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IAS 2017 SATELLITE SESSION:
MEETING REPORT
This meeting report provides a summary of the presentations and discussions at the IAS 2017
satellite session titled “Global Consensus Guidelines on Safer Conception Research and
Programming Priorities for HIV-affected Individuals and Couples”.
To access electronic versions of the presentation slides, please visit the IAS2017 website:
http://programme.ias2017.org/
Locate the session (#WESA02) on the calendar (Wednesday, July 26, 2017 07:00 - 08:30) and
double click to open the online agenda. From there you will see and can download the
presentation slides by speaker.
INTRODUCTION
Who we are: GlobalSHARE, a Global Community for Sex, HIV, and Reproductive Empowerment, includes
over 50 clinicians, researchers, policy makers, and people living with and affected by HIV. We are committed
to sexual and reproductive rights and evidence-based and community-informed approaches to guide safer
conception implementation for HIV-affected individuals and couples who want to have a child.
GlobalSHARE is catalyzed by an expert team of clinicians, researchers, and community leaders committed to
advancing sexual and reproductive empowerment. Safer conception interventions reduce HIV incidence while
supporting the reproductive goals of people living with or affected by HIV. We developed a consensus
statement to address demand, summarize science, identify information gaps, outline research and policy
priorities, and advocate for safer conception services.
What is the consensus statement and why we need it: This statement emerged from a process incorporating consultation from meetings, literature, and key stakeholders. Three co-authors developed an outline which
was discussed and modified with co-authors, working group members, and additional clinical, policy, and
community experts in safer conception, HIV, and fertility. Co-authors and working group members developed
and approved the final manuscript.
Consensus across themes of demand, safer conception strategies, and implementation were identified. There
is demand for safer conception services. Access is limited by stigma toward people living with HIV (PLWH)
having children and limits to provider knowledge. Efficacy, effectiveness, safety, and acceptability data
support a range of safer conception strategies including antiretroviral therapy (ART), pre-exposure prophylaxis
(PrEP), limiting condomless sex to peak fertility, home insemination, male circumcision, STI treatment,
couples-based HIV testing, semen processing, and fertility care. Lack of guidelines and training limit
implementation. Key outstanding questions within each theme are identified.
Consumer demand, scientific data, and global goals to reduce HIV incidence support safer conception service
implementation. We recommend that providers offer services to HIV-affected men and women, and program
administrators integrate safer conception care into HIV and reproductive health programs. Answers to
outstanding questions will refine services but should not hinder steps to empower people to adopt safer
conception strategies to meet reproductive goals.
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Accessing the consensus statement:
Supporting Safer Conception and Pregnancy For Men And Women Living with and Affected by HIV
Authored by: Lynn T. Matthews, Jolly Beyeza-Kashesya, Ian Cooke, Natasha Davies, Renee Heffron, Angela
Kaida, John Kinuthia, Okeoma Mmeje, Augusto E. Semprini, and Shannon Weber. Published in: AIDS and
Behavior (Open Access), May 2017.
Read the statement: https://www.ncbi.nlm.nih.gov/pubmed/28501964
Endorse the statement: https://www.hiveonline.org/saferconceptionendorse/

Early Endorsements as of September 2017:
Susan Cu-Uvin
MD, Brown University, USA

Ruanne Barnabas
MBChB, DPhil, University of Washington, USA

Sheila Eshiwani
MBChB, Kenyatta National Hospital, Kenya

Keshet Ronen
PhD, MPH, University of Washington, USA

Elaine Abrams
MD, ICAP at Columbia University, USA

Jared Baeten
MD, PhD, University of Washington, USA

Deborah Cohan
MD, MPH, University of California San Francisco, USA

McKenna Eastment
MD, MPH, University of Washington, USA

Mark Yudin
Positive Pregnancy Program (P3) Toronto, Canada

Anne Kaggiah
MD, MPH, Kenya

Rhoda K. Wanyenze
MBChB, MPH, PhD, Makerere University, Uganda

Kenneth Ngure
MSc, MPH, PhD, Jomo Kenyatta University, Kenya

Sheree Schwartz
PhD, Johns Hopkins School of Public Health, USA

Sylvia LaCourse
MD, MPH, USA

Deborah Money
MD, FRCSC, University of British Columbia, Canada

Lynne M. Mofenson
MD, Elizabeth Glaser Pediatric AIDS Foundation, USA

Glenn Wagner
PhD, RAND Corporation, USA

Jennifer Balkus
PhD, MPH, University of Washington, USA

Mona Loutfy
MD, MPH, University of Toronto, Canada

Kerry A. Thomson
MPH, University of Washington, USA

David Bangsberg
MD, MPH, OHSU-PSU School of Public Health, USA

Jennifer A. Unger
MD, MPH, University of Washington, USA

Brittany Alexander
FNP, University of North Carolina, Chapel Hill, USA

Daisy Krakowiak
MPH, PhD, USA

Alison Roxby
MD, MSc, University of Washington, USA

Elizabeth Irungu
MBChB, MPH, Kenya
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Adam Balen
MBBS, MD, DSc, FRCOG, UK

Dr. Nelly Mugo
Kenya Medical Research Institute, Kenya

Njambi Njuguna
MBChB, MSc, MPH, Kenya

Chelsea Polis
PhD, USA

Sarah Gimbel
RN, PhD, MPH, University of Washington, USA

Southern African HIV Clinicians Society
South Africa

Judith N. Wasserheit
MD, MPH University of Washington, Seattle, USA

Reuben Granich
MD, MPH, USA

Lawrence Mwaniki
MPH, Kenya

Jacque Wambui
Kenya

Peterson Mwaniki Ngunga
KRN/KRM/KRCHN/MCHD, Kenya

Alison Drake
MPH, PhD, University of Washington, USA

Lynda Oluoch
MbChB, MSc, Kenya

Diane Cooper
PhD, University of the Western Cape, South Africa

Precious Audia Robinson
South Africa

School of Public Health
University of the Western Cape, South Africa

Francois Venter
FCP, South Africa

Sarah Finocchario Kessler
PhD, MPH, USA

Craig R. Cohen
MD,MPH, University of California, San Francisco, USA

Andrea Ciaranello
MD, MPH, USA

Cameron McConkey
Drexel University, USA

Sarah Massoud
MD, Canada

Edwin Bernard
BA, UK

Nathan Lachowsky
PhD, University of Victoria, Canada

David English
MD, AAHIVS, University of California, San Francisco,
USA

Nadia O’Brien
MPH, McGill University, Canada

Yamini Oseguera-Bhatnagar
HIVE, USA
Jill Davies
MD, Denver, USA
Grace John-Stewart
MD, PhD, USA
Kate Salters
BA, MPH, PhD, Canada

Hazar Khidir
MD, Harvard Medical School, USA
Rena Patel
MD, MPH, USA
Ellen Eyi Klutsey
Doctoral Candidate, Ghana
Surita Parashar
PhD, BC Centre for Excellence in HIV/AIDS, Canada
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AGENDA:
This IAS 2017 satellite session took place on Wednesday, July 26, 2017 from 07:00 - 08:30 CEST at
the Palais des Congrès, Place de la Porte Maillort, Paris - Room 251.

07:00 - 07:15 AM

Read the consensus statement:
https://www.ncbi.nlm.nih.gov/p
ubmed/28501964

Welcome and overview of the safer conception
consensus statement
Dr. Lynn T. Matthews, MGH Global Health, Boston,
USA

Endorse the statement:
https://www.hiveonline.org/saf
erconceptionendorse/

07:15 - 08:05 AM
People living with HIV are at the center of
safer conception.
Ms. Jacqueline Wambui, The National Network
of People Living with HIV.
Safer conception care will contribute to eMTCT.
Dr. Lynne Mofenson, Elizabeth Glaser Pediatric
AIDS Foundation.
Safer conception contributes to 90-90-90 goals.
Dr. Reuben Granich, International Association of
Providers of AIDS Care.
Safer conception programs demonstrate success.
Dr. Nelly Mugo, Kenya Medical Research Institute.

08:05 - 08:25 AM
Moderated panel and audience discussion.
Dr. Natasha Davies, Wits Reproductive Health
and HIV Institute, South Africa.

08:25 - 08:30 AM
Next Steps.
Dr. Angela Kaida, Simon Fraser University, Canada.

Supported by an educational grant
from Janssen Pharmaceuticals, Inc,
administered by Janssen Scientific Affairs, LLC
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PART 1: 07:00 - 07:15 AM
Welcome and overview of the safer conception consensus statement.
Lynn T. Matthews, MD
Dr. Matthews reviewed how safer conception strategies support people affected by HIV to conceive with
minimal HIV transmission risk. While much is known about the science supporting these methods, countrylevel policies and global guidelines are limited. The consensus statement synthesizes experiences with and
evidence for safer conception services to advocate for their wider availability and implementation.
The immediate call for this Consensus Statement came from a session hosted at IAS 2015 in Vancouver “Safer conception research, policy, and programming priorities for HIV-affected individuals and couples.” That
session was preceded by decades of science and advocacy from many trailblazing individuals and organizations.

A map of geographic locations of the institutions, organizations and individuals whose contributions
have informed the safer conception consensus statement.
Image credit: Lynn Matthews

The process for developing the Consensus Statement entailed 3 co-authors developing an outline based on
meeting materials, literature, feedback from clinical, policy, and community experts in safer conception, HIV,
and fertility. Co-authors from North America, Europe, Kenya, Uganda, and South Africa with expertise in HIV,
reproductive health, fertility care, obstetrics and gynecology, pediatrics, epidemiology contributed to several
drafts. A penultimate draft was shared with community members living with HIV and their comments were
incorporated. The manuscript was sent out for peer review and publication. The accepted publication has
been circulated for endorsement from key stakeholders.
The key consensus points in the areas of demand, safer conception strategies, and implementation include:

Demand:
◆
◆

◆
◆

Many HIV-affected men and women navigate pregnancy decisions without information to support HIV
risk reduction.
When safer conception care is available, demand increases.
Stigma towards PLWH having children limits access to safer conception services.
Provider engagement in conversations about safer conception is limited by insufficient knowledge,
6
a lack of guidance, and limited skills.

◆

Partners, family members, and communities can be engaged in conversations about safer conception.

Safer conception strategies:
◆
◆

Science supports the efficacy, effectiveness, safety, and client acceptability of a range of safer
conception strategies.
ART is a key safer conception strategy to promote the health of people living with HIV while reducing
sexual and perinatal transmission.

Implementation:
➔	
◆
◆
◆
◆
◆

When services are available, demand is high, delivery is feasible, and outcomes are encouraging.
Implementation is limited by a lack of guidelines, training, and support for providers.
Many providers maintain reservations about supporting condomless sex and/or childbearing among
PLWH.
Supporting HIV-serostatus disclosure within the partnership is part of safer conception counseling, but
not a prerequisite for engaging in care.
Legal and ethical issues present challenges.

Also reviewed, were the outstanding gaps highlighted in the Consensus Statement including:
◆
◆
◆
◆
◆
◆
◆
◆
◆

How to reach those who need safer conception services: people who are HIV negative, HIV
concordant or have unknown HIV status.
How to normalize pregnancy among people living with and affected by HIV.
How to support safer conception method use, for example: adherence to PrEP.
How to prioritize methods/combinations based on the level of HIV risk, individual preferences, and
available services,for example: safety of PrEP or the role of sperm washing if on ART.
How to support HIV-affected couples who may have compromised fertility.
How to integrate safer conception services into existing health programs.
How to ensure that safer conception programs support clients who are not yet ready or able to
disclose to their partner(s).
How to provide care to HIV-concordant-positive couples, men, same-sex couples, single parents by
choice, extended and co-parenting families.
How to ensure that pregnancy planning, reproductive agency and autonomy are promoted within
services.

In conclusion, it is time to implement safer conception services. Providers can offer available safer conception
services to HIV-affected men and women. Health program administrators can integrate safer conception services into HIV and reproductive health programs. Answers to outstanding questions will contribute to refining
care, implementation, and policy but resolution need not delay offering services.
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PART 2: 07:15 - 08:05 AM

People living with HIV are at the center of safer conception.
Jacqueline Wambui
Ms. Jacqueline Wambui emphasized the role of community-based organizations in promoting messaging
about pregnancy and parenthood in the context of HIV. She noted that there are currently few, if any, supports
for safer conception offered at general public sector clinics in Kenya and other settings. Thus, much of the
leadership on safer conception is coming from community advocates who are dedicated to capacity building
of women living with or affected by HIV and other community-based groups. In many clinical settings, women
living with HIV are still being told not to become pregnant, and motherhood while living with HIV remains
stigmatized. Ms. Wambui reminded attendees that we cannot overlook this routine source of stigma and
discrimination for HIV-affected couples seeking safer conception advice, counselling, and support.
Moving beyond safer conception, Ms. Wambui expressed concern about lingering misdirected abstinencebased HIV prevention programming, aimed at discouraging young women from having sex at all. In any care
environment that denies the right to sexual health, it will be challenging to offer and promote safer
conception care. Ms. Wambui emphasized the importance of training healthcare providers on de-stigmatizing
approaches to providing accurate, unbiased guidance about sex as well as safer conception care.

Image credit: Jacqueline Wambui
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Safer Conception Will Contribute to Elimination of Perinatal HIV Transmission.
Lynne M. Mofenson, M.D.

Image credit: Lynne Mofenson

Dr. Mofenson highlighted how safer conception programming could contribute to global efforts to eliminate
perinatal transmission of HIV.

Number of Perinatal HIV infections worldwide from 2000-2015.

Dr. Mofenson observed that while there has been a 70% decrease in new pediatric infections since 2000,
there is still work to do. She noted that new HIV infections in reproductive age women (especially young
women) have not declined in the past 5 years, rates of incident infection in pregnant/breastfeeding women
remain high, and there is a widespread unmet need for family planning in many countries with high HIV
prevalence. In addition, because HIV testing remains suboptimal, many women with HIV don’t know their
status and become pregnant. Worldwide, greater than 300,000 pregnant women living with HIV did not
receive any ART for prevention in 2015. Additionally, in contrast to the United States where 73% of pregnant
women have their first antenatal care visit in the first trimester, summary data suggest that as many as 32% of
pregnant women in some African settings are not seen until the third trimester or at labor. Later initiation of
ART results in lower efficacy in prevention of perinatal transmission.
Dr. Mofenson highlighted how safer conception can help address these gaps:
◆

◆
◆

◆
◆

◆

Safer conception promotes knowledge of HIV status, enabling HIV-negative women to understand
their risk and women living with HIV to access ART. Safer conception can prevent new infections
among HIV-negative women in serodifferent relationships through use of PrEP by the woman and/or
ART by her partner living with HIV.
Preventing HIV infection in women is key to preventing infection in their children.
Through helping women and couples plan for pregnancy, safer conception programming can reduce
unintended pregnancies. Women living with HIV have high rates of unintended pregnancy; in a
number of studies, up to 75% of women living with HIV reported their current pregnancy was
unintended. By allowing women and couples to choose when they become pregnant, they can
optimize their ability to prevent perinatal transmission (e.g., ensuring women living with HIV are virally
suppressed prior to pregnancy).
Women living with HIV who know their HIV status prior to pregnancy can plan their pregnancy to
maximize their health and that of their infants.
Promoting HIV testing can reduce sexual HIV transmission to HIV-negative women in serodifferent
couples who want to have children by ensuring PrEP provision for the partner who is negative and/
or ART for the partner living with HIV. Data suggest use of PrEP is safe in pregnancy and breastfeeding,
with very low to no TDF present in breast milk. Pregnancy and breastfeeding are not contraindications to use PrEP.
Acknowledging fertility desires of couples and counseling serodifferent couples regarding safer
conception strategies is critical to reducing sexual HIV transmission risk (and perinatal transmission)
during condomless sex intended for conception.
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90-90-90 and Conception.
Reuben Granich, MD, MPH & Somya Gupta, MA
Dr. Granich from International Association of Providers of AIDS Care (IAPAC) endorsed the consensus
statement because it contributes to 90-90-90 goals to end AIDS. Dr. Granich provided a brief history of the
accumulating scientific evidence demonstrating that a person living with HIV who is successfully on
antiretroviral therapy (ART) does not transmit HIV to a sexual partner. He emphasized that by expanding
access to treatment alongside other HIV prevention strategies, there will be substantial impact on reducing
HIV incidence as well as HIV-related morbidity and mortality. Yet, there is still a long way to go. Importantly,
he highlighted the need to disaggregate the 90-90-90 targets and the HIV care cascade to focus on priority
populations, including HIV serodifferent couples.
He also emphasized that if we are going to fully realize the HIV prevention benefits of ART we need to
increase our budgets, capacity, resources, and overall effort. Currently two million people initiate ART each
year, but in order to achieve the 90-90-90 goals by 2020, three million people must access treatment each year.

Reported and projected people on ART. Image credit: Reuben Granich & Somya Gupta

In discussing the consensus statement recommendations, Dr. Granich reminded the audience of the lag time
between publishing a guideline and uptake, giving the example of the average time to adopt the World
Health Organization (WHO) treatment guidelines. He encouraged all attendees to seek to shorten this policy
implementation lag to support healthy safer conception outcomes without delay.
Dr. Granich encouraged attendees to see ending AIDS as feasible. Achieving the provision of comprehensive safer conception programming and finally ending AIDS will require additional resources, clear goals and
shared vision. It will also depend upon ending business as usual, establishing accountability, using open data,
accelerating the pace of science to service delivery, and budgeting for success.
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Implementation of Safer Conception Programs
Nelly Rwamba Mugo, MBChB, MMed, MPH
Dr. Mugo reviewed examples of safer conception programming integrated into HIV care to show that it is
feasible to provide safer conception services within existing programs and to have positive results. She highlighted that pregnancy is a high risk state for women to acquire HIV (and for women to transmit HIV to men).
This is true in African countries as well as around the world.
Dr. Mugo emphasized that peri-conception safety is important. Globally, since 40% of pregnancies are
unintended, intervention products need to be safe for early gestation and research with pregnant women is
needed to determine this safety. Dr. Mugo explained that the goal of a safer conception program is
integration of safer conception practices into routine clinical care practice offering services to persons living
with and affected by HIV.

Unintended pregnancies per 1,000 women aged 15–44, by subregion, 2012
Sedgh G, et al. Intended and unintended pregnancies worldwide in 2012 and recent trends. Stud Fam Plann. 2014
Sep;45(3):301-14.

Dr. Mugo addressed two overall questions:
◆
Is implementation of safer conception services feasible?
◆
Will the population of intended end-users use the interventions?
To answer these questions, examples were provided from:
Partners Demonstration Project: PrEP as a bridge to ART (Kenya & Uganda).
(https://www.ncbi.nlm.nih.gov/pubmed/28894986)
The degree of PrEP protective efficacy was similar for men (97%) and women (93%) in the Partners
Demonstration Project.
◆
All four seroconverters were not using PrEP and none had resistance to PrEP medications.
◆
156 pregnancies occurred (both women living with HIV and HIV-negative women).
◆
Pregnancy incidence: 18.5/100 pyrs (HIV-negative); 18.7/100 pyrs (living with HIV).
◆
83% used PrEP & ART, 13.7% sperm wash; 21.8% self insemination.
◆
One HIV acquisition event in pregnancy (no evidence of tenofovir in plasma).
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Safer Conception Demonstration Project, Inner-city (Johannesburg, South Africa)
(http://programme.aids2016.org/Abstract/Abstract/6769)
◆
Recruitment was from 4 inner-city facilities.
◆
There was a high proportion of HIV concordant couples – this was because many clients accessed the
service from the ART clinic located on the floor below.
◆
All couples can benefit from the service. Different partnerships experience different HIV risk factors
that can be mitigated by appropriate care and support.
◆
Couples who want a baby may not wait until safer conception strategies are optimised before
attempting conception (i.e., before viral suppression). Even in these cases, engagement in services
increases likelihood of early confirmation of pregnancy, reduction in the risk of perinatal transmission.
◆
Phase 2 of the project focuses on strengthening provision and uptake of short-term contraception for
couples who are asked to defer pregnancy attempts.
◆
Along with zero HIV transmissions, the service has benefited couples unable to conceive by ensuring
all individuals living with HIV accessed ART and were virally suppressed. Many couples continued to
try for pregnancy after exiting the service because they learned how to do this safely.
➔Experiences from Sakh’umndeni Safer Conception Service at Witkoppen Health and Welfare Centre,
(Johannesburg, South Africa) (https://www.ncbi.nlm.nih.gov/pubmed/28361507)
◆
80% of enrolled participants used at least one safer conception strategy
◆
15% of participants didn’t use any strategy (93% of this group had a partner living with HIV who was
virally suppressed)
◆
>3100 follow-up visits completed
◆
93 pregnancies to date (93/334 women=28%)
◆
No horizontal or vertical transmissions observed
◆
Safer conception services got men into clinic and engaged in treatment and prevention.
Some lessons learned included:
➔	
Provider challenges:
◆
Ongoing ambivalence toward supporting HIV-affected persons to have children.
◆
Reservations about condomless sex among PLWH.
◆
Inadequate provider expertise with safer conception interventions.
◆
Misconceptions that HIV-negative partners in HIV serodifferent partnerships are in ‘latency’ (West N.
AIDS Care 2016)
◆
Challenges supporting couples with HIV disclosure.
➔	
◆
◆
◆
◆
◆
◆
◆

Overarching client messages:
Couples tend to have a preference for timed condomless sex.
Couples and providers experienced with ART/viral suppression and PrEP expressed comfort with use
of ART for safer conception because of low cost and easy access in most health care settings.
Calculating peak fertility period is challenging for individuals and couples.
Complex socio-cultural factors influence family building decision-making. Sometimes, the desire for
children outweighs the fear of HIV acquisition/perinatal transmission
Stigma: belief still exists that PLWH should not have children.
Reminders for safe conception and conversations about fertility should be as commonplace at every
healthcare visit as reminders about condom use. Often, patients initiate conversations about conception.
Counselling: importance of counselling both individuals as a couple (as long as disclosed).

In summary, Dr Mugo said:
◆
Routine provision of safer conception interventions promotes maternal and child health and should be
integrated into routine services with frequent screening for fertility desires.
◆
Uptake of safer conception services is high when made available.
◆
People living with and affected by HIV who use interventions with high fidelity reduce both horizontal
and perinatal HIV transmission incidence.
◆
Access to reproductive health services is a human right.
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◆
Provider education and stigma reduction is required.

PART 3: 08:05 - 08:25 AM

Moderated panel and audience discussion.
Natasha Davies, MD

Image credit: Nadia O’Brien

Topics that were covered and discussion points that were raised by attendees and panelists:
Why are safer conception options important if people with a suppressed viral load cannot transmit HIV
to sexual partners?
◆
◆
◆
◆

◆
◆

People living with and affected by HIV can and do have healthy, safe and enjoyable sex lives. It is
important to give people options for HIV prevention that best suit their lives and preferences.
Treatment is a broad choice. Sometimes that means the HIV negative partner may not know whether
or how well the HIV-positive partner is taking their ART, and PrEP provides a method of protection in
case adherence to HIV treatment is not optimal or is unknown.
When treatment coverage is low in the community, seronegative women may not be aware they are at
risk of HIV acquisition when trying to conceive.
Safer conception discussions create space for engaging both partners - this is especially important in
situations where male partners have not yet engaged in care. A desire for a healthy baby may be a
new motivation that draws previously disengaged males into health facilities for HIV counseling,
testing and treatment where needed.
We can’t assume adherence is maintained during long periods between viral load testing so it is
important to continue to give couples the necessary information about HIV prevention options so they
can make an informed choice about other risk reduction strategies.
U=U (Undetectable = Untransmittable) on one occasion does not necessarily mean U=U for life. It is
important to consider that up to 40% of people living with HIV in some regions are detectable. In
other settings, the resources to confirm undetectable viral load are not available on a reliable basis.
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◆
◆

It is also important to continue to present and offer options like condoms because use of treatment
as prevention or PrEP protects against HIV transmission but not against other STIs. Untreated STIs can
cause infertility, pregnancy loss, or other gynecological/obstetric complications.
PrEP is also an important option for individuals or couples with high anxiety about HIV transmission
who struggle to feel comfortable with condomless sex even when the partner living with HIV is con
firmed to have an undetectable viral load.

In light of the data that indicates that treatment is prevention, what is the purpose of PrEP?
PrEP is a personal decision. Treatment for the partner living with HIV is ideal but not always perfect
and many HIV-negative individuals want agency in their own protection efforts, rather than relying
solely on their partner having sustained viral suppression.
◆
PrEP is an important tool when partners are not willing or unable to engage in care (status is unknown,
unwilling to be tested, living with HIV but not ready to take ART, etc.) It is also important when viral
load data are unavailable.
◆
One very important role for PrEP is for serodifferent couples where the partner living with HIV has only
recently tested positive and initiated treatment. It can take up to 6 months to achieve sustained viral
suppression and couples may not be willing to wait that long before attempting to conceive. PrEP
takes 7 days for anal exposure and 20 days for vaginal exposure to reach effective levels so HIV
negative individuals may choose to use PrEP while their partner starts ART.
◆
PrEP is an important option for partners unable to ascertain their partner’s HIV status, or who have
concerns about their partner living with HIV with no disclosure.
◆
There are also instances where the partner does not want to access care or has adherence challenges.
◆
It is also important to remember that some individuals have more than one partner, and, although
one partner might be engaged in care and virally suppressed, the risk for HIV acquisition might be
related to another partner with unknown status or suboptimal treatment adherence or outcomes.
In many settings, providers are uncomfortable and/or nervous about promoting condomless sex within HIV
sero-different couples, in the context of desired pregnancy and more generally.
How should statistics from clinical trials and observational studies be shared with consumers? The statistics
presented in the consensus statement regarding efficacy of different HIV prevention methods might be
misleading to patients and providers. How do we create clear and honest messaging (including statistics)
about HIV risk and HIV prevention without causing confusion?
◆
When looking at data from trials across several different countries and population groups, it has now
become clear that no HIV transmission has been observed or recorded in a serodifferent couple who is not
using condoms where the partner living with HIV is well established on antiretroviral therapy and has a
confirmed undetectable viral load. Clinical trials are designed to incorporate the information from everyone
who was part of the trial, regardless of how well each person used the study medication. So, the results from
a trial are impacted by the people in the trial who did not use the study medications as they were intended
to be used (e.g., once per day). So even though HPTN 052 showed a 96% reduction in HIV transmission risk
(not 100%) this is because one individual in the trial was not fully suppressed when the transmission event
occurred. These data inform the undetectable = untransmittable message which is that ‘if you have a partner
who is living with HIV, is on ART and has a recent undetectable viral load with ongoing high levels of
adherence (not missing pills), your risk of acquiring HIV from that partner is zero, even if you don’t use
condoms together’.
◆
Clinical studies looking at ARVs for prevention and PrEP have not shown 100% effectiveness at
preventing new HIV infections because the studies were following human beings with real, normal, lives. This
meant that some of them had partners who had not been on treatment long enough to be undetectable or
partners were not adhering well enough. In the case of the PrEP studies, all of the new infections happened in
individuals who were not taking PrEP regularly enough to provide protection. Unless ART is taken as
prescribed, individuals may not achieve viral suppression. If PrEP is not taken as prescribed, it may not work to
prevent HIV acquisition. However, if PrEP and ART are taken as prescribed, they work and the evidence
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for that is now very clear.

PART 4: 08:25 - 08:30 AM
Next Steps
Angela Kaida, PhD
In closing, Dr. Angela Kaida summarized the importance of including safer conception programming as part
of 90-90-90 targets and eMTCT goals and ensuring the priorities of people living with HIV are centered in
research, programming, and policy responses. She further commented on the ongoing need to normalize
desires and experiences of pregnancy (and overall sexuality) for people living with or affected by HIV. The
success of safer conception programming implementation and demand will depend on efforts to reduce
community and healthcare provider stigma regarding pregnancy in the context of HIV. On this front, ongoing
advocacy is key, particularly among policy makers. Dr. Kaida thanked attendees for an interesting and important discussion relating to the positioning of safer conception programming in the context of U=U/Treatment
as Prevention (TasP) as well strategies to disseminate clear and accurate information (including statistics from
clinical trials) to people affected by HIV.
Dr. Kaida re-emphasized that although there remain outstanding questions and challenges to further refine
delivery of safer conception programming, there is no need to delay implementation efforts. We have the
science and commitment to begin and/or scale-up existing services. She reminded attendees to add their
names to the list of “early endorsers” of the consensus statement and to circulate the consensus guidelines
to other stakeholders in their networks. Dr. Kaida thanked participants for participating in the satellite and on
behalf of the satellite co-chairs, committed to being in touch with attendees to share a satellite report and
other follow-up activities.
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Looking Ahead: Meeting Implications
The presentations and discussions at this satellite session made clear that it is time to implement safer
conception services globally. In so doing, we must acknowledge and address on-going stigma and
discrimination for HIV-affected individuals and couples who desire parenthood and who could be supported
to do so with safer conception advice, counseling, and support.
Meeting attendees discussed a range of outstanding questions to help inform, refine, and improve implementation
of safer conception programs and policies, and which were recommended as follow-up items from the satellite:
How to best reach all those who need safer conception services, including individuals who are living
with HIV, those who are HIV negative, individuals who don’t know their own or their partner’s HIV
status, and those in HIV serodifferent or seroconcordant partnerships?
How to normalize pregnancy among people living with and affected by HIV?
How to support uptake and adherence to safer conception methods? For example, how to support
PrEP adherence before, during, and after conception attempts?
Whether to prioritize particular safer conception methods alone or in combination, based on the level
of HIV risk, individual preferences, relationship dynamics, and available services? For example,
p roviding patient and provider guidance on the use of sperm washing if the partner with HIV is on ART.
H ow can safer conception programs support HIV-affected couples who may have compromised fertility?
Whether and how to integrate safer conception services into existing health programs (integrated in
HIV care, family planning care, primary care, etc)?
How to ensure that safer conception programs are able to support clients with their own or their
partner’s fertility intentions but who are not yet ready or able to disclose to their partner(s)?
How to provide safer conception care to a broader range of HIV affected individuals and couples who
might need them, including HIV-concordant-positive couples, same-sex couples, single parents by
choice, extended and co-parenting families?
How to engage men in safer conception programming?
How to ensure that pregnancy planning, sexual and reproductive agency and autonomy are promoted
within safer conception and primary care services?
How to ensure that client perspectives and priorities are centered in safer conception care planning
and delivery?
What are the best messages for optimizing outcomes among safer conception stakeholders: policy
makers, clinicians, women, men, youth, etc.
Answers to outstanding questions will contribute to refining care, implementation, and policy regarding safer
conception, but resolution need not delay offering services. Providers can offer available safer conception
services to HIV-affected men and women. Health program administrators can integrate safer conception services
into HIV and reproductive health programs. HIV affected individuals and couples have a right to such services.
Additional next steps of this effort include ensuring widespread awareness and endorsement of the consensus
statement and amplifying information regarding best practices in the delivery of HIV risk reduction strategies
for people affected by HIV who would like to have a child. Members of this community are encouraged to join
GlobalSHARE: Global Community for Sex, HIV, and Reproductive Empowerment, a listserv where we share
and discuss the latest scientific evidence, guidelines, and commentaries related to sexual and reproductive
health and rights in the context of HIV.
Join here: https://groups.google.com/forum/#!forum/globalshare
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Appendix 1: Satellite Session Speakers:
Dr. Lynn Matthews is an infectious disease physician at Harvard Medical School and Massachusetts General
Hospital who works to understand how individuals and couples in HIV-endemic areas approach reproductive
goals and develops interventions to support these goals. She collaborates with partners in Durban, South
Africa (MatCH Research Unit) and Mbarara, Uganda (Mbarara University of Science and Technology).
Ms. Jacqueline Wambui is an HIV-positive activist working with the National Empowerment Network on
People Living with HIV and AIDS in Kenya (NEPHAK). She is passionate about sexual and reproductive
health for young women and girls and creating an HIV-free generation. She is in an HIV sero-discordant
relationship.
Dr. Lynne Mofenson is a Board-certified pediatric infectious disease specialist. After several years in private
practice of pediatrics and infectious diseases, she joined the Massachusetts Department of Public Health as
Assistant Commissioner for the Division of Communicable Disease Control in 1985, where she was responsible for all communicable disease programs for the Department of Health, including the HIV/AIDS program.
She joined the Eunice Kennedy Shriver National Institute of Child Health and Human Development (NICHD),
National Institutes of Health (NIH) in 1989, first as Associate Branch Chief for Clinical Research in the
Pediatric, Adolescent and Maternal AIDS Branch, and then as Branch Chief in the Maternal and Pediatric
Infectious Disease Branch (MPID) from 2000-2014. She retired from the NIH in September 2014 after 25
years, and currently serves as Senior HIV Technical Advisor for the Elizabeth Glaser Pediatric AIDS Foundation.
Dr. Reuben Granich has over 20 years experience in health and development, working for national, state
and local governments, the UN system, and in private sector health care. His interest and work on HIV
began in 1988 in San Francisco and has included addressing HIV and TB in the United States and over 25
low and middle income countries. In January 2015 he joined IAPAC (International Association of Providers
of AIDS Care) where he is Vice President and Chief Technical Officer while also working at the Office of the
Global AIDS Coordinator (President’s Emergency Plan for AIDS Relief) where he is Senior Technical Advisor for
HIV/TB.
★	
Dr. Nelly R. Mugo is an obstetrician, gynecologist and a principal research scientist at the Kenya Medical
Research Institute (KEMRI), Nairobi. She attained her medical training at the University of Nairobi and
earned her MPH with a major in epidemiology tract from University of Washington in 2000. She has spent
the last 16 years in clinical research with a focus in HIV prevention and reproductive health research.
Presently, she collaborates with the University of Washington, International Clinical Research Center (ICRC);
department of global health in conduct of HIV-1 prevention clinical research and she is the principal
investigator for Partners in Health Research Development (PHRD) and the Partners PrEP Demonstration
project, Thika site. Dr. Mugo heads the Sexual Reproductive Adolescent and Child Health Program,
(SRACH-RP) in KEMRI. She is also an honorary lecturer at the University of Nairobi and senior specialist at
the Kenyatta National Referral Hospital department of Obstetrics and Gynecology.
★	
Dr. Natasha Davies is the lead clinician at one of South Africa’s first safer conception services, based at a
busy primary healthcare clinic in Johannesburg. The service supports nearly 700 individuals and couples
living with HIV who want to plan a pregnancy. Over the past two years, over 100 pregnancies have been
achieved with no recorded horizontal (partner to partner) or vertical (mother to child) HIV transmissions.
Natasha and her team are now working to expand safer conception services to nine other primary healthcare
facilities in inner-city Johannesburg.
Dr. Angela Kaida is an epidemiologist and Canada Research Chair in Global Perspectives in HIV and Sexual
and Reproductive Health in the Faculty of Health Sciences at Simon Fraser University. Her global research
program centers on a rights-based, evidence-informed, and community-driven approach to sexual and
reproductive health among women and youth affected by HIV.
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Appendix 2: Satellite Attendees
Anne Owiti, Kenya
I Landman, Zimbabwe
Coceka Mnyani, South Africa
Neena Philip, ICAP, USA
Margaret Tan, Malaysia
Jennifer Jao, ICAHN, USA
Heather Boerner, Medscape, USA
Joanne Mantell, Columbia University, USA
Atiene Sagay, University Of Jos, Nigeria
Kenneth Ngure, University of Washington, USA
Kristen Sullivan, UNC Chapel Hill, USA
Craig Cohen, USA
Theo Katsivas, UCSD, USA
Robert Grant, UCSF, USA
Qiao Yaping, China CDC, China
Petrus Steyn, WHO, Switzerland
James Kiarie, WHO, Switzerland
Kate Powis, Harvard, USA
Jared Baeten, University of Washington, USA
Mary Kestler, University of British Columbia, Canada
Tammy Phillips, UCT, South Africa
Elizabeth Inuyu, Kemri, Kenya
Pinyo Rattanavmpamin, Siriraj, Thailand
Eric Hefer, South Africa
Andrea Ciaranello, Massachusetts General Hospital, USA
Violet Gwayalya, Makerere, Uganda
Surita Parashar, BC Centre For Excellence In HIV/AIDS, Canada
Kate Salters, Simon Fraser University, Canada
Sheree Schwartz, Johns Hopkins, USA
Sarah Finocchario-Kessler, University Of Kansas Medical Centre, USA
Maryanne Ombija, Elizabeth Glaser Pediatric Aids Foundation, USA/SSA
Elizabeth Gardiner, AVAC, USA
Kwee Choy Koh, International Medical University, Malaysia
Allison Nist, Collier County Health Department, USA
Susan Cu-uvin, Brown University, USA
Nadia O’brien, Mcgill University, Canada
Sarah Massoud, Mcgill University, Canada
Nathan Lachowsky, University Of Victoria, Canada
Tanyawee Puthandal, Chulalongkorn University, Thailand
Linda Aurpibul, Chiang Mai University, Thailand
Angela Oketch, Nation Media Group, Kenya
Megan Huchko, Duke Global Health Institute,USA
Laurent Mandelbot, University Of Paris Diderot, France
Kembab Rore, Mbarara University, Uganda
Thoko Malaba, University Of Cape Town, South Africa
Somya Gupta, IAPAC, India
Jenni Smit, South Africa
Hazar Khidir, MGH, USA
Mags Beksinska, MRU, South Africa
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Appendix 3: In the Media
Medscape’s Heather Boerner writes about the satellite session.

Surmounting ‘Confusing’ HIV Conception Guidance

www.medscape.com

Heather Boerner
August 02, 2017
PARIS — The first step toward a successful pregnancy for an HIV-discordant couple is ensuring that the person
infected with HIV is adherent to treatment and has a consistently undetectable viral load.
From there, physicians should offer choices, such as PrEP for the uninfected partner, condomless sex timed
with ovulation, self-insemination, sperm washing, or reproductive services like in vitro fertilization, said Lynn
Matthews, MD, from Harvard University in Boston.
“Our job is to teach people about the different options and help them make the selection that works best for
them,” she told Medscape Medical News.
That hasn’t always happened. Recently, the Centers for Disease Control and Prevention (CDC) issued updated
recommendations on sperm washing for HIV-positive men, as reported by Medscape Medical News. But the
guidance seemed to suggest that when couples attempted condomless sex for conception, the HIV-positive
partner should be taking suppressive therapy and the HIV-negative partner should be taking pre-exposure
prophylaxis (PrEP). In fact, science shows that both work individually.
The CDC is planning to issue a correction, Richard Wolitski, PhD, director of the Office of HIV/AIDS and
Infectious Disease at the CDC, said on a conference call with activists earlier this month.
An attempt to clarify the issue was made during a satellite session here at the International AIDS Society (IAS)
2017 Conference. Physicians discussed evidence-based practices to try to get closer to consensus about what
safer conception in the era of treatment as prevention and PrEP really looks like.
Integrated HIV and Reproductive Care
A consensus statement published recently recommends the integration of reproductive healthcare and HIV
services, so that providers can identify patients who want to become pregnant and help them conceive safely
(AIDS Behav. Published online May 13, 2017).
The statement, which began its life at the IAS 2015 meeting, also suggests that providers offer safer conception services to people living with HIV — men and women — at each appointment, along with regular
counseling on condom use and treatment adherence.
The first question physicians who care for people infected with or exposed to HIV should ask is, “what are
your plans for having a family?” said Dr Matthews.
It is the provider’s job to talk to patients about the risks they are willing to take, she explained. Some women
are confident their partner has a suppressed viral load and opt to forgo PrEP. Other women are anxious
without PrEP, even if the viral load of their partner has been undetectable for years. And still others might not
feel comfortable talking to a partner about his viral load or might be unsure that he is monogamous.
For each of the partners, there is an option that will work, she said.
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‘Falsely Precise Numbers’
To help patients understand the risks, physicians need to be “immaculate” with their data, said Robert Grant,
MD, from the University of California, San Francisco, who is lead investigator of the landmark iPrEx
Pre-exposure Prophylaxis Initiative.
That does not mean including “falsely precise numbers” from the HIV Prevention Trials Network (HPTN) 052
treatment-asprevention trial, which indicate that treatment is 96% effective, or even from iPrEx, which indicate
that PrEP is 63% to 75% effective.
“If you start talking about numbers, it gets really confusing, really fast,” Dr Grant said. “Patients are going to
ask, ‘What Surmounting ‘Confusing’ HIV Conception Guidance happened to the 30% of people using PrEP
who got HIV anyway? Or what happened to the 4% of people on ART who transmitted anyway?’”
“The answer is that those people don’t exist,” he explained. They are the outcome of study designs that
included placebos and datasets that included people who didn’t actually take medication. The only reason
that HPTN 052 didn’t come out 100% effective is that one person transmitted HIV before he was virally
suppressed. And in the PrEP trials, 30% to 40% of people had no evidence of HIV prevention drugs in their
systems.
“They’re not PrEP users and they’re not like your patients,” he said. “Can we adopt the U=U concept? It’s
clear and evidence-based.”
U=U is the abbreviation for the undetectable-equals-untransmittable public information campaign, a
movement started by people living with HIV that urges physicians, in particular, to start talking to their
patients frankly about what an undetectable viral load means.
The Condom Debate
During the satellite session, the debate focused on ways to grapple with the fact of treatment as prevention,
and its implication for condomless sex to achieve pregnancy, while offering patients all their options.
“I’m getting push-back from patients because there is this movement of U=U,” said Susan Cu-Uvin, MD, from
Brown University in Providence, Rhode Island.
“My partner is undetectable; why should I go on PrEP?” they ask. The answer is that “you don’t control your
partner taking ARVs — he may stop at any point — and STIs can happen,” Dr Cu-Uvin explained.
After discussion of ways to counsel patients about condomless sex during ovulation, when ovulation test kits
can be inaccurate, and the irregularity of some women’s menstrual cycles, Reuben Granich, MD, from the
International Association of Providers in AIDS Care, piped up. “I’m confused,” he said.
“If you’re suppressed, you’re not going to transmit, so you can have as much sex as you want,” he pointed
out. “Why are you talking about some window” for condomless sex during ovulation?
Jacque Wambui, a woman from Kenya living with HIV who is part of the National Network of People with HIV
and AIDS, gave Dr Granich a high five.
“This is what I’m saying,” she told the crowd. “The provider will not initiate the conversation. Women must
demand these services. If U=U, then U=U and that’s that.”
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One provider countered, however, that “we need to be careful not to assume that once you’re U, you’re
always U.”
Options, Not Permission
In the end, said Nelly Mugo, MD, from the Kenya Medical Research Institute in Nairobi, patients will do what
they want.“My take on it is, you’re not in the bedroom.”
“You can only give them the correct information, and the decision will ultimately be theirs,” she said.
“Reproductive services are a human right. But access to knowledge is a human rights issue also.”
Dr Matthews, Dr Grant, Dr Cu-Uvin, and Dr Mugo have disclosed no relevant financial relationships.
International AIDS Society (IAS) 2017 Conference: Abstract WESA0206. Presented July 26, 2017.
Follow Medscape on Twitter @Medscape and Heather Boerner @HeatherBoerner
Medscape Medical News © 2017 WebMD, LLC
Send comments and news tips to news@medscape.net.
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Follow the conversation on Twitter:

#HIVLoveWins

#IAS2017

#GlobalSHARE
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