan, & Dworkin, 2017). In the same
study, participants perceived provider assumptions
about their sexual practices and reproductive goals
as major barriers to fertility discussions. For example,
male participants who had sex with men felt providers sometimes assumed they did not have sex
with women or did not desire children (Weber
et al., 2017). Of the providers in our study who
reported never discussing fertility desires with male
patients living with HIV, 26% cited caring exclusively for men who have sex with men as a reason
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for this practice. Together, these data from patients
and providers highlight the need to educate providers
about the pitfalls of inaccurate assumptions about
sexual practices and fertility desires. Regardless of
the patient’s identified sexual orientation or life situation, routinely assessing fertility desires allows providers the opportunity to counsel patients about how
to achieve those goals through relevant contraception
and/or safer conception strategies.
Our study also highlights the importance of
comprehensive safer conception counseling. Twice
as many providers in our study reported that they discussed PrEP or sperm washing with their patients,
compared to timed intercourse. Safer conception strategies such as PrEP and sperm washing require high
levels of interaction with the health care system,
including multiple clinic visits, lab draws, prescriptions, and potential interventions that might not be
accessible or desirable to all patients. Conversely, patients can practice timed intercourse regardless of their
insurance status or health care system access. Timed
intercourse is most effective as an HIV prevention
method when coupled with other interventions, making accurate and comprehensive counseling all the
more important. Given the multitude of barriers to
HIV-affected couples accessing information on safer
conception, providers play a critical role in querying
the fertility desires of all patients and presenting a
complete list of options for achieving fertility goals.
Finally, we found that only half of our respondents
had ever received training in contraception care, and
providers had an intermediate level of confidence in
their contraceptive awareness. To our knowledge,
these are the first data examining contraceptive
knowledge in providers who care for men living
with HIV. The lack of provider training could
contribute to an apparent unmet need for contraception by people living with HIV, as evidenced by
high rates of unplanned pregnancy (Loutfy et al.,
2012). However, data on unplanned pregnancy must
be interpreted with caution: unplanned pregnancies
cannot be equated with unwanted pregnancies, particularly in light of persistent stigma surrounding
HIV and reproduction, as couples may be more likely
to under-report planned or desired pregnancies. To
assess and improve the reproductive health care of individuals and couples affected by HIV, particularly
provider roles in that care, end points must include
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ongoing assessments of patient intentions and satisfaction with counseling and care.
To our knowledge, this study is one of the first to
describe attitudes, knowledge, and practices about
reproductive health care for providers of men living
with HIV in the United States. Limitations include
the possibility of social desirability bias, reflecting
what providers view as ideal practices rather than
actual practice patterns. Additionally, our study
constituted a small sample of providers in a single
city that has been a leader in health care for people
living with and affected by HIV. Consequently,
although results of this study are not generalizable
to providers around the country, the findings of
limited knowledge and practice are all the more
striking.
Health care providers can play an important role in
supporting patient reproductive goals and decreasing
stigma related to fertility in couples affected by HIV.
Key steps in this process include a nonjudgmental
assessment of reproductive goals, the provision of information and options that are accurate and comprehensive, and patient-centered decision-making to
guide treatment. This approach can have multiple
positive outcomes, including helping patients achieve
their fertility goals, minimizing HIV transmission,
and supporting the reproductive health needs of uninfected partners who may not otherwise access health
care. Training and resources are needed to support the
provision of comprehensive, integrated, and patientcentered sexual and reproductive health care for
sero-different couples.

Conclusion
We present one of the first studies of HIV provider
reproductive health counseling of men living with
HIV in the United States. Providers overwhelmingly
believed that reproductive health counseling was
within their scope of practice, although there was
considerable variation regarding topics discussed
and reasons for inquiring about reproductive health.
Additionally, providers more often reported discussing contraception than fertility intentions with
male patients living with HIV who were sexually
active with women. These findings suggest the need
for focused provider training regarding the provision

of comprehensive reproductive health counseling and
shared decision-making for HIV-affected couples.
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