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Executive summary

The sexual and reproductive health of women living with HIV/AIDS is 
fundamental to their well-being and that of their partners and children. 
This publication addresses the specific sexual and reproductive health needs 

of women living with HIV/AIDS and contains recommendations for counselling, 
antiretroviral therapy, care and other interventions.

Improving women’s sexual and reproductive health, treating HIV infections and 
preventing new ones are important factors in reducing poverty and promoting 
the social and economic development of communities and countries. Sexual and 
reproductive health services are uniquely positioned to address each of these 
factors.

Equity and rights

Gender plays an important role in determining a woman’s vulnerability to HIV 
infection and violence and her ability to access treatment, care and support and 
to cope when infected or affected. The current scope of HIV interventions and 
policies needs to be expanded to make gender equity a central component in 
the fight against HIV.

All women have the same rights concerning their reproduction and sexuality, 
but women living with HIV/AIDS require additional care and counselling during 
their reproductive life. HIV infection accelerates the natural history of some 
reproductive illnesses, increases the severity of others and adversely affects the 
ability to become pregnant. Moreover, infection with HIV affects the sexual 
health and well-being of women.

HIV and sexual health

HIV testing and counselling is the entry point to HIV-related care and support, 
including antiretroviral therapy. Knowledge of HIV status is essential for tailoring 
reproductive health care and counselling according to the HIV status of women 
and to assist women in making decisions on such issues as the number, spacing 
and timing of pregnancies, use of contraceptive methods and infant-feeding 
practices. Further, information and counselling are critical components of all 
sexual and reproductive health services and support women in making these 
decisions and carrying them out safely and voluntarily.
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Complex factors affect whether women’s expression and experience of sexuality 
lead to sexual health and well-being or place them at risk of ill-health. High-
quality programmes and services that address sexuality positively and promote 
the sexual health of women living with HIV/AIDS are essential for women living 
with HIV/AIDS to have responsible, safe and satisfying sexual lives, especially in 
countries severely affected by HIV.

Violence, including sexual violence against women, is strongly correlated with 
women’s risk of becoming infected with HIV. In addition, violence against a 
woman can interfere with her ability to access treatment and care, maintain 
adherence to antiretroviral therapy or feed her infant in the way she would like. 
Health services, including those focusing on HIV treatment, care and prevention, 
provide an important entry point for identifying and responding to women who 
experience violence.

Family planning

Family planning services have great potential for leading the way in promoting 
sexual health and in efforts to prevent and treat HIV/AIDS. Further, helping 
women living with HIV/AIDS avoid unintended pregnancies is an important 
component of programmes to prevent HIV among infants. Transmission of HIV 
and other sexually transmitted infections (STIs) warrants special consideration 
during family planning counselling. The consistent and correct use of condoms 
continues to be the most effective contraceptive method that protects against 
acquiring and transmitting HIV and other STIs. Family planning services must be 
comprehensive and address HIV prevention including, where appropriate, the 
benefits of abstinence, the risk associated with unprotected sex with multiple 
partners as well as the promotion and provision of dual protection.

In addition to medical eligibility criteria, the social, cultural and behavioural context 
must be considered and specific recommendations of contraceptive methods 
individualized for each woman based on her stage of disease and treatment as 
well as lifestyle and personal desires. Women living with HIV/AIDS can safely 
and effectively use most contraceptive methods. However, several antiretroviral 
drugs have the potential to either decrease or increase the bioavailability of 
steroid hormones in hormonal contraceptives.

Termination of pregnancy

About half of all unintended pregnancies are terminated each year, 19 million 
of them under unsafe conditions. To make an informed decision about whether 
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to continue with the pregnancy or to terminate it, women living with HIV/AIDS 
need to know the risks of pregnancy to their own health as well as the risks of 
transmission of HIV to their infant and the effectiveness, availability and cost 
of antiretroviral drugs for treating HIV infection and preventing HIV infection 
among infants as well as the potential toxicity of such drugs. They also need 
to know where safe, legal abortion is available, about the abortion procedures 
being provided and the expected side effects and the risks of undergoing 
unsafe abortions (those performed by unskilled providers and/or in unhygienic 
conditions). Provision of family planning counselling and services is an essential 
component of post-abortion care and assists women in avoiding unintended 
pregnancies in the future, thereby reducing repeat abortions.

Pregnancy, birth and postpartum

Skilled care during pregnancy, childbirth and postpartum includes considering 
the effects of HIV/AIDS on complications during these events, paying attention 
to HIV-related treatment and care needs and intervening to reduce HIV 
transmission to infants. Although pregnancy does not have a major effect on 
the progression of HIV disease, women living with HIV/AIDS have a greater risk 
of certain adverse pregnancy outcomes, such as intrauterine growth restriction 
and preterm delivery. Pregnant women living with HIV/AIDS have an increased 
risk of developing malaria and its consequences and therefore require additional 
precautions.

The benefit of elective caesarean section in reducing HIV transmission has to be 
balanced against the risk of the surgical procedure. Women living with HIV/AIDS 
have increased risks of postoperative morbidity following caesarean section, 
especially infective complications.

Comprehensive postpartum follow-up and care for women living with HIV/AIDS 
and their infants extends beyond the six-week postpartum period and includes 
assessment of maternal healing after delivery, evaluation for postpartum 
infectious complications and ongoing infant-feeding counselling and support for 
the woman’s choice of how to feed her baby.

Sexually transmitted infections

The control of STIs has received renewed attention because of the strong correlation 
between the spread of STIs and HIV transmission. Systematic screening for STIs, 
consisting of history-taking, clinical examination and laboratory screening for 
syphilis, is part of the initial clinical evaluation of a woman with HIV. Appropriate 
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and prompt case management of STIs reduces the risk of transmitting HIV to 
sexual partners and the reproductive-tract and obstetric complications associated 
with STIs. Although the presentation and response to treatment of some STIs 
– in particular genital herpes and chancroid – may be altered in women living 
with HIV/AIDS, standard treatment protocols are effective.

In many countries, cervical cancer is the most common malignancy among 
women and the leading cause of women’s deaths from cancer. Screening 
programmes can significantly reduce the number of new cases of cervical cancer 
and the mortality rates of cervical cancer.

Providing antiretroviral therapy and HIV-related care for women living with 
HIV/AIDS is essential for reducing maternal mortality, effectively preventing HIV 
infection among infants and improving the survival of children born to women 
living with HIV/AIDS. All efforts should be made to ensure that all women who 
require antiretroviral therapy have access to it.

Women receiving antiretroviral therapy

Antiretroviral therapy programmes need to be sensitive to women-specific needs, 
particularly in relation to their sexual and reproductive health. The selection of 
an antiretroviral therapy regimen for women should consider the possibility of 
a planned or unintended pregnancy and that antiretroviral drugs may be taken 
in the first trimester of pregnancy during the period of fetal organ development 
and before a pregnancy is recognized. For women receiving antiretroviral 
therapy, special efforts to support adherence may be needed during pregnancy, 
childbirth and the early postpartum period.

As the health and well-being of women improve with antiretroviral therapy, 
women may reconsider previous decisions regarding their sexuality and 
reproduction. Health care providers should be aware of this and anticipate that 
women need counselling and support to make these decisions.
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1.1	 	I ntroduction – the need for this 
document

Both men and women are severely affected by HIV/AIDS. Estimates in December 
2005 indicate that about 40 million people are living with HIV, of which about 
17.5 million are women (1). However, in some regions women now account for 
more than half the people infected with HIV and represent a growing proportion 
of the people living with HIV. The reasons for this are both biological – women’s 
greater likelihood than men of being infected in heterosexual encounters – as 
well as social. Women, especially young women, may be unable to negotiate 
condom use and are more likely than men to experience coerced sex (2–4).

Women also bear a greater burden of sexual and reproductive ill-health than 
men. More than half a million women die annually in pregnancy and childbirth 
from largely preventable causes, almost all of these deaths occurring in resource-
constrained settings (5). Globally, 13% of all maternal deaths are due to the 
complications of unsafe abortion, resulting from the estimated 19 million unsafe 
abortions occurring annually (6). More than 340 million new cases of curable 
sexually transmitted infections (STIs) occur annually, and sexually transmitted 
human papillomavirus (HPV) infection – closely associated with cervical cancer 
– is diagnosed in more than 490 000 women and causes 240 000 deaths every 
year (7).

HIV affects or potentially affects all the dimensions of women’s sexual and 
reproductive health – pregnancy, childbirth, breastfeeding, abortion, use of 
contraception, exposure to, diagnosis and treatment of STIs and their exposure 
to sexual violence. For instance, HIV infection accelerates the natural history of 
some reproductive illnesses and increases the severity of others. Studies in both 
resource-constrained and resource-rich settings indicate that HIV adversely affects 
the ability to become pregnant (8–11). Infection with HIV also affects the sexual 
health and well-being of women as well as men.

For all these reasons, it is essential that those providing sexual and reproductive 
health services have the knowledge and skills to address the particular concerns 

	1	I ntroduction, background and  
diagnosing HIV infection in women
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and problems of women living with HIV. Because of the stigma and discrimination 
so often attached to HIV, it is particularly important that health service providers 
be able to protect the reproductive rights of women living with HIV. These rights 
include having access to sexual and reproductive health services and sexuality 
education, being able to choose a partner, deciding whether to be sexually 
active or not and deciding freely and responsibly the number, spacing and timing 
of their children. Women also have the right to make these decisions free of 
discrimination, coercion and violence (12).

This publication provides guidance on adapting health services to address the 
sexual and reproductive health needs of women living with HIV/AIDS and 
integrating these activities within the health system. Providers of HIV services 
should also be aware of the sexual and reproductive health needs of the people 
they serve and integrate these interventions into a broad, comprehensive service 
delivery package. This publication addresses these specific needs and related 
interventions. It contains recommendations for counselling, care and other 
interventions that are based on the available scientific evidence and accumulated 
programmatic experience and supplemented by expert opinion where evidence 
is lacking or inconclusive.

This publication primarily targets national-level programme planners and 
managers responsible for designing HIV programmes and comprehensive sexual 
and reproductive health services for women. It may also be a useful resource for 
health care workers involved in efforts to improve the sexual and reproductive 
health of women and to provide treatment and care for women living with 
HIV/AIDS. It is part of a series of modules being developed by WHO and its 
partners comprising guidelines on care, treatment and support for women 
living with HIV/AIDS and their children in resource-constrained settings. WHO 
will regularly review the evidence base for these guidelines and issue updated 
recommendations when warranted by new information.

The sexual and reproductive health of women living with HIV/AIDS is fundamental 
to their well-being and that of their partners and children. Improving women’s 
sexual and reproductive health, treating HIV infection and preventing new HIV 
infections are important factors in reducing poverty and promoting the social and 
economic development of communities and countries. Sexual and reproductive 
health services are uniquely positioned to address each of these factors.
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1.2		B ackground

WHO has identified five core aspects of sexual and reproductive health that 
are essential in accelerating progress towards meeting internationally agreed 
targets (7):

•	 improving antenatal, delivery, postpartum and newborn care;

•	 providing high-quality services for family planning, including infertility 
services;

•	 eliminating unsafe abortion

•	 combating sexually transmitted infections (STIs), including HIV, 
reproductive tract infections (RTIs), cervical cancer and other 
gynaecological morbidities; and

•	 promoting sexual health.

Although all women have the same rights and similar needs for reproductive 
health care, women living with HIV/AIDS require additional care and counselling 
during their reproductive life cycle. The full range of HIV services should be 
integrated into sexual and reproductive health services (13). Where services 
cannot be integrated, explicit mechanisms of referral for HIV treatment, care, 
prevention and support must be established. Similarly, HIV programmes should 
address the sexual and reproductive health needs of women and encourage two-
way referral links. Full integration of HIV-related interventions within sexual and 
reproductive health services would reduce overlap in service provision and help 
remove the stigma of stand-alone HIV services (14).

Most of the 17.6 million women living with HIV/AIDS are of childbearing age (1) 
and face difficult choices concerning their sexuality and childbearing. Women’s 
choices are made in a particular time and context and are complex, multifactorial 
and subject to change. Moreover, their choices may be limited by direct or indirect 
social, economic and cultural factors as well as medical factors. Information and 
counselling are critical components of all sexual and reproductive health services 
to support women in making these choices and carrying them out safely and 
voluntarily.

Most women living with HIV/AIDS suffer or fear stigmatization (15). Forms of 
stigma and discrimination include: perceptions that women living with HIV/AIDS 
are promiscuous; blame for bringing HIV into a relationship or family; being 
deemed irresponsible if they desire to have children; and being considered as 
vectors of HIV transmission to their children. Some health care workers may 
be hesitant to provide care for women living with HIV/AIDS because of fears 
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of HIV transmission. Moreover, health workers may have negative attitudes or 
biases towards women living with HIV/AIDS, particularly regarding their sexual 
and reproductive health practices. Sex workers and injecting drug users living 
with HIV/AIDS may face additional stigma. Peer counsellors and support groups 
involving other women living with HIV/AIDS may be a powerful and positive 
influence and assist women and their families in coping with HIV and with stigma 
and discrimination.

Mediated disclosure to partners can be explored if the women concerned are in 
agreement. Couple counselling can reduce tensions between partners and enable 
both partners to make sexual and reproductive choices together as partners in a 
relationship. Counselling and information for men with HIV must include family 
planning, the risk of transmission of HIV to uninfected partners and to infants, 
antiretroviral therapy, condom use and dual protection. Involvement of men and 
the greater community is important in initiatives to counter cultural norms that 
limit women’s ability to control their own sexual and reproductive health and 
subject women to harmful practices. However, men’s involvement in sexual and 
reproductive health services is generally low, and specific outreach activities may 
be needed to promote and facilitate the participation of men, both as individuals 
and as a partner in a relationship.

1.3		D iagnosing HIV infection among women

Knowledge of HIV status plays an essential role in efforts to prevent and treat 
HIV. In addition, it allows reproductive health care and counselling to be tailored 
to the HIV status of women and assists women in making decisions on issues 
such as the number, spacing and timing of pregnancies, contraceptive methods 
and infant-feeding practices.

Provider-initiated approaches (16), in which health care providers routinely initiate 
an offer of HIV testing and counselling, are increasingly being promoted, although 
client-initiated voluntary counselling and testing remains critical to increasing the 
number of people who know their HIV status. To date, the routine offer of HIV 
testing and counselling in reproductive health services has largely been confined 
to antenatal care settings and, in particular, as part of interventions to prevent 
HIV transmission to infants. In settings in which the provision of, or referral to, 
effective prevention and treatment services is assured, health care providers 
should routinely offer HIV testing to everyone being assess for an STI as well. 
People retain the right to refuse testing: to opt out of a systematic provider-
initiated offer of testing.
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Although HIV testing and counselling is considered part of essential care during 
pregnancy, many women deliver without being offered testing and counselling. 
Offering HIV testing and counselling around the time of labour or shortly 
thereafter has been shown to be feasible for the women who have not accessed 
HIV testing during pregnancy (17–19).

However, given the benefits of knowing one’s HIV status, HIV testing and 
counselling should be made available to women attending all reproductive 
health services (20). Further, confining HIV testing and counselling to antenatal 
care and childbirth settings reinforces the perception that the primary objective 
of identifying HIV infection in women is to prevent transmission to infants rather 
than for the benefit of the women themselves.

Scaling up HIV testing needs to be accompanied by access to integrated treatment, 
care and prevention services as well as improved protection from stigma and 
discrimination. This scaling up must be grounded in an approach that protects 
human rights and respects ethical principles so that testing is confidential, 
accompanied by counselling and only conducted with informed consent.

Pretest counselling includes information on the clinical and prevention benefits 
of testing and the follow-up services that will be provided. Such counselling 
must also consider the importance of anticipating, in the event of a positive 
test result, the need to inform anyone at ongoing risk who would otherwise 
not suspect they were exposed to HIV infection. Counselling is an opportunity 
to identify barriers to disclosure of HIV status and support women in assessing 
the safety and feasibility of disclosing to their partners. Further, all women who 
undergo HIV testing should be offered counselling and support for negotiation 
of safe and consensual sex, including dual protection options and access to male 
and/or female condoms. Women who have experienced gender-based violence 
have low self-esteem or thoughts of suicide require additional counselling and 
support. Referral to health workers with specific training in these areas may be 
necessary.
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Key recommendations

•	 Given the benefits of knowing one’s HIV status, HIV testing and 
counselling should be made available to all women attending sexual 
and reproductive health services.

•	 Scaling up HIV testing needs to be accompanied by access to 
integrated treatment, care and prevention services as well as 
improved protection from stigma and discrimination.

•	 In settings with high HIV prevalence, health care providers should 
routinely offer HIV testing during pregnancy to everyone being 
assessed for an STI and to acutely unwell women presenting for 
sexual and reproductive health care.

•	 Men’s involvement in sexual and reproductive health services 
should be promoted, both as an individual and as a partner in a 
relationship.
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	2.1	P romoting sexual health

	2.1.1	HIV  and sexuality

The HIV pandemic has played a major role in shaping the current 
understanding of human sexuality and sexual behaviour and has 
increased willingness to address sexual health in a frank and direct 
manner. Sexual health, the state of physical, emotional, mental 
and social well-being in relation to sexuality, is an important and 
integral aspect of human development and maturation throughout 
the life cycle. Complex factors influence human sexual behaviour. 
These factors affect whether women’s expression and experience of 
sexuality leads to sexual health and well-being or places them at risk 
of ill-health. Unfortunately, rather than women having satisfying and 
safe sexual experiences, their sexuality is often the cause of distress 
and characterized by unsafe or harmful sexual practices that lead to 
adverse health outcomes.

Adult health status is closely linked to experiences during adolescence; 
adolescent sexuality sets the stage for sexual health in later life and 
is inseparable from adult sexuality. Specific actions to promote sexual 
and reproductive health among adolescents and to address their HIV-
related vulnerability and risks are needed. These include:

•	 addressing the particular sexual and reproductive health needs of 
adolescent girls with HIV;

•	 ensuring the availability of age-appropriate information and 
counselling on sexuality and safer sexual practices;

•	 education on abstinence and the benefits of delaying entry into 
sexual debut; and

•	 access to family planning counselling and services that are 
adolescent-friendly.

	2	S exual and reproductive health of 
women living with HIV/AIDS
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Infection with HIV can affect the sexual health of a woman in a 
number of ways:

•	 decreased sexual desire or satisfaction;

•	 feelings of guilt or shame;

•	 a negative association of sex with HIV;

•	 resentment towards a sexual partner;

•	 ill-health or mental stress that may interfere with sexual 
function;

•	 potentially increased vulnerability to sexual violence and STIs; 
and

•	 infertility.

High-quality programmes and services that positively address sexuality 
and promote the sexual health of women living with HIV/AIDS are 
essential for women living with HIV/AIDS to have responsible, safe 
and satisfying sexual lives, especially in countries severely affected by 
HIV. Associations of people living with HIV, women’s movements and 
youth networks are especially suited to bring sexual health issues to 
the public attention in a destigmatizing way and to create powerful 
partnerships for improving the sexual health and well-being of women 
living with HIV/AIDS.

Current sexual health programmes largely target the individual 
behaviour that influences the risk of HIV transmission. They should 
also recognize the factors affecting vulnerability to HIV: the broader 
social, economic, institutional and personal factors that increase 
the vulnerability of individuals to sexual ill-health and place them at 
higher risk. These factors include poverty, certain occupations, lack of 
power in sexual relationships, gender-based violence, harmful sexual 
practices and early marriage (21).

Interventions to address the public health crisis stemming from unsafe 
sexual behaviour must be based on fundamental values and principles 
grounded in human rights; incorporate emotional, psychological and 
cultural factors; and address both the pleasure and safety aspects 
of sexuality and sexual health. Further, such interventions must be 
tailored to the specific circumstances within each country.

Health care workers may require further training in human sexuality, 
to increase their capacity and confidence in addressing sexual health. 

pages.indd   12 12.05.2006   08:49:13



	 12 13

Because of difficulties in addressing issues of sexuality with the 
opposite sex, it may be preferable that female health workers carry 
out sexual and reproductive health counselling for women.

In recent years, HIV strategies have focused on expanding prevention 
programmes designed specifically for people with HIV. Although a 
positive HIV test result typically prompts people to avoid transmitting 
HIV to others, there are often impediments to implementing and/
or sustaining safer sexual behaviour. Initiatives to overcome these 
impediments include:

•	 counselling on issues concerning the disclosure of HIV status to 
sexual partners;

•	 assistance in identifying and overcoming impediments to safer 
behaviour;

•	 regular access to condoms (female and male) and counselling on 
their correct and consistent use;

•	 promotion of accessible STI screening and case management; 
and

•	 education on the potential for transmitting HIV even while 
receiving antiretroviral therapy.

Many of the difficulties women living with HIV/AIDS face in adopting 
safer sexual behaviour stem from gender inequity associated with 
power imbalances within relationships, gender-based violence or 
threats of abandonment.

Key recommendations

•	 High-quality programmes and services that positively address 
sexuality and promote the sexual health of women living with 
HIV/AIDS are essential, particularly in countries severely affected by 
HIV.

•	 Specific action is needed to promote sexual and reproductive health 
among adolescents and to address the sexual and reproductive 
health needs of adolescent women living with HIV/AIDS, an 
especially vulnerable group.
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2.1.2	 	V iolence against women living with HIV/AIDS

Violence against women occurs throughout the world and includes 
sexual violence, physical assault and psychological violence such 
as intimidation, withholding resources and preventing women 
from working outside the home. The consequences are extensive 
and include unwanted pregnancy, unsafe abortion, chronic pain 
syndromes, infection with HIV and other STIs and disorders of the 
reproductive system. The impact of violence on mental health can 
be as serious and long-lasting as physical injuries and include post-
traumatic stress disorder and depression (2).

The epidemics of violence and HIV overlap and interact in several 
complex ways. Violence against women, or the fear of it, may interfere 
with a woman’s ability to negotiate safer sex or refuse unwanted sex. 
Forced or coercive sexual intercourse can result in transmission of HIV 
and other STIs. The risk of transmission increases with the degree 
of trauma and with vaginal lacerations and abrasions that occur 
when force is used. Further, violence against a woman can interfere 
with her ability to access treatment and care, maintain adherence to 
antiretroviral therapy or carry out her infant-feeding choice.

Although discussions about sexual violence tend to focus on rape 
by strangers, acknowledging that coercive sex also happens within 
families and intimate relationships is crucial (4). Violence inflicted by an 
intimate partner and being infected with HIV are strongly associated; 
women living with HIV/AIDS are more likely to have experienced 
physical and sexual violence by their partners than women not 
infected with HIV (22–24).

Further, evidence is growing that the relationship between violence 
against women and HIV may be indirectly mediated by risk-taking 
behaviour. Childhood sexual abuse, coerced sexual initiation and 
current partner violence are linked to increased risk-taking, including 
having multiple partners, non-primary partners (partnerships outside 
marriage, union or stable relationship) or engaging in transactional 
sex (25–27).

Fear of negative outcomes, including fear of violence, is a major barrier 
to disclosing HIV status. Non-disclosure can hinder a woman’s ability 
to access HIV-related treatment, care and support. Research indicates 
that between 16% and 86% of women in resource-constrained 
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settings choose to disclose their HIV status to their partners (28). 
Most women who disclose their HIV status to partners have a 
positive outcome, including increased social support, acceptance, 
decreased anxiety and depression and strengthening of relationships 
(28). However, for 4–28% of women, disclosing HIV status is 
associated with negative outcomes, including violence as a reaction 
to disclosure among 4–15% of women. Studies in sub-Saharan Africa 
have found higher risks of disclosure-related violence compared with 
studies in the United States (29). Higher risks were also reported 
among women living with HIV/AIDS attending antenatal care or in 
discordant relationships (30).

The current scope of HIV interventions and policies needs to be 
expanded to make gender inequality, especially violence inflicted by an 
intimate partner, a central component in the fight against HIV/AIDS. 
The challenge of integrating gender-sensitive interventions into sexual 
and reproductive health services and HIV/AIDS programmes, while 
formidable, can be met. To meet this challenge, health services need 
to acknowledge and address the gender-specific concerns and needs 
of women while seeking to transform gender roles and create more 
equitable relationships.

Several strategies can be used to target the social attitudes, and gender 
and sexual norms, underlying violence against women. These include 
educational initiatives and public awareness campaigns to address 
aspects of HIV/AIDS, sexual and reproductive health, relationships and 
violence; and life skills for avoiding risky or threatening situations and 
negotiating safer sexual behaviour. These prevention strategies can 
be effectively incorporated into various settings in the community, 
such as schools, youth groups and the workplace.

Health services, including those focusing on HIV treatment, care 
and prevention, provide an important entry point for identifying and 
responding to women who experience violence. Providers of care 
for women living with HIV/AIDS should be sensitive to the increased 
risk of violence such women may face and ensure that ongoing 
counselling and support are available to assist with decisions regarding 
disclosing their HIV status and any other problems they face that may 
be associated with violence. Ensuring that health providers working 
in HIV services and in domestic violence are trained in both areas may 
be an effective strategy to sensitize providers to the dynamic way in 
which both epidemics intersect.
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For women who experience violence, health providers must 
facilitate:

•	 counselling, support and follow-up;

•	 care for their physical injuries;

•	 treatment for sexual and reproductive health problems, including 
pregnancy testing and STI prophylaxis and treatment; and

•	 referrals to services they may need, such as social welfare, legal aid 
and safe shelters for women as well as mental health services.

Key recommendations

•	 The current scope of HIV interventions and policies needs to be expanded to 
make gender inequality, especially violence inflicted by an intimate partner, a 
central component in the fight against HIV/AIDS.

•	 Providers of care for women living with HIV/AIDS should be sensitive to the 
increased risk of violence such women may face and ensure that ongoing 
counselling and support are available to assist with decisions regarding 
disclosing their HIV status and any other problems they face that may be 
associated with violence.

2.2		P roviding high-quality services for family 
planning

Contraceptive use has increased substantially in many low- and middle-income 
countries. However, despite these increases, many women who desire to 
postpone, space or limit pregnancies still have an unmet need for safe and 
effective contraception, especially in sub-Saharan Africa, where only 27% of 
women of reproductive age who are married or cohabiting use contraception 
compared with a world average of 61% (31). When motivation to regulate 
fertility is strong but effective contraception is inaccessible, many unintended 
pregnancies occur.

Although the reasons women living with HIV/AIDS seek contraception are 
mostly the same as those for women not infected with HIV, there are additional 
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considerations in family planning counselling and for the selection of contraceptive 
methods by women living with HIV/AIDS. Further, as family planning services 
are directly concerned with the outcomes of sexual relationships and reach 
women who are sexually active, they have great potential for leading the way in 
promoting sexual health and in efforts to prevent and treat HIV.

Helping women living with HIV/AIDS to prevent unintended pregnancies is an 
important, though often neglected, approach to preventing HIV transmission to 
infants (see section 2.3.2) (32,33). A study using cost–effectiveness modelling 
based on data from actual field implementation in eight African countries 
demonstrated the potential importance of family planning services in reducing 
HIV infection among infants. Reducing unintended pregnancies among women 
living with HIV/AIDS by 16% would be estimated to have the equivalent impact 
in averting HIV infection among infants as antiretroviral prophylaxis using single-
dose maternal and infant nevirapine (34).

2.2.1		 Family planning counselling

In HIV services, discussion of family planning should be initiated during 
pretest and post-test counselling and occur in follow-up information 
and counselling sessions as well as at regular intervals throughout care. 
To assist a woman living with HIV/AIDS in considering her reproductive 
choices and make decisions about pregnancy and contraceptive use, 
such information and counselling should include:

•	 information about effective contraceptive methods to prevent 
pregnancy, including recommending dual protection;

•	 the effects of progression of HIV disease on the woman’s health 
and the implications for planning a family;

•	 the risk of HIV transmission to an uninfected partner while having 
unprotected intercourse (for instance, when trying to become 
pregnant);

•	 the risk of transmission of HIV to the infant and the risks and 
benefits of antiretroviral prophylaxis in reducing transmission (see 
section 2.3.2); and

•	 information on the interactions between HIV and pregnancy, 
including a possible increase in certain adverse pregnancy 
outcomes (see sections 2.3.3 and 2.3.4).
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2.2.2		C ontraception and dual protection

Women living with HIV/AIDS should be assisted in choosing a 
contraceptive method that is most suited to their situation and needs, 
including disease stage, treatment situation, lifestyle and personal 
desires. Each woman is best placed to interpret the risks and benefits 
of available methods and she must make the final selection of a 
contraceptive method. However, to make an informed choice of 
contraceptive method, women require information on:

•	 the relative effectiveness of the method;

•	 the mode of action;

•	 the correct use of the method;

•	 the risks and benefits of the method;

•	 common side effects;

•	 cost and convenience issues;

•	 the effects on the transmission and acquisition of STIs, including 
HIV; and

•	 potential drug interactions with hormonal contraceptives.

According to WHO’s Medical eligibility criteria for contraceptive 
use (35), women with asymptomatic HIV infection and women with 
AIDS can safely and effectively use most methods of contraception. 
However, transmission of HIV and other STIs warrants special 
consideration during family planning counselling because preventing 
such transmission is equally important as preventing pregnancy. 
As condoms are the only contraceptive method protecting against 
acquiring and transmitting HIV and other STIs, family planning services 
should strongly encourage and facilitate women living with HIV/AIDS 
to use them consistently and correctly, with or without another 
contraceptive method. This is often referred to as dual protection.

Dual protection refers to simultaneous protection against both 
unplanned pregnancy and STIs and HIV. It is achieved by using 
condoms alone or by using condoms together with another effective 
method of contraception, including emergency contraception. Such 
protection can also be realized through safe alternatives to penetrative 
sex. Counselling and support for dual protection should be promoted 
and provided by all sexual and reproductive health services (36,37) 
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and services for HIV care, treatment and support. Dual protection is 
of great importance for women living with HIV/AIDS:

•	 to protect against unintended pregnancy;

•	 to prevent other STIs; and

•	 to prevent reinfection with other HIV strains.

It will also help to reduce their risk of transmitting HIV to their partner. 
Use of condoms is described below. It is hoped that an alternative 
to condoms – microbicides – will provide an invaluable additional 
method of dual protection. Several effectiveness trials of microbicides 
are currently being conducted. These products are inserted into 
the vagina before sexual intercourse to prevent the transmission of 
HIV and other STIs, and the woman would control them. Although 
some microbicides aim to provide simultaneous protection against 
unintended pregnancies and STIs, others are intended for preventing 
HIV and other STIs only.

2.2.2.1	C ondoms

When used consistently and correctly, both male and female condoms 
are highly effective in protecting against pregnancy and against 
STIs. In studies of contraceptive effectiveness with perfect use, male 
condoms are 98% effective and female condoms are 95% effective 
in preventing pregnancy (38). When not used consistently and 
correctly (typical use), effectiveness is lowered but still comparable to 
other contraceptive methods: 85% and 79%, respectively. Male latex 
condoms protect against both female-to-male and male-to-female 
transmission of HIV, as shown in studies of discordant couples (39). 
Further, condoms offer protection against reinfection with HIV: limited 
evidence suggests that infection with more than one strain of HIV 
may accelerate the progression of HIV disease (40). Male condoms 
also protect against other STIs, although the level of protection 
has not been quantified for each specific STI. There is no published 
scientific evidence that nonoxynol-9-lubricated condoms provide 
any additional protection against pregnancy or STIs compared with 
condoms lubricated with other products. Since adverse effects due 
to the addition of nonoxynol-9 to condoms cannot be excluded, such 
condoms should no longer be promoted. However, using nonoxynol-
9-lubricated condoms is better than using no condoms (41).
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Available data indicate that the female condom, when used 
consistently and correctly, also provides protection against STIs, 
including HIV (42–44). Although it may be slightly less effective in 
preventing pregnancy than the male condom, the female condom 
does offer several advantages, including insertion prior to sexual 
intercourse, not having to be removed immediately after ejaculation 
and greater female control, although some degree of negotiation and 
male cooperation is required. To date, use of the female condom has 
been limited by cost, lack of widespread availability or familiarity and 
under-resourced promotion.

Major barriers to increased condom use remain in areas with high HIV 
prevalence, including negative attitudes towards condoms, irregular 
supplies, high costs (for the female condom) and the fact that family 
planning services and policy-makers perceive that condoms are 
not effective. Low rates of condom use have been reported, even 
following disclosure of HIV status to sexual partners (45). Because 
condoms have a relatively higher failure rate with typical use, women 
who are very apprehensive about becoming pregnant are often 
offered other methods of contraception. When other contraceptive 
methods are used, consistent use of condoms may be less likely (46–
48). Further, both providers and potential users may underemphasize 
the use of condoms in situations where preventing pregnancy is 
not a concern, such as in marriage or stable relationships, in cases 
of infertility, after sterilization or among older or postmenopausal 
women (49). Every effort must be made to encourage women living 
with HIV/AIDS to understand the need for dual protection and the 
need for using condoms, and all family planning services should offer 
them routinely.

2.2.2.2	I ntrauterine device

For women who use an intrauterine device (IUD), limited evidence 
shows no increased risk of infection or IUD-related complications 
among those living with HIV/AIDS versus those not infected with HIV 
(50,51). Further, in a cohort study in Kenya, no increase in cervical HIV 
shedding was detected four months after the IUD was inserted (52). 
IUD use among women living with HIV/AIDS was not associated with 
an increased risk of HIV transmission to sexual partners in the study.

Consequently, WHO recommends that women living with HIV/AIDS 
who are asymptomatic and women with AIDS who are receiving 
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antiretroviral therapy and clinically well can safely use an IUD (35). 
However, the IUD is not usually recommended for women with AIDS 
who are not receiving antiretroviral therapy, if more appropriate 
contraceptive methods are available and acceptable. Women who 
develop AIDS while using an IUD can generally continue using the 
IUD with close monitoring for pelvic infection.

The IUD is not usually recommended for women living with HIV/AIDS, 
who have very high individual likelihood of exposure to gonorrhoea 
or Chlamydia infection, based on concerns about pelvic inflammatory 
disease. Using an algorithm to classify STI risk status among IUD 
users, one study reported that 11% of women with a high risk of STIs 
experienced IUD-related complications compared with 5% of those 
not classified as having high risk (53). Other studies have also reported 
an increased risk of pelvic inflammatory disease among IUD users at 
high risk of acquiring STIs (54). Further, a study in Indonesia found an 
association between IUD use and bacterial vaginosis, a risk factor for 
pelvic inflammatory disease (55). However, pelvic inflammatory disease 
among IUD users is most strongly related to the insertion process, and 
pelvic inflammatory disease is infrequent beyond the first 20 days after 
insertion (56). If a woman has current pelvic inflammatory disease, 
purulent cervicitis, Chlamydia infection or gonorrhoea, the IUD should 
not be inserted. However, if she develops these while using the IUD, 
she may continue to use it while being treated.

2.2.2.3	H ormonal methods

Limited evidence suggests no association between the use of combined 
oral contraceptives and changes in plasma viral load levels or CD4 
cell counts among women living with HIV/AIDS (57). Further, limited 
evidence shows no association between the use of combined oral 
contraceptives and female-to-male transmission of HIV (58). Studies 
show inconsistent results regarding changes in HIV and herpes simplex 
virus shedding among women living with HIV/AIDS using hormonal 
contraception (59–64). There are no data concerning progestogen-
only pills and HIV transmission. Women living with HIV/AIDS have no 
restrictions on the use of steroid hormonal contraceptives, including 
combined oral contraceptives, progestogen-only pills, combined 
injectable contraceptives, depot medroxyprogesterone acetate, 
combined patch and combined vaginal ring (35). However, if a woman 
is receiving antiretroviral therapy, potential drug interactions need to 
be considered (see sections 2.2.2.8 and 3.2).
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There are concerns that women may have a greater risk of acquiring 
other STIs when using hormonal contraceptives. Evidence from several 
cross-sectional and prospective studies suggests that combined oral 
contraceptive users may be at a moderately elevated risk of acquiring 
Chlamydia infection (65). Many of these studies, however, have 
several methodological concerns. As these studies did not directly 
measure STI exposure, assessing whether the results are due to 
differential STI exposure among the contraceptive groups is difficult. 
Given the inability to randomize women to contraceptive method 
groups, self-selection of contraceptive method may be associated 
with other STI risk factors, many of which are difficult to measure or 
control for.

Evidence from two cross-sectional and two prospective studies 
suggests an increased risk of Chlamydia infection among depot 
medroxyprogesterone acetate users (65,66). However, as with 
combined oral contraceptives, without a direct measure of STI 
exposure, being certain that the results of these studies are not 
due to differential STI exposure among the contraceptive method 
groups is difficult. For other STIs, there is either evidence of no 
association between depot medroxyprogesterone acetate use and 
acquiring STIs or insufficient evidence to draw any conclusions. 
WHO recommends no restrictions for the use of combined oral 
contraceptives, combined injectable contraceptives, progestogen-
only pills, or depot medroxyprogesterone acetate among women at 
high risk of STIs (35).

2.2.2.4	L actational amenorrhoea method

In circumstances in which a woman with HIV decides to breastfeed, 
she can use the lactational amenorrhoea method for family planning 
purposes. For adequate protection from an unplanned pregnancy, 
women must be exclusively or nearly exclusively breastfeeding, 
have amenorrhoea and be less than six months postpartum (67). 
However, before selecting this contraceptive method, a woman 
with HIV/AIDS should receive counselling that includes information 
about the risks and benefits of various infant-feeding options based 
on a local assessment, guidance in selecting the most suitable 
infant-feeding option for her situation and support for her choice 
(see section 2.3.5).
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2.2.2.5	S permicides

Women living with HIV/AIDS should not use spermicides alone or 
with other barrier methods (41). This recommendation is based on 
the findings of a systematic review and meta-analysis of randomized 
controlled trials (68) showing that the spermicide nonoxynol-9 
may be associated with higher rates of genital ulceration and HIV 
acquisition compared with placebo. A similar analysis (69) concluded 
that nonoxynol-9 offers no protection against STIs such as Neisseria 
gonorrhoeae and Chlamydia infection. The safety concerns with 
nonoxynol-9 also apply to other spermicide products marketed for 
contraception. The WHO recommendation that women living with 
HIV/AIDS and women at high risk of HIV not use spermicides also 
extends to diaphragms and cervical caps used with spermicides.

2.2.2.6	S terilization

Given that sterilization is a surgical procedure that is intended to be 
permanent, special care must be taken to ensure that every woman 
makes a voluntary informed choice of method. Particular attention is 
needed for young women or women with mental health problems, 
including depressive conditions. Health care workers should ensure 
that women are not pressured or coerced to undergo the procedure 
and that the decision is not made in a moment of crisis. All women, 
irrespective of HIV status, must understand the permanence of 
sterilization and be informed of alternative contraceptive methods. 
Male and female sterilization does not protect against acquiring STI 
or transmitting HIV. Women need to be reminded of the importance 
of using condoms in preventing STIs, including HIV, particularly as 
sterilization has been associated with a decrease in condom use (70). 
The decision process must consider the national laws and existing 
norms for sterilization procedures. The presence of an AIDS-related 
illness may require that the procedure be delayed.

2.2.2.7	E mergency contraception

Emergency contraception can prevent pregnancy when a 
contraceptive method fails, no method was used or sex was forced 
on a woman not protected by a reliable method of contraception. 
Emergency contraceptive pills can be used by women within five 
days of unprotected intercourse, although they are more effective 

pages.indd   23 12.05.2006   08:49:15



	 24 Sexual and reproductive health of women living with HIV/AIDS 25

if taken sooner (71). Based on the findings of a multicentre 
randomized trial (72), the preferred oral emergency contraceptive 
regimen consists of 1.50 mg of levonorgestrel in a single dose. This 
regimen is effective, has few side effects and is easier to use than 
other regimens.

2.2.2.8	C ontraception and drug interactions

For women receiving antituberculosis therapy, potential drug 
interactions with rifampicin and certain hormonal contraceptives need 
to be considered. Although the interaction is not harmful to women, 
it is likely to reduce the effectiveness of hormonal contraception. 
Therefore, low-dose estrogen (≤35 µg) combined oral contraceptive 
is usually not recommended among women receiving rifampicin if 
other more appropriate methods are available and acceptable. Depot 
medroxyprogesterone acetate can generally be used with rifampicin, 
and the effectiveness of a levonorgestrel-releasing IUD is unlikely to 
be reduced. Alternatively, a non-hormonal method of contraception 
may be used throughout rifampicin treatment and for at least one 
month thereafter.

Several antiretroviral drugs have the potential to either decrease 
or increase the bioavailability of steroid hormones in hormonal 
contraceptives. Section 3.2 further discusses these potential drug 
interactions and additional considerations regarding family planning 
and contraceptive use among women receiving antiretroviral 
therapy.

	2.2.3	C ounselling for women living with HIV/AIDS who are 
planning a pregnancy

Pregnancy may carry additional risks for an HIV-positive woman, both 
for her own health and the infant’s health (see section 2.3). Women 
living with HIV/AIDS should be aware of these risks when considering 
whether to have children and planning a family. Special counselling 
and support should therefore be provided to HIV-positive women 
living with HIV/AIDS planning a pregnancy, whether their partner 
is HIV-positive (seroconcordant) or HIV-negative (serodiscordant). 
Section 3.2 provides further information on planning pregnancy 
when receiving antiretroviral therapy.
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2.2.3.1	HIV  and fertility

Studies from Africa as well as high-income countries suggest that 
HIV may adversely affect fertility (73–75). Several factors may affect 
the ability of women living with HIV/AIDS to become pregnant. 
Reduced fertility levels may be caused by decreased sexual activity 
for several reasons, including less desire for sexual intercourse 
and the clinical symptoms associated with the HIV infection. They 
may also be caused by previous STI infection and associated pelvic 
inflammatory disease. Infertility caused by pelvic inflammatory 
disease is common in areas with high HIV prevalence. Studies 
have also found that women living with HIV/AIDS infection have 
more severe clinical presentations of pelvic inflammatory disease 
and more tubo-ovarian abscesses and may require more surgical 
intervention (74). A reduction in fertility caused by the HIV infection 
itself also cannot be ruled out (76). A woman’s inability to get 
pregnant may also be caused by infertility in a male partner living 
with HIV/AIDS. Studies have shown that men living with HIV/AIDS 
may more frequently experience hypogonadism, with an increase 
in sex hormone–binding globulin levels independent of CD4 counts 
and a decrease in serum testosterone levels. Evidence also shows 
that HIV, in particular with more advanced disease, reduces sperm 
motility, sperm concentration and total sperm count, and increases 
abnormal sperm forms. Antiretroviral therapy can improve semen 
quality and reduce white blood cell numbers in semen (74).

Therefore, as a consequence of either her own reduced fertility or 
that of her partner, women living with HIV/AIDS may be more likely 
to have difficulty in getting pregnant and to request assistance. 
These women should be given full support and counselling and 
advised of their options, including adoption (see below) and assisted 
reproduction, if available.

2.2.3.2	C onception in seroconcordant couples

Seroconcordant couples should be counselled to use condoms to 
prevent reinfection with another strain of the virus. When planning 
a pregnancy, they should be advised to attempt conception at fertile 
times of the menstrual cycle to limit exposure.
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2.2.3.3	C onception in serodiscordant couples

Serodiscordant couples in which a sexually active woman living with 
HIV/AIDS has an HIV-negative male partner must engage in protected 
sex using a condom to ensure that the male partner remains 
uninfected. For those desiring children, various options should be 
discussed, including the possibility of adoption. Guidelines from the 
Office of the United Nations High Commissioner on Human Rights 
and UNAIDS state that “The HIV status of a parent or child should not 
be treated any differently from any other analogous medical condition 
in making decisions regarding custody, fostering or adoption” (77).

Artificial reproduction techniques can significantly influence the 
prevention of HIV transmission among discordant couples. To prevent 
female-to-male infection, artificial insemination can be used. Simple 
techniques to introduce sperm into the woman’s vagina using a syringe 
or other clean receptacle during the fertile time of the menstrual cycle 
can provide a means to conceive that prevents the male sexual partner 
from becoming infected.

Preventing male-to-female transmission is more complex since there 
is no risk-free method to ensure safe conception. Ways to help reduce 
risk of transmission include lowering the seminal plasma viral load to 
undetectable levels with antiretroviral therapy; timing conception at 
the fertile time of the menstrual cycle to limit exposure; and using 
postexposure prophylaxis for the woman (74). Experience with these 
techniques in resource-constrained settings is inadequate for making 
recommendations.
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Key recommendations

•	 Family planning counselling should be integrated into all phases of HIV care 
and treatment, including pretest and post-test counselling and follow-up 
care.

•	 Women living with HIV/AIDS should be assisted in choosing a contraceptive 
method that is most suited to their situation and needs, including disease 
stage and treatment situation as well as lifestyle and personal desires. 
Whatever method is chosen, transmission of HIV and other STIs warrants 
special consideration during family planning counselling and dual protection. 
Either the use of condoms alone or condoms with another method should be 
promoted for all women living with HIV/AIDS.

•	 Programmes should make available guidance on the correct medical 
eligibility criteria for contraceptive use among women living with HIV/
AIDS, including the following key recommendations:

–	 Women living with HIV/AIDS who are asymptomatic and women with 
AIDS who are receiving antiretroviral therapy and clinically well can 
safely use an IUD, although the IUD is not usually recommended for 
women with AIDS who are not receiving antiretroviral therapy.

–	 There are no restrictions on the use of steroid hormonal contraceptives, 
including combined oral contraceptives, progestogen-only pills, combined 
injectable contraceptives, depot medroxyprogesterone acetate, combined 
patch and combined vaginal ring. However, potential drug interactions 
need to be considered if a woman is receiving antiretroviral therapy.

–	 Women who decide to breastfeed can use the lactational amenorrhoea 
method for family planning purposes.

–	 Women living with HIV/AIDS should not use spermicides alone or with 
other barrier methods.
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2.3	 	I mproving antenatal, intrapartum, 
postpartum and newborn care

In most countries, antenatal, childbirth and postpartum services form the 
backbone of primary health care and offer a key opportunity to reach women 
living with HIV/AIDS and provide them with skilled care during pregnancy, 
childbirth and postpartum, family planning and other sexual and reproductive 
health services as well as HIV-related treatment, prevention and care (78,79).

Skilled care has been proven to make a critical contribution to preventing maternal 
and newborn deaths and disability (80). The skilled attendant is at the centre of 
a successful continuum of care throughout pregnancy and after delivery, which 
also requires a well-functioning health care system. In addition to the components 
of care provided for all women, skilled care for w omen living with HIV/AIDS 
includes considering the effects of HIV/AIDS on complications during pregnancy, 
childbirth and postpartum; paying attention to their HIV-related treatment and 
care needs; and intervening to reduce HIV transmission to infants.

In severely affected countries, HIV infection has become a leading cause of 
death among pregnant or recently delivering women (81). In many of these 
countries, despite improvements in obstetric services, maternal mortality has 
increased over the past two decades; these increases have been attributed to 
HIV (82,83). Initiatives to expand access to antiretroviral therapy and HIV-related 
care for women may contribute to reducing maternal mortality in these settings. 
In general, HIV is regarded as an indirect cause of maternal death, especially in 
resource-constrained settings (84). The HIV epidemic is also responsible for the 
emergence of tuberculosis and pneumonia as major causes of maternal death, 
as reported by studies in South Africa and Zambia (83,85,86).

In addition to the inherent tragedy of any maternal death, in many settings a 
mother’s death can seriously compromise the survival of her children. HIV-related 
ill-health or death among mothers is likely to undermine gains in children’s 
survival achieved by antiretroviral prophylaxis for preventing the mother-to-
child transmission of HIV (87). Data from several African countries indicate an 
increase in children’s mortality in the year before and after a mother’s death 
(88). A pooled analysis of seven mother-to-child transmission intervention trials 
in Africa showed that children’s mortality is associated with maternal deaths, 
irrespective of whether the child is infected with HIV (89). Among children 
not infected with HIV, mortality was five times higher among those whose 
mother had died compared with children whose mother was alive. This finding 
is consistent with a study in rural Uganda in which the death or terminal illness 
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of a mother independently predicted mortality among children (90). Providing 
antiretroviral therapy and HIV-related care for women living with HIV/AIDS is 
essential for reducing mortality among mothers, effectively preventing HIV 
infection among infants and improving the survival of children born to women 
living with HIV/AIDS.

2.3.1	 	C ounselling during pregnancy, childbirth and the 
postpartum period

Throughout pregnancy, childbirth and the postpartum period, care 
should be provided in a sensitive and confidential manner, considering 
the stigma and discrimination often associated with HIV. Women living 
with HIV/AIDS may fear that pregnancy will affect disease progression 
and that the infant will be infected with HIV. Accurate information 
and compassionate counselling may alleviate these fears.

Many women experience violence during pregnancy (between 4% 
and 20% of pregnant women), with consequences both for them 
and/or their babies, such as spontaneous abortion, preterm labour 
and low birth weight. Health care workers must be aware of this 
and ensure that women receive the counselling, support, care and 
referrals they may require.

Counselling and health education during pregnancy for a woman 
with HIV should cover:

•	 information on the interactions between HIV and pregnancy, 
including a possible increase in certain adverse pregnancy 
outcomes;

•	 the effects of the progression of HIV disease on the woman’s 
health and the effectiveness, availability and cost of antiretroviral 
therapy (91);

•	 the importance of delivering with a skilled attendant;

•	 the risk of transmitting HIV to her infant and the risks and benefits 
of antiretroviral prophylaxis and safer labour and delivery practices 
in reducing transmission;

•	 the risks and benefits of various infant-feeding options and 
support for her choice; and

•	 future fertility plans, including postpartum contraception and the 
importance of condoms.
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Women should be encouraged to use condoms during pregnancy to 
prevent the acquisition of other STIs and transmission of HIV and other 
STIs to uninfected sexual partners. Further, unprotected sex during 
pregnancy among women already infected has been associated with 
an increase in HIV transmission to infants (92,93).

The HIV status of women should be kept confidential and their 
medical records available only to health workers with a direct role in 
their care or care for their infants. Emotional support during childbirth 
is important. Whenever possible, women should be allowed to have a 
companion of their choice present during this time. It is unnecessary 
for women living with HIV/AIDS to be isolated or separated from 
other women during childbirth.

In the postpartum period, women living with HIV/AIDS require infant-
feeding counselling and support for their infant-feeding choice. In 
addition, counselling on future fertility choices, effective postpartum 
contraceptive methods and dual protection should be provided.

2.3.2		P reventing HIV infection among infants

In recent years, considerable efforts have been made to introduce and 
expand programmes to prevent the mother-to-child transmission of 
HIV. Successful programmes to prevent mother-to-child transmission 
are complex interventions, of which the antiretroviral regimen is but 
one component. Interventions to prevent mother-to-child transmission 
should be part of an integrated continuum of HIV treatment, care and 
prevention to avoid disjointed services and failed follow-up. Efforts to 
reduce HIV infection among infants may fail if they focus narrowly on 
women and their biological role in passing along the illness. Moreover, 
programmes to prevent mother-to-child transmission that consider 
women only as the bearers of children and not as individuals requiring 
care and treatment risk both violating women’s human rights and 
failing to attract many participants. The United Nations has adopted a 
comprehensive strategic approach to preventing HIV infection among 
infants (36). This approach consists of four components:

•	 primary prevention of HIV infection, especially among women of 
childbearing age and their partners;

•	 prevention of unintended pregnancies among women living with 
HIV/AIDS;

pages.indd   30 12.05.2006   08:49:17



	 30 31

•	 prevention of HIV transmission from women living with HIV/AIDS 
to their children; and

•	 provision of treatment, care and support for women living with 
HIV/AIDS, their children and families.

Most children with HIV acquire the infection in the womb, during birth 
or from breastfeeding. In the absence of any intervention, the risk of 
mother-to-child transmission of HIV is 15–30% in non-breastfeeding 
populations; breastfeeding by a woman with HIV increases the risk by 
5–20% to a total of 20–45% (94). Long and short courses of single, 
dual or triple antiretroviral prophylaxis have been shown to reduce 
HIV transmission to infants. Short courses of antiretroviral drugs 
started in late pregnancy or during labour reduce the risk of in utero 
and peripartum HIV transmission two- to three-fold and are used in 
many resource-constrained settings (95–98). In Brazil, Europe and 
the United States, triple-antiretroviral combinations are given during 
pregnancy and labour and have reduced mother-to-child transmission 
rates to below 2% among women avoiding breastfeeding (99–101).

When antiretroviral drugs are used during pregnancy for preventing 
mother-to-child transmission, the potential risks to a woman must 
be weighed against the benefit of reducing the risk of mother-to-
child transmission. Information on the safety of various antiretroviral 
regimens shows that short-course regimens used for a limited period 
of time in pregnancy are, in general, well tolerated, with only mild 
and transient adverse effects. Therefore, it is recommended that 
women who do not have indications for antiretroviral therapy or do 
not have access to treatment be offered antiretroviral prophylaxis 
to prevent mother-to-child transmission. The WHO guidelines on 
antiretroviral drugs for treating pregnant women and preventing 
HIV infection among infants provide further details on the safety of 
short-term exposure to antiretroviral drugs to prevent mother-to-
child transmission and the issue of viral resistance and its potential 
implications for subsequent antiretroviral therapy (102).

Various obstetric factors influence the risk of mother-to-child 
transmission. Several studies have shown that elective caesarean 
section performed before the onset of labour and before rupture 
of membranes reduces the risk of mother-to-child transmission. In 
a randomized trial in Europe, elective caesarean section reduced 
the risk of mother-to-child transmission by more than half (103). A 
meta-analysis of more than 8500 mother-infant pairs in the United 
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States reported similar findings (104). For the women in the study 
who received long-course zidovudine during pregnancy, the risk of 
mother-to-child transmission following an elective caesarean section 
was reduced from 7.3% to 2.0%. Section 2.3.4 discusses the impact 
of caesarean section on the woman’s health.

Rupture of membranes for longer than four hours has been associated 
with an increased risk of mother-to-child transmission (105–107). 
Several other factors such as chorioamnionitis, preterm labour, 
episiotomy, intrapartum haemorrhage and invasive fetal monitoring 
have been implicated in some studies but not in others (108–111).

2.3.3		S killed care during pregnancy

Women living with HIV/AIDS require the same antenatal care as 
women not infected with HIV, but certain additional components 
should be strengthened or modified. Care of women living with 
HIV/AIDS during pregnancy also involves assessing HIV-related signs 
and symptoms, including evidence of opportunistic infections. In 
particular, clinical staging and, where feasible, immunological staging 
of women living with HIV/AIDS are important for assessing prognosis 
and determining eligibility for antiretroviral therapy.

An estimated 15% of pregnant women experience a life-threatening 
complication during pregnancy or childbirth. In addition to these risks, 
women living with HIV/AIDS have a greater risk of certain adverse 
pregnancy outcomes. A meta-analysis of 31 studies conducted in 
low-, middle- and high-income countries found that intrauterine 
growth restriction, preterm delivery and low birth weight were more 
common among infants born to women living with HIV/AIDS than 
those born to women not infected (112). Although data are limited, 
several studies have suggested that women living with HIV/AIDS 
have an increased risk of spontaneous abortion and stillbirth. The 
effects of HIV infection on pregnancy outcomes are likely to be more 
pronounced among women with symptomatic HIV infection (113).

Evidence, mostly from industrialized countries, indicates that pregnancy 
does not have a major effect on the progression of HIV disease or 
mortality (114–118). Further, pregnancy does not appear to alter the 
risk of opportunistic infections. A pregnant woman with HIV has the 
same risk of opportunistic infections as a non-pregnant woman with 
HIV who has the same immune status. However, a pregnant woman 
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with HIV is at an increased risk of malaria, and additional precautions 
are necessary (119).

Pregnant women living with HIV/AIDS are more likely to develop 
clinical malaria and malarial infection of the placenta, more often 
have detectable malaria parasitaemia and have higher malaria 
parasite densities than pregnant women not infected with HIV (120). 
In settings with a high prevalence of malaria, pregnant women 
should always be protected by insecticide-treated nets and receive 
intermittent preventive treatment with sulfadoxine-pyrimethamine 
(at least two doses). However, women living with HIV/AIDS who 
are receiving daily co-trimoxazole prophylaxis do not require 
intermittent preventive treatment in addition to daily co-trimoxazole 
prophylaxis (119).

There are also concerns regarding the risk of mother-to-child 
transmission of syphilis, gonococcal and Chlamydia infection. All 
pregnant women require screening for syphilis at the first antenatal 
visit, as early in pregnancy as possible. Repeat screening in the third 
trimester or around childbirth may be considered to detect syphilis 
infection acquired during pregnancy. Women who deliver without 
having a syphilis test should be screened as soon as possible after 
delivery. Screening for gonorrhoea and Chlamydia infection can be 
considered where resources permit.

Genital herpes, bacterial vaginosis and trichomoniasis have also 
been implicated in adverse pregnancy outcomes. Trichomoniasis and 
bacterial vaginosis have been associated with pre-labour rupture 
of membranes, preterm labour and low birth weight. Women with 
a history of previous preterm labour or pregnancy loss require 
screening for trichomoniasis and bacterial vaginosis, even if they are 
asymptomatic for such infections.

During pregnancy and lactation, women are at increased risk of 
malnutrition, especially in resource-constrained settings where poor 
nutrition and food insecurity are endemic. Women living with HIV/
AIDS may be at even greater risk because of reductions in dietary 
intake, nutrient malabsorption, increased energy requirements and 
other metabolic alterations associated with HIV infection (121). 
Anaemia during pregnancy is more common and often more severe 
among women living with HIV/AIDS than among other women (122–
124). Wasting during pregnancy also occurs more frequently. Studies 
conducted in Africa (125,126) indicate that the nutritional status of 
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women living with HIV/AIDS, measured by body mass index, mid-
upper arm circumference and weight loss, is an important predictor 
of adverse pregnancy outcomes and mortality during the postnatal 
period. Nutrition counselling, care and support encompasses (121):

•	 the importance of an adequate diet to support pregnancy and 
lactation;

•	 a baseline nutrition and dietary assessment, including measurement 
of body weight and haemoglobin;

•	 prevention and management of anaemia; and

•	 direct food assistance, including micronutrients, if required.

In some areas, the number of women who give birth with the help 
of a skilled attendant remains low. Women who give birth cared for 
only by a family member or a traditional birth attendant have high 
risks of maternal mortality and morbidity. Further, these women are 
unlikely to receive adequate intrapartum antiretroviral prophylaxis, 
and obtaining postpartum care for themselves and their children 
may be difficult. This hinders adherence to antiretroviral prophylaxis 
and the follow-up and care of women living with HIV/AIDS and their 
infants. Women living with HIV/AIDS should be advised to deliver 
with a skilled attendant, preferably in a health facility that can provide 
antiretroviral drugs for prophylaxis of mother-to-child transmission. 
Pregnant women and their families should be assisted in making a 
plan for birth: where the delivery will take place, who will be present 
and, in case of a complication, how timely referral will be arranged.

2.3.4		S killed care during childbirth

Universal precautions to reduce the risk of transmission of bloodborne 
pathogens through exposure to blood or body fluids among patients 
and health care workers are essential in all settings, not only for women 
living with HIV/AIDS. Further, HIV is not the only bloodborne infection 
from which patients and staff are at risk. The safe and appropriate 
disposal of all sharps, the placenta and other blood-soaked articles is 
especially important.

Care during childbirth needs to be modified to reduce the risk of 
mother-to-child transmission. The membranes should be left intact for 
as long as possible and artificial rupture of membranes reserved for 
cases of fetal distress or delay in progress of labour. Vaginal cleansing 
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with a chlorhexidine solution has not been shown to be effective 
in reducing the risk of mother-to-child transmission. However, 
limited evidence suggests that this procedure may reduce the risk 
of transmission when the membranes have been ruptured for more 
than four hours and may have other benefits, including reducing 
neonatal and puerperal sepsis (127–129). Currently, available evidence 
does not justify routine vaginal cleansing as a means of reducing HIV 
transmission.

There is no evidence that shaving the pubic area before or during 
labour benefits women, and it may increase the risk of transmitting 
HIV or hepatitis virus. Invasive fetal monitoring such as the use of 
penetrating fetal scalp electrodes, fetal scalp blood sampling or other 
procedures that break the infant’s skin must be avoided as far as 
possible.

Among women not infected with HIV, episiotomy must be reserved 
for cases with a clear obstetric indication (130). If possible, assisted 
delivery with vacuum extractor or forceps should be avoided among 
women living with HIV/AIDS, unless required in cases of fetal distress 
or significant maternal fatigue to shorten labour or the duration of 
ruptured membranes; soft vacuum cups may be preferable to metal 
cups or forceps. Avoid suctioning the newborn with a nasogastric 
tube unless there is meconium staining of the liquor.

		E  lective caesarean section

Although elective caesarean section performed before the onset 
of labour and before the membranes rupture has been shown to 
reduce the risk of transmission of HIV to infants (see section 2.3.2), 
this benefit has to be balanced against the risk to the woman of the 
surgical procedure. Maternal mortality and morbidity are greater after 
caesarean section than after vaginal delivery (131,132). This is mainly 
due to anaesthetic complications and increases in postoperative 
infection. Further, available evidence indicates that women living 
with HIV/AIDS have higher risks of postoperative morbidity following 
caesarean section, especially infective complications, and that women 
with advanced HIV disease are at greatest risk (133–135).

Elective caesarean section is seldom available in resource-constrained 
settings (136). In countries with a high HIV prevalence, routine 
caesarean section for preventing mother-to-child transmission would 
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tax already stretched health-care resources. However, the procedure 
may be considered in some cases, such as pregnancies in which labour 
is likely to be prolonged or in which obstetric complications may be 
associated with an increased risk of mother-to-child transmission.

When caesarean section is performed to reduce mother-to-child 
transmission, some guidelines recommend that it be scheduled for 38 
weeks of pregnancy to minimize the likelihood of labour or membrane 
rupture occurring before the procedure (137,138). A caesarean section 
performed after labour has begun or membranes have ruptured 
does not reduce the risk of mother-to-child transmission. However, 
this is one week earlier than generally recommended for elective 
caesarean section and may increase the risk of iatrogenic prematurity, 
as accurately determining the duration of pregnancy is often difficult, 
even in settings with ultrasound facilities.

With a caesarean section, either elective or emergency, prophylactic 
antibiotics are preferably given when the cord is clamped, after 
the baby is delivered. For caesarean section and other obstetric 
procedures, one dose of prophylactic antibiotics is sufficient and is no 
less effective in preventing infection than three doses or 24 hours of 
antibiotics (130).

2.3.5		S killed care during the postpartum period

Comprehensive postpartum follow-up and care for women living 
with HIV/AIDS and their infants extend beyond the traditional six-
week postpartum period and are increasingly important in expanding 
access to treatment and care for HIV. The postpartum period is part of 
the continuum of chronic care and support for women living with HIV/
AIDS. HIV-exposed infants require antiretroviral prophylaxis according 
to WHO guidelines. Children born to women living with HIV/AIDS 
have specific follow-up and care needs in addition to routine care and 
immunizations (139).

Postpartum care includes assessing maternal healing after delivery 
and evaluating for postpartum infectious complications, which may 
be more common among women living with HIV/AIDS (140). Women 
should be advised to give particular attention to the safe disposal of 
sanitary pads or similar materials.
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Several reports suggest that postpartum family planning counselling 
and services are not yet routinely included or provided in programmes 
for preventing mother-to-child transmission, with many postpartum 
women having an unmet need for contraception (141,142). It is 
extremely important that such services be fully integrated into maternal 
health care for women living with HIV/AIDS. Women who do not 
want to conceive postpartum need information and counselling on 
appropriate contraceptive methods, including condoms, and several 
factors are likely to affect their choice, including the physiological 
processes of the puerperium, the return of ovulation and fertility, 
infant-feeding practices and the women’s resumption of sexual 
activity. Women wanting to have more children are advised to wait at 
least two to three years between pregnancies (130).

Care includes ongoing infant-feeding counselling and support for 
the woman’s infant-feeding choice. Women who choose not to 
breastfeed have a shorter duration of amenorrhoea and may require 
protection from an unplanned pregnancy soon after delivery. Women 
should be informed that women who do not breastfeed may ovulate 
as soon as four weeks after delivery.

HIV transmission during breastfeeding reduces the overall 
effectiveness of efforts to prevent mother-to-child transmission. 
However, preventing transmission during this period remains a 
challenge for women who cannot refrain from breastfeeding for 
whatever reasons. The current United Nations recommendations on 
HIV and infant feeding are that women living with HIV/AIDS should 
avoid all breastfeeding when replacement feeding is acceptable, 
feasible, affordable, sustainable and safe. Otherwise, exclusive 
breastfeeding is recommended during the first months of life and 
should be discontinued as soon as feasible (143).

Key recommendations

•	 Skilled care includes considering the effects of HIV/AIDS on complications 
during pregnancy, childbirth and postpartum; paying attention to HIV-related 
treatment and care needs; and intervening to reduce HIV transmission to 
infants.

•	 Universal precautions to reduce the risk of transmission of all bloodborne 
pathogens are essential in all health care settings.
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•	 Women should be advised to deliver with a skilled attendant, preferably in a 
health facility that can provide antiretroviral drugs for preventing mother-to-
child transmission.

•	 Care during childbirth needs to be modified to reduce the risk of mother-to-
child transmission.

–	 The membranes should be left intact as long as possible and artificial 
rupture of membranes reserved for cases of fetal distress or delay in 
progress of labour.

–	 Assisted delivery with vacuum extractor or forceps should be avoided 
among women living with HIV/AIDS, unless required in cases of fetal 
distress or significant maternal fatigue to shorten labour or the duration 
of ruptured membranes.

•	 Episiotomy should never be performed routinely but reserved for cases with a 
clear obstetric indication.

•	 Elective caesarean section performed before the onset of labour and before 
the membranes rupture can reduce the risk of mother-to-child transmission, 
but this benefit must be balanced against the risk of the surgical procedure to 
the woman.

•	 Suctioning the newborn with a nasogastric tube should be avoided unless 
there is meconium staining of the liquor.

•	 Postpartum follow-up and care extends beyond the six-week postpartum 
period and includes:

–	 assessment of maternal healing after delivery and evaluation for 
postpartum infectious complications; and

–	 counselling and information on fertility choices and effective postpartum 
contraceptive methods as well as condom promotion and provision.

•	 Infant-feeding counselling and support for the woman’s feeding choice should 
be provided.

•	 Women who choose not to breastfeed may require protection from an 
unplanned pregnancy soon after delivery.
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2.4		E  liminating unsafe abortion

Even where contraceptive services are available, unintended pregnancies still 
happen for a variety of reasons. Contraceptives may fail, partners may oppose 
women’s use of contraception, people may not use contraceptives for fear of 
side effects or sex may be coerced or forced; many women will seek to terminate 
these pregnancies. Countries with a high HIV burden are often those with a large 
unmet need for contraception. Where access to safe abortion is restricted, there 
is a high incidence of unsafe abortion, performed by unskilled providers and/or 
under unhygienic conditions (144,145). Women living with HIV/AIDS are prone to 
septicaemia and may be particularly at risk of complications, so that preventing 
unintended pregnancies and unsafe abortion is essential for improving the health 
of these women. Induced abortion is a safe surgical procedure when performed 
by qualified people using correct techniques and in sanitary conditions. Ensuring 
that safe abortion is available and accessible to the full extent allowed by law to 
women living with HIV/AIDS who do not want to carry a pregnancy to term is 
essential to preserving their reproductive health.

2.4.1	 	 Abortion counselling

Counselling about the option of terminating pregnancy to the 
extent allowed by law should be provided by a trained person and 
be non-directive, nonjudgemental and confidential. Women living 
with HIV/AIDS have reported that concerns about negative effects 
of pregnancy and childbearing on their own health and about HIV 
transmission to their infant influenced their decision to terminate 
pregnancy (146). To make an informed decision about whether to 
continue with the pregnancy or have an abortion, women living with 
HIV/AIDS need to know the risks of pregnancy to their own health, 
the risks of transmission of HIV to their infant and the effectiveness 
and the availability and cost of antiretroviral drugs for treating HIV 
infection and for preventing HIV infection among infants as well as 
the potential toxicity of such drugs. They also need to know the side 
effects and risks of the abortion procedures available.

The woman should make the final decision to terminate a pregnancy. 
In some circumstances, a woman with HIV, especially an adolescent 
with HIV, may be under pressure from her partner, other family 
members or health care providers to have an abortion. If health 
workers suspect coercion, they should talk with the woman alone 
or refer her for additional counselling, in an endeavour to ensure 
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fully informed and free decision-making. Being pressured or coerced 
to undergo an abortion is a violation of human rights. All women, 
regardless of HIV status, who undergo abortion should be treated 
with respectful and nonjudgemental attitudes and should have access 
to appropriate care and referral.

2.4.2		S urgical and medical methods of abortion

Both surgical and medical (using pharmaceuticals) methods of 
abortion are safe and, if they are provided according to international 
standards, complications are very rare (144). Nevertheless, since 
women living with HIV/AIDS are more likely to have anaemia, 
making them less able to resist infections or to survive haemorrhage, 
particular care must be exercised to eliminate any potential 
complications with surgical abortion. For this reason, in pregnancies 
up to 12 weeks of gestation, vacuum aspiration should be used in 
preference to dilatation and curettage since it is safer and less painful 
and does not require general anaesthesia (144). From 12 completed 
weeks of pregnancy, dilatation and evacuation is the safest and most 
effective surgical technique if skilled and experienced providers are 
available (144). Antibiotics at the time of surgical abortion reduce 
the post-procedural risk of infection, and they should be provided 
(147). Further research is needed to establish whether side effects 
and complication rates differ among women living with HIV/AIDS 
versus those who are HIV-negative.

For up to nine weeks of pregnancy, a combination of mifepristone 
administered orally and misoprostol administered vaginally (medical 
method of abortion) is safe and effective. After 12 weeks of 
pregnancy, a combination of oral mifepristone followed by repeated 
doses of misoprostol or gemeprost is considered safe and highly 
effective (144). However, no data currently exist on the effectiveness, 
acceptability and possible side effects and complications of medical 
abortion among women living with HIV/AIDS versus HIV-negative 
women nor on the interactions between drugs for medical abortion 
and antiretroviral medication. It is essential that women be able 
to return to health facilities following administration of a medical 
method of abortion to confirm the complete expulsion of products 
of conception.
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2.4.3		P ost-abortion care and family planning

Post-abortion care for a woman with HIV consists of: evaluation 
and care of complications; provision of family planning counselling 
and services; and referral for ongoing treatment, care and support. 
After a surgical abortion, women may experience light menstrual-like 
bleeding or spotting for several days. Women should be informed 
that bleeding similar to or heavier than a menstrual period might 
be expected with medical methods of abortion. To avoid delays 
in recognition and management of post-abortion complications, 
women should be advised to seek prompt health care in the event 
of excessive bleeding, pelvic pain, fever lasting more than one day or 
other symptoms of infection.

Providing contraceptive services can help women avoid unintended 
pregnancies in the future and reduce repeat abortions (148). Family 
planning counselling needs to take place either before or soon after 
the abortion, since ovulation typically occurs within two to four 
weeks of terminating pregnancy. Most contraceptive methods can 
be started immediately post-abortion, and the use of condoms for 
protecting against both further unintended pregnancy and STIs must 
be emphasized. Section 2.2 outlines further recommendations for 
women living with HIV/AIDS on choosing and using contraceptive 
methods safely and effectively. The third edition of Medical eligibility 
criteria for contraceptive use (35) provides additional guidance on the 
contraceptive use of post-abortion women.

In settings where HIV and abortion are stigmatized, women living 
with HIV/AIDS who undergo abortion may be subjected to high 
levels of stigma. This may result in social exclusion, marginalization or 
discrimination. Therefore, aside from links with HIV-related treatment 
and care services, additional counselling and referral to psychosocial 
support structures are key components of post-abortion care.
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Key recommendations

•	 Women living with HIV/AIDS may be at greater risk of developing serious 
complications, including septicaemia, following unsafe abortion.

•	 Ensuring that safe termination of pregnancy is available and accessible, to the 
full extent allowed by law, to women living with HIV/AIDS who do not want 
to carry a pregnancy to term is essential to preserving their health.

•	 Counselling about the option of terminating pregnancy to the extent 
allowed by law should be provided by a trained person and be non-directive, 
nonjudgemental and confidential.

•	 To make an informed decision about whether to continue with the pregnancy 
or terminate it, women living with HIV/AIDS need to know the risks of 
pregnancy to their own health, the risks of transmission of HIV to their infant 
and the effectiveness, availability and cost of antiretroviral drugs for treating 
HIV infection and for preventing HIV infection among infants as well as 
potential toxicity.

•	 The woman should make the final decision to terminate pregnancy; being 
pressured or coerced to undergo an abortion is a violation of human rights.

•	 Both surgical and medical (using pharmaceuticals) methods of abortion are 
safe and effective. Manual or electric vacuum aspiration should be used 
in preference to dilatation and curettage for pregnancies up to 12 weeks 
and dilatation and evacuation after 12 weeks. A sequential combination of 
mifepristone and misoprostol (medical method) is safe and effective up to 9 
weeks of pregnancy and after 12 weeks. Special attention must be paid to 
preventing potential side effects or complications.

•	 Providing family planning counselling and services is an essential component 
of post-abortion care and assists women in avoiding unintended pregnancies 
in the future, reducing repeat abortions and preventing STIs.
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	 2.5	C ombating sexually transmitted 
infections, reproductive tract infections 
and cervical cancer

	 2.5.1	S exually transmitted infections and reproductive  
tract infections

Despite the availability of effective prevention and treatment, STIs 
remain a major public health problem in most parts of the world and 
are responsible for serious complications and long-term consequences 
for women, including infertility. In addition to consequences for 
women’s physical and mental health, STIs and RTIs can cause serious 
complications for the fetus and newborn baby, including stillbirth, 
preterm labour, low birth weight, congenital syphilis, blindness 
and pneumonia. Any contact with sexual and reproductive health 
services, as well as other primary health care services, represents an 
opportunity for women to be informed, screened and treated, when 
necessary, for STI and RTIs. In general, men access STI services more 
than other sexual and reproductive health services; thus, STI services 
present a vital opportunity for increasing their involvement in sexual 
and reproductive health.

Services for preventing, diagnosing and treating STIs offer many 
opportunities for synergy with HIV prevention, care and treatment 
efforts (149). Over the past two decades, the control of STIs has 
received renewed attention because of the strong correlation between 
STIs (both ulcerative and non-ulcerative) and HIV transmission. In 
countries severely affected by HIV, controlling and managing STIs as 
a strategy for preventing HIV transmission should be a high priority in 
primary health care facilities, sexual and reproductive health services, 
private clinics and other health services.

Strategies for controlling and managing STIs and RTIs include 
systematic screening for STIs, especially during pregnancy, and 
providing comprehensive case-management for people with STIs. 
Further, careful attention to infection control procedures can prevent 
iatrogenic RTIs from occurring during procedures such as abortion 
or IUD insertion. Successfully controlling and managing STIs requires 
that health care workers be respectful and nonjudgemental towards 
people with STIs.
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Women living with HIV/AIDS require counselling and information on 
STIs, which should cover:

•	 the importance of preventing STIs (including promoting and 
providing condoms) and early case management;

•	 the signs and symptoms of STIs;

•	 information that STIs are often asymptomatic, especially among 
women; and

•	 the risks of STIs and RTIs in pregnancy.

2.5.1.1	S creening for sexually transmitted infections

Systematic screening for STIs is considered part of the initial clinical 
evaluation of a woman with HIV and should include:

•	 enquiring about unsafe sexual practices and symptoms of STIs or 
RTIs among the woman or her sexual partner;

•	 physical examination to detect signs of STIs or RTIs, including a 
careful genital examination for evidence of discharge, ulcerations, 
or other lesions; a speculum examination (where feasible) to 
identify mucopurulent cervicitis or other signs of cervical and/or 
vaginal infection; and a bimanual examination to detect signs of 
pelvic inflammatory disease such as uterine, adnexal or cervical 
motion tenderness; and

•	 laboratory screening for syphilis and, where resources permit, 
Neisseria gonorrhoeae and Chlamydia trachomatis infection.

At each subsequent visit, careful attention should be paid to symptoms 
or examination findings suggesting a new or recurrent STI or RTI. Six-
monthly serological screening for syphilis may be considered in areas 
with high syphilis prevalence.

2.5.1.2	C omprehensive case management

Appropriately and promptly treating STIs at the first contact between 
women living with HIV/AIDS and health care workers reduces 
their risk of transmitting HIV to sexual partners, can prevent the 
reproductive-tract and obstetric complications associated with STIs 
and offers a unique opportunity to reach women with comprehensive 
care and counselling to improve their sexual and reproductive health 
and well-being.
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For women with an STI-related syndrome or a positive test for an STI, 
comprehensive case management includes:

•	 history-taking;

•	 clinical examination;

•	 classifying the syndrome or identifying the infective agent;

•	 early and effective treatment;

•	 counselling on sexual health and preventing future infections, 
including the importance of dual protection;

•	 notifying and managing partners; and

•	 clinical follow-up if necessary.

Promptly and effectively notifying and managing partners are essential 
elements of STI control programmes. Either the person with the STI 
or the health care provider can inform the partner or partners. These 
actions, however, must be carried out with sensitivity and considering 
social and cultural factors to reduce the risk of violent or stigmatizing 
reactions following partner notification, especially against women.

A woman whose sexual partner has an STI should be offered 
treatment even if the woman is asymptomatic. Women may well 
be asymptomatic – at least 70% of women with an STI have no 
symptoms. Notifying the female partners of men with STI therefore 
offers an important opportunity to identify and treat women who 
otherwise would not receive treatment.

A syndrome-based approach enables health care workers to provide 
immediate, highly effective and cost-effective treatment for people 
with symptoms of STIs. Diagnosing the causes of STIs, the alternative 
to syndromic management, often requires sophisticated laboratory 
facilities, adds to the cost of treatment, may require people with STIs 
to make extra visits to the health facility and almost always delays 
treatment. Given these considerations and the lack of trained personnel 
and diagnostic equipment in many resource-constrained settings, a 
syndrome-based approach to managing people with STIs has been 
widely adopted. This approach is based on identifying consistent 
groups of symptoms and easily recognizable signs and on providing 
treatment that will deal with most of, or the most serious, organisms 
responsible for each syndrome. WHO has developed simplified tools 
based on flowcharts to guide health care providers in using this 
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approach (150). After they are adapted to local epidemiological and 
antimicrobial sensitivity patterns, countries can use these tools as 
standardized treatment protocols.

Although women living with HIV/AIDS may differ in the presentation 
and response to treatment of some STIs and RTIs – especially genital 
herpes and chancroid – standard treatment protocols are effective. 
Differences in the natural history and response to the treatment 
of some STIs and additional considerations for case management 
among women living with HIV/AIDS are discussed below. WHO’s 
Sexually transmitted and other reproductive tract infections: a guide 
to essential practice (151) provides further detailed recommendations 
for preventing, detecting and managing STIs and RTIs based on 
available clinical and epidemiological data.

2.5.1.3	V aginal infection and treatment

Vaginal infection (bacterial vaginosis, trichomoniasis or candidiasis) 
is the main cause of abnormal vaginal discharge. Vaginal discharge 
algorithms are not designed to detect the more serious but usually 
asymptomatic cervical infections caused by Neisseria gonorrhoeae 
or Chlamydia trachomatis. For some women with vaginal discharge, 
treatment for cervical infection should be added to treatment for 
vaginitis: for example, if the female partner of the person with an STI 
has a urethral discharge or if mucopurulent cervical discharge or easy 
bleeding is seen on speculum examination.

Bacterial vaginosis is more common among women living with 
HIV/AIDS, who also have more frequent relapses of vulvovaginal 
candidiasis, especially with more advanced HIV disease (152–154).

Women living with HIV/AIDS who have vaginal discharge require 
the same treatment as women not infected with HIV. There is 
no evidence that standard antibiotic treatment for Trichomonas 
vaginalis, Chlamydia trachomatis and Neisseria gonorrhoeae 
infection is less effective among women living with HIV/AIDS. 
However, prolonged treatment of candidiasis is generally required, 
and chronic suppressive or intermittent prophylactic therapy may 
be necessary (155). Some reports suggest that women living 
with HIV/AIDS respond more poorly to the treatment of bacterial 
vaginosis (156).
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As endogenous infection (infection with organisms normally present 
in the reproductive tract) is the most likely cause of vaginal discharge, 
the partner does not need to be treated unless relapses occur.

2.5.1.4	G enital ulcer disease and treatment

Several studies have shown that syndromic algorithms for genital 
ulcer disease are effective and practical. Genital ulcers facilitate the 
spread of HIV more than other STIs, and controlling these infections 
is especially important for preventing HIV transmission. Genital ulcer 
disease patterns vary in different parts of the world, although genital 
herpes, syphilis and chancroid remain the most common causes. 
Genital herpes causes an increasing proportion of the cases of genital 
ulcer disease, especially in areas with high HIV prevalence (157).

HIV infection can alter the clinical manifestations of genital ulcers: 
lesions of primary or secondary syphilis may be atypical; herpes simplex 
virus lesions may present as persistent multiple ulcers; and chancroid 
lesions may be more extensive, accompanied by fevers and chills, or 
be rapidly aggressive. Mixed genital ulcer disease, often including 
infection with herpes simplex virus, is more common among women 
living with HIV/AIDS. The frequency and severity of episodes of genital 
herpes ulcers correlate with the level of immunosuppression. Women 
with advanced immunosuppression may have severe mucocutaneous 
ulcerations involving large areas of the perineum.

Evidence indicates that central nervous system involvement with early 
syphilis does not occur more frequently among people living with 
HIV/AIDS versus those not infected with HIV (158,159). Nevertheless, 
neurosyphilis should be considered in the differential diagnosis of 
diseases of the nervous system among women living with HIV/AIDS.

Recommended treatment, adapted to the local prevalence of 
causative organisms, is the same for women with suspected syphilis 
or chancroid infection, irrespective of HIV status. Early treatment 
is essential, especially since genital ulcer disease may be more 
extensive or aggressive among women living with HIV/AIDS. Routine 
cerebrospinal fluid examination is not indicated for people with early 
syphilis unless there are nervous system or ocular symptoms.

Although there is no cure, treating genital herpes with antiviral 
agents, such as acyclovir, can shorten the duration of active disease 
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and may help reduce the transmission of genital herpes (160). Most 
lesions of herpes simplex virus respond to acyclovir, but prolonged 
treatment may be needed. In places with limited drug supplies, 
treatment should be reserved for persistent or recurrent genital 
herpes or herpes zoster infection, both of which are often associated 
with HIV infection. Adequate information and counselling are needed 
to explain the nature and purpose of treatment and to avoid false 
expectations of cure.

Several strategies are being evaluated for the effective treatment 
of women living with HIV/AIDS who have frequent episodes of 
herpes simplex virus-2. These strategies aim to reduce the symptoms 
associated with recurrence and to reduce the transmission of HIV and 
herpes simplex virus-2. Evidence indicates that chronic suppressive 
therapy decreases the number of recurrences and lowers the risk 
of HIV transmission to uninfected partners (161). However, women 
who receive chronic therapy may develop thymidine kinase–deficient 
mutants of herpes simplex virus for which standard therapy is 
ineffective. Surveillance systems for viral resistance are important in 
programmes using chronic therapy.

Some reports (162,163) indicate that infection with HIV may increase the 
rates of failure of chancroid treatment, especially for single-dose therapies. 
More research is needed to confirm these observations. For treatment 
of granuloma inguinale, adding a parenteral aminoglycoside such as 
gentamicin to the standard treatment regimens could be considered.

Women living with HIV/AIDS require a follow-up visit one week after 
starting treatment for genital ulcer disease or sooner if the clinical 
condition worsens. Treatment should be continued if symptoms have 
improved but still persist. As genital ulcers are very likely to be caused 
by an STI, sexual partners should receive treatment.

2.5.1.5	L ower abdominal pain and treatment for pelvic 
inflammatory disease

Lower abdominal pain is often due to pelvic inflammatory disease, but 
other genitourinary, gastrointestinal or reproductive-tract causes such 
as urinary tract infection and appendicitis are possible. The syndromic 
approach to lower abdominal pain is designed to offer effective 
treatment to women with symptoms suggesting pelvic inflammatory 
disease. Although some women managed with this algorithm may 
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not actually have pelvic inflammatory disease, treatment is justified 
because of the severe consequences – including infertility and ectopic 
pregnancy – that often follow when pelvic inflammatory disease is 
untreated or treatment is delayed.

In general, all women with pelvic inflammatory disease have similar 
microbiological findings, although higher rates of Mycoplasma hominis 
and Streptococcus species have been reported among women living 
with HIV/AIDS (164). Severe pelvic inflammatory disease is more 
common among women living with HIV/AIDS, including tubo-ovarian 
abscesses (50,165).

Treatment should be started as soon as the presumptive diagnosis 
is made, because long-term complications are more successfully 
prevented if appropriate antibiotics are administered immediately. 
Women living with HIV/AIDS respond equally well to standard oral 
and parenteral antibiotic regimens compared with women not 
infected with HIV (166,167). However, whether more aggressive 
interventions, including hospitalization and parenteral antibiotics, are 
more beneficial for managing women with advanced HIV disease and 
pelvic inflammatory disease is not known.

Special care is required in notifying the partners of women who 
are treated for pelvic inflammatory disease. Because of the serious 
potential complications of pelvic inflammatory disease, partners 
should be treated for urethral discharge to prevent possible reinfection. 
The diagnosis of pelvic inflammatory disease on clinical grounds is 
imprecise, and the couple requires counselling about this uncertainty.

2.5.2		C ervical cancer

Since 1993, cervical cancer has been considered an AIDS-defining 
illness among women living with HIV/AIDS. Cervical cancer is an 
important public health priority because of the burden of disease 
and the potential for effective prevention via screening. In many 
countries, it is the most common malignancy among women and 
the leading cause of cancer deaths among women (6). The primary 
underlying cause of cervical cancer is infection with one or more 
high-risk types of HPV.

Cervical screening is currently the most effective approach for cervical 
cancer control. Experience in several countries has shown that a well-
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organized screening programme with high coverage can significantly 
reduce the number of new cases of cervical cancer and cervical cancer 
mortality rates. Lack of screening is a major risk factor for the disease. 
Currently, most women in resource-constrained settings do not have 
access to effective screening programmes.

Evidence indicates that women living with HIV/AIDS have an increased 
risk of developing cervical cancer (168–170). One study from South 
Africa found that people with cell counts below 200 cells per µl are 
significantly more likely to have advanced-stage disease at initial 
diagnosis than people who are HIV-negative (169).

No woman should be denied treatment for precancer or invasive 
cancer because she has HIV infection.

2.5.2.1	H uman papillomavirus infection

HPV, the primary underlying cause of cervical cancer, is the most 
common sexually transmitted organism worldwide. The key 
determinants for HPV infection, related to the sexual behaviour of 
both men and women, include young age at sexual initiation, lifetime 
number of sexual partners and having multiple partners. HPV is thus 
highly correlated with HIV as well as with cervical cancer. A high risk 
of HPV infection is most common among young women, with a peak 
prevalence as high as 25–30% among women younger than 25 years 
of age. At most sites, prevalence decreases sharply with age.

The primary cause of squamous cervical cancer is persistent or chronic 
infection with one or more of the so-called high-risk or oncogenic 
types of HPV. These high-risk types of HPV cause abnormal Pap tests 
and may lead to cancer of the cervix, vulva, vagina, anus or penis. The 
types most commonly causing cervical cancer are 16 and 18, found in 
70% of cervical cancer cases reported worldwide. Other oncogenic 
types (such as 45, 31, 33, and 58) are less common and may differ 
in prevalence in different geographical areas. Genital warts, on the 
other hand, are caused by low-risk HPV types 6 and 11 not associated 
with cancer.

Although infection with a high-risk HPV is the cause for the 
development of cervical cancer, most women infected with high-risk 
HPV do not develop cancer. Most cervical HPV infections, regardless 
of type, are asymptomatic and short-lived, with only a small number 
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persisting and fewer yet progressing to precancerous lesions or to 
invasive cancer. The conditions leading to persistence of HPV infection 
and later progression to cancer are not well understood, but they are 
probably associated with the presence of other factors (co-factors) 
that include, in addition to the types of HPV, coinfection with HIV and 
other sexually transmitted agents such as herpes simplex 2, Chlamydia 
trachomatis and Neisseria gonorrhoeae.

Most cross-sectional studies indicate that the prevalence of cervical 
HPV DNA is higher among HIV-seropositive women than HIV-
seronegative women, even after controlling for potential confounding 
factors such as age and sexual behaviour (171,172). Although data 
are limited, they generally show that HIV-seropositive women have 
a higher risk of developing persistent HPV infections than HIV-
seronegative women (173,174).

Given the generally limited range of HPV primer sets used and small 
sample sizes in these studies, further data are needed to determine 
whether the distribution of HPV viral types statistically differs among 
HIV-seropositive and HIV-seronegative women. Some studies have 
found that the proportion of high- versus low-risk HPV types is similar 
among HIV-seropositive and HIV-seronegative women (171,175,176).

Relatively few data are available on the effect of HIV infection on 
the viral load of HPV infection. The intensity of HPV infection was 
markedly higher in self-collected samples from HIV-seropositive than 
HIV-seronegative women in a study in Uganda (177).

Further data are needed to determine whether HPV viral loads are 
higher among HIV-seropositive than HIV-seronegative women, and if 
so, whether a higher viral load of HPV may possibly explain the higher 
risk of cervical squamous intraepithelial lesions among women living 
with HIV/AIDS (178–180). Differences appear to be most marked 
among women with advanced HIV disease (181–184).

Most HPV infections resolve on their own. However, if the infections 
become chronic or persistent they may lead to the development of 
precancer and/or cancer. HPV infection can also manifest as genital 
warts, which are benign epithelial tumours occurring on the genital 
cutaneous and mucosal surfaces. Women living with HIV/AIDS have a 
higher incidence and prevalence of genital warts (185,186), especially 
women with advanced HIV disease, who may also have a poorer 
response to treatment and frequent recurrences.
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Treatment for HPV is generally not recommended, because most 
warts and HPV abnormalities eventually go away on their own, even 
if not treated. Choice of treatment for women, whether or not living 
with HIV/AIDS, depends on the preference of the woman, available 
resources and the experience of the health care provider. The 
treatment, when indicated, is directed to the changes in the skin or 
mucous membrane caused by the infection, such as the warts or the 
pre-cancerous changes. Biopsy of genital warts is recommended when 
the diagnosis is uncertain. The treatment may worsen the lesions, or 
the warts may appear atypical (such as pigmented, indurated, fixed 
or ulcerated).

2.5.2.2	C ervical screening

The presence of abnormal cells on cervical screening is correlated with 
the presence of HPV infection and is more common among women 
living with HIV/AIDS. Women living with HIV/AIDS have a two- to six-
fold increased risk of precancer with rates of abnormal cells, ranging 
from 20% to 40% and even higher among women with advanced 
HIV disease (183,187–190). Among women living with HIV/AIDS, 
dysplasia is more likely to involve other sites in the lower genital tract, 
including the vagina, vulva and perianal region (191,192).

Cytology screening is as effective among women living with HIV/
AIDS as among uninfected women, and cervical screening should 
be encouraged where such services are available (193). Based on 
available evidence, women living with HIV/AIDS should be offered 
screening at the same frequency and with the same screening test 
as women not infected with HIV. Whether screening should begin 
at a younger age among women living with HIV/AIDS is unclear and 
requires study. Further, screening for cervical cancer should not be 
linked to or depend on HIV testing, to avoid stigma (194).

Additional details concerning cytological screening are contained 
within WHO guidelines on cervical cancer screening in developing 
countries (195).

2.5.2.3	T reating precancerous lesions

The benefit of treating women living with HIV/AIDS for low-grade 
lesions has not been demonstrated, and such treatment may be 
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associated with increased HIV shedding during healing (196). 
Treating women living with HIV/AIDS for high-grade lesions has been 
associated with a high rate of persistence and recurrence of disease 
with all treatment modalities (194,197). Recurrence of dysplasia is 
strongly associated with the degree of immunosuppression, occurring 
among about 90% of women with CD4 cell counts below 200 cells 
per µl (198). More frequent follow-up is recommended (every six 
months). However, there is no evidence that women living with HIV/
AIDS benefit from more aggressive treatment. Women who receive 
treatment for cervical dysplasia should be informed of the need for 
follow-up visits and possible re-treatment as well as the potential for 
increased HIV shedding during healing (196).

2.5.2.4	M anaging invasive cancer

Data indicate that women living with HIV/AIDS present with invasive 
cervical cancer up to 10 years earlier than average, have more 
advanced disease and have a poorer prognosis (169,170,199). For 
women with a CD4 count below 200 cells per µl, surgery is the 
preferable option, when appropriate, or treatment with radiation 
or chemotherapy. Women with advanced HIV disease have a poor 
prognosis with all treatment modalities and may succumb to other 
HIV-related opportunistic infections before invasive cervical cancer 
develops (180).

Comprehensive palliative care programmes are essential for improving 
the quality of life of women with cervical cancer.
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Key recommendations

•	 In countries severely affected by HIV/AIDS, controlling and managing 
STIs should be a high priority in primary health care facilities, sexual and 
reproductive health services, private clinics and other health services.

•	 Systematic screening for STIs, consisting of history taking, clinical examination 
and laboratory tests for syphilis, is part of the initial clinical evaluation of 
women living with HIV/AIDS.

•	 Although women living with HIV/AIDS may differ in the presentation and 
response to the treatment of some STIs and RTIs, standard treatment protocols 
are effective.

•	 Women living with HIV/AIDS should be offered cervical cancer screening at 
the same frequency and with the same screening test as women not infected 
with HIV.
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For equity and for humanitarian and moral reasons, women must have access to 
antiretroviral therapy when required, and all efforts should be made to ensure 
that all women, men and children who require such treatment have equal access 
to it. Reproductive health programmes, especially comprehensive programmes 
to prevent mother-to-child transmission, provide a key opportunity for reaching 
women who could benefit from antiretroviral therapy either immediately or 
later. These services should provide antiretroviral therapy to women or have 
explicit mechanisms of referral for this. In addition, making antiretroviral therapy 
available to their partners and children will help ensure that women do not share 
their drugs with other family members.

Antiretroviral therapy programmes need to be sensitive to women-specific 
needs, especially in relation to their sexual and reproductive health. The 2003 
WHO guidelines for scaling up antiretroviral therapy in resource-constrained 
settings (200) contain the WHO recommendations for initiating and monitoring 
antiretroviral therapy among children, adolescents and adults living with HIV. 
These guidelines will be revised and updated in 2006 and will pay particular 
attention to issues concerning antiretroviral therapy for women.

WHO recommends offering antiretroviral therapy to adolescents and adults 
with: WHO Stage IV HIV disease irrespective of CD4 cell count, WHO Stage III 
disease with consideration of using CD4 cell counts of less than 350 cells per µl 
to assist decision-making and WHO Stages I and II disease in the presence of a 
CD4 cell count of less than 200 cells per µl. If CD4 testing is unavailable, WHO 
recommends offering antiretroviral therapy to adolescents and adults with WHO 
Stages III and IV disease irrespective of total lymphocyte count or WHO Stage II 
disease with a total lymphocyte count of less than 1200 cells per µl.

The WHO-recommended first-line antiretroviral regimens for adolescents 
and adults consist of a five-drug formulary, with a triple combination of 
zidovudine + lamivudine + nevirapine or stavudine + lamivudine + nevirapine 
or zidovudine + lamivudine + efavirenz or stavudine + lamivudine + efavirenz. 
First-line therapy consists of combining nucleoside and non-nucleoside reverse-

	 3	S exual and reproductive 
health of women receiving 
antiretroviral therapy
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transcriptase inhibitor (NRTI and NNRTI) classes of antiretroviral drugs. These 
regimens were chosen following consideration of potency, side effect profile, 
potential for maintenance of future treatment options, anticipated adherence, 
availability of fixed-dose combinations, coexistent health conditions (such as 
tuberculosis, hepatitis B virus or hepatitis C virus infections) and pregnancy or 
potential thereof.

The selection of antiretroviral therapy regimen for women should consider the 
possibility of a planned or unintended pregnancy and that antiretroviral drugs 
may be taken in the first trimester of pregnancy during the period of fetal organ 
development and before a pregnancy is recognized. Similarly, the possibility of 
a future pregnancy should be considered in selecting an antiretroviral therapy 
regimen for pregnant women. The WHO guidelines on antiretroviral drugs for 
treating pregnant women and preventing HIV infection among infants also 
contain recommendations for antiretroviral therapy for women of childbearing 
age and pregnant women (102). They also provide recommendations for 
treating tuberculosis among women receiving antiretroviral therapy, which 
poses particular problems for women. As zidovudine can cause toxic effects 
to the blood and blood-forming organs such as anaemia, more frequent 
laboratory assessment of haemoglobin levels may be required among women 
receiving zidovudine-containing antiretroviral therapy regimens, especially 
during pregnancy.

It may be necessary to change antiretroviral therapy because of either toxicity 
(substitution of one drug for another in the same class) or treatment failure 
(switching from first-line to second-line therapy). When drug toxicity is related 
to an identifiable drug in the regimen, the offending drug can be replaced by 
another drug that does not have the same side effects, such as substituting 
stavudine for zidovudine in cases of anaemia.

Treatment failure can be defined clinically as assessed by disease progression or 
immunologically using CD4 cell counts. Clinical disease progression should be 
differentiated from immune reconstitution syndrome (an inflammatory response 
to previously subclinical opportunistic infections), which can occur a few weeks 
after starting antiretroviral therapy. In the event of treatment failure, the 
recommended triple-drug second-line regimen is tenofovir disoproxil fumarate 
or abacavir, plus didanosine and either lopinavir with a low-dose ritonavir boost 
or saquinavir with a low-dose ritonavir boost or nelfinavir. Protease inhibitor 
drugs are reserved for second-line therapy and are used with NRTIs. Nelfinavir 
is the preferred protease inhibitor drug in settings that do not have a secure 
cold chain. These second-line regimens remain relatively expensive, and there is 
limited experience with their use in resource-constrained settings.
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In addition to HIV-related care, support and prevention services, women receiving 
antiretroviral therapy also require access to programmes that promote sexual 
health, family planning counselling and services for preventing, diagnosing and 
treating STIs. Further, women should be encouraged to attend cervical screening 
services where available. Current guidelines for screening for and treating cervical 
cancer do not need to be modified for women receiving antiretroviral therapy. 
It is unknown whether antiretroviral therapy substantially affects the natural 
history of precancerous cervical lesions, and the role of antiretroviral therapy in 
managing cervical disease is unclear; some studies have seen a beneficial effect 
on cervical lesions but not others (201–203).

3.1		P  romoting sexual health

Women who start antiretroviral therapy may find that, with their return to 
health, they become more sexually active. For those whose fertility had been 
compromised by HIV, this can be accompanied by return to fertility. As the health 
and well-being of women improves with antiretroviral therapy, women may 
reconsider previous decisions regarding their sexuality and reproduction. Some 
women may wish to “replace” children who have died from HIV/AIDS (204).

Health-care providers should anticipate that women receiving antiretroviral 
therapy may require counselling and support to make choices regarding their 
sexuality and childbearing and should assist them in adopting safe sexual 
behaviour. Interventions to promote sexual health among women receiving 
antiretroviral therapy include:

•	 assisting in identifying and overcoming impediments to safer sexual 
behaviour to prevent the transmission of HIV to other people;

•	 educating on the potential for transmitting HIV to an uninfected 
partner even when receiving antiretroviral therapy; and

•	 providing information and counselling on preventing STIs, including 
the importance of using condoms correctly and consistently.

3.2		P  roviding high-quality services for family 
planning

To assist women receiving antiretroviral therapy in making decisions on 
childbearing, they require information and counselling on:

•	 effective contraceptive methods to prevent pregnancy, if so desired, 
including potential drug interactions with hormonal contraceptives;
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•	 the risk of HIV transmission when trying to become pregnant and 
available interventions to reduce this risk;

•	 interactions between HIV and pregnancy, including a possible 
increase in certain adverse pregnancy outcomes;

•	 the safety of antiretroviral drugs during pregnancy;

•	 the risk of birth defects should they become pregnant while receiving 
antiretroviral therapy; and

•	 the risk of transmission to their infant and the effectiveness of 
antiretroviral therapy in reducing transmission.

The limited data available suggest that several antiretroviral drugs, especially 
some NNRTIs and protease inhibitors, have the potential to either decrease or 
increase the bioavailability of steroid hormones in hormonal contraceptives 
(35). These drug interactions may alter the safety and effectiveness of both 
the hormonal contraceptives and the antiretroviral drugs. However, no clinical 
outcome studies have been conducted, and the clinical significance of such 
interactions is unknown. It is also not known whether the contraceptive 
effectiveness of progestogen-only injectable contraceptives (such as depot 
medroxyprogesterone acetate and norethisterone enantate) would be 
compromised – these methods provide higher blood hormone levels than 
other progestogen-only hormonal contraceptives and than combined oral 
contraceptives. Thus, if a woman receiving antiretroviral therapy decides to 
initiate or continue hormonal contraceptive use, the consistent use of condoms 
is recommended for preventing the transmission of STIs, including HIV, and as 
compensation for any possible reduction in the effectiveness of the hormonal 
contraceptive. There is no known drug interaction between antiretroviral drugs 
and the copper or levonorgestrel-releasing IUD.

Efavirenz (an NNRTI drug) is considered potentially teratogenic and should be 
avoided among women trying to conceive or not using effective contraception. It 
is recommended that women have a pregnancy test prior to initiating treatment 
with efavirenz. For women using effective contraception, it remains a viable option 
for the NNRTI component of an antiretroviral therapy regimen. Barrier methods, 
fertility awareness–based and coitus interruptus methods of contraception used 
alone may not be the ideal choice for women receiving efavirenz-containing 
regimens, because of relatively higher typical-use failure rates.

Women may need to take several pills each day for antiretroviral therapy, 
prophylaxis or treatment of opportunistic infections, symptomatic relief or 
concurrent illnesses. In addition to potential drug interactions, the impact of 
pill burdens on adherence to contraception and HIV-related therapies should be 
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considered. A hormonal contraceptive method that requires daily administration 
would increase the pill burden; this may compromise adherence to the 
contraceptive method or HIV-related medication. Women need to be aware of 
these considerations when they select a contraceptive method.

3.3		  Antiretroviral treatment during 
pregnancy and childbirth and postpartum

The overarching consideration for pregnant women is that therapeutic decisions 
relating to antiretroviral therapy should be based on their need and eligibility 
for such treatment. Antiretroviral therapy during pregnancy reduces maternal 
morbidity and mortality and decreases the risk of HIV transmission to the infant. 
The benefits of antiretroviral therapy need to be balanced with the known and 
theoretical adverse effects of such treatment on the fetus. Although no distinct 
pattern has been identified of long-term toxicity to antiretroviral therapy 
among infants, potential toxic effects include premature birth, manifestations 
of mitochondrial toxicity, and the potential for cancer or malformation. Long-
term studies of children exposed to antiretroviral drugs in utero need to be 
completed (205).

For women receiving antiretroviral therapy, special efforts to support adherence 
may be needed during pregnancy, childbirth and the early postpartum period. 
Nausea or vomiting associated with pregnancy may affect a woman’s ability to 
adhere to antiretroviral therapy. Every effort should be made to encourage women 
to continue treatment, and drugs should only be withdrawn under specialist 
advice. After childbirth, women may require additional adherence support due 
to the physical changes of the postpartum period, the demands of caring for 
the baby and possible postpartum depression. Women receiving antiretroviral 
therapy who are breastfeeding must be advised to continue their antiretroviral 
regimen while breastfeeding if other infant-feeding options are not acceptable, 
feasible, affordable, sustainable and safe (see section 2.3.5).

Pregnancy does not alter the indications for initiating antiretroviral therapy, but 
pregnancy, childbirth and breastfeeding raise additional safety concerns for the 
woman and her child. An evaluation of outcomes of prospectively followed 
pregnancies found no increase in birth defects following first-trimester exposure 
to lamivudine, nelfinavir, nevirapine, stavudine and zidovudine (206). There is 
concern that exposure to efavirenz during the first trimester of pregnancy may 
lead to central nervous system birth defects. Further, there are theoretical risks 
to the fetal brain in later pregnancy, and hence efavirenz should only be used in 
pregnancy when the potential benefits to the pregnant woman outweigh the 
potential risks to the fetus.
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There is also concern that in utero exposure to tenofovir disoproxil fumarate, 
a nucleotide analogue drug, may potentially result in abnormal fetal bone 
development, although there is still very limited experience with using tenofovir 
disoproxil fumarate in pregnancy. However, for women receiving a regimen 
containing tenofovir disoproxil fumarate, the benefits of continuing treatment 
during pregnancy are likely to exceed the risks to the fetus. On this basis, 
women receiving tenofovir disoproxil fumarate are recommended to continue 
the regimen during pregnancy.

Long-term use of protease inhibitors has been associated with hyperglycaemia. 
Using protease inhibitors during pregnancy could increase the risk of pregnancy-
associated hyperglycaemia, as pregnancy itself is a risk factor for glucose 
intolerance (207,208). In addition, in industrialized countries, the use of protease 
inhibitors for antiretroviral therapy has raised concerns regarding the effect of 
such exposure on pregnancy outcome, especially exposure during the early weeks 
of pregnancy. Several European studies (209–211) have observed an association 
between antiretroviral therapy and preterm delivery. However, a meta-analysis 
from the United States did not report an increased incidence of prematurity 
(212). The reason for the reported differences between these studies is unclear.

Providing antiretroviral therapy to women living with HIV/AIDS reduces their 
mortality, effectively prevents HIV infection among infants and, by improving 
maternal health, is likely to increase the survival of children born to women 
living with HIV/AIDS. Providing antiretroviral therapy for women is an essential 
component of initiatives to reduce maternal mortality, prevent mother-to-child 
transmission of HIV and secure the health and sexual well-being of women 
living with HIV/AIDS (36,213).

3.4	E liminating unsafe abortion for women 
receiving antiretroviral therapy

Current evidence does not suggest different strategies or interventions from those 
described for women not receiving antiretroviral therapy (see section 2.4).

3.5	C ombating sexually transmitted infections 
among women receiving antiretroviral therapy

Current evidence does not suggest different strategies or interventions 
from those described for women not receiving antiretroviral therapy (see 
section 2.5).
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Key recommendations

•	 Antiretroviral therapy for women is an essential component of initiatives to 
reduce maternal mortality, prevent the mother-to-child transmission of HIV 
and secure the health and sexual well-being of women living with HIV/AIDS.

•	 Antiretroviral therapy programmes need to be sensitive to women-specific 
needs, especially in relation to their sexual and reproductive health.

•	 Health care providers should anticipate that women receiving antiretroviral 
therapy may require additional counselling and support to make choices 
regarding their sexuality and childbearing.

•	 The possibility of a planned or unintended pregnancy must be considered 
when selecting an antiretroviral therapy regimen for women.

•	 If a woman receiving antiretroviral therapy decides to initiate or continue 
hormonal contraceptive use, the consistent use of condoms is recommended 
for preventing the transmission of STIs, including HIV, and to compensate for 
any possible reduction in the effectiveness of the hormonal contraceptive due 
to drug interactions.

•	 Special efforts to support adherence may be needed during pregnancy, 
childbirth and the early postpartum period.

•	 Ensuring that safe termination of pregnancy is available and accessible, to the 
full extent allowed by law, to women receiving antiretroviral therapy who do 
not want to carry a pregnancy to term is essential to preserving their health.

•	 Although women living with HIV/AIDS may differ in the presentation and 
response to treatment, standard treatment protocols are effective for women 
receiving antiretroviral therapy.
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