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Abstract: The global call to eliminate new pediatric HIV infections requires a comprehensive approach,
including consideration of the pregnancy intentions of HIV-positive women. This paper presents a literature
review on the interface between pediatric HIV elimination and the pregnancy intentions of HIV-positive
women, focusing on the four prongs of prevention of mother-to-child transmission: primary prevention
of HIV infection in women; preventing unintended pregnancies in HIV-positive women; preventing
transmission of HIV from infected women to their infants; and providing care, support and treatment
to HIV-positive women, their children and their families. The paper describes the role of pregnancy
intentions in determining appropriate health services for HIV-positive women – including family planning,
reproductive and obstetric care, and HIV-related services – and explains how these essential health
services are linked to improving maternal health, reducing child mortality and eliminating pediatric HIV.
The paper provides context for the recent UNAIDS-led call to eliminate pediatric HIV, which will require
a complete, integrated approach to providing family planning, maternal and child health, and
HIV-related services for all HIV-affected individuals and families. Ensuring that HIV-positive women
have access to high-quality health services to enable them to choose whether and when to have children
is an essential component of this approach. © 2012 Reproductive Health Matters
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Efforts in recent decades have yielded noteworthy
improvements in women’s and children’s health
worldwide. Progress has been reported in reducing
maternal mortality,1 reducing under-five mortality,2

increasing the use of contraceptives by women3 and
increasing uptake of antenatal care3. However, HIV
and complications of pregnancy and childbirth
remain the two leading causes of death for women
of reproductive age worldwide.4 Though the HIV
epidemic has limited the success of some initiatives
aimed at improving maternal and child health and
survival, efforts to scale up HIV-related services –
particularly comprehensive programs aimed at
prevention of mother-to-child transmission of HIV
(PMTCT) and the elimination of pediatric HIV – have
contributed to reducing HIV-related maternal5 and
90 Contents online: www.rhm-elsevier.com
child mortality as well as providing broader bene-
fits for women’s and children’s health.1,6

Over 90% of pediatric HIV infections worldwide
can be attributed to mother-to-child transmission
(MTCT).7 In the absence of any interventions, peri-
natal HIV infection will occur in 20–45% of infants
born to HIV-positive mothers. This transmission can
occur in utero, during childbirth or through breast-
feeding. PMTCT efforts aim to reduce the risk of
transmission during all three phases.8 More than
90% of new pediatric HIV infections and nearly
all HIV-related maternal deaths occur in low- and
middle-income countries, and while PMTCT efforts
have been dramatically scaled up over the past
decade, the percentage of HIV-positive women in
need of antiretrovirals (ARVs) for PMTCT or for their
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own health remains high.9 In contrast, high-income
countries have achieved near-elimination of new
pediatric HIV infections and HIV-related mater-
nal deaths through the use of highly effective
interventions – most notably, ARVs – to prevent
transmission and protect the health of HIV-positive
women.10 Given the successes achieved in high-
income countries, there is a growing global consen-
sus that with adequate commitment and financial
support, virtual elimination of new HIV infections
among children worldwide is possible in the near
future. The call for elimination of new pediatric
HIV infections provides a unique opportunity to
address the four prongs of PMTCT in a comprehen-
sive way, in part through supporting HIV-positive
women – and their partners – to achieve their
pregnancy intentions while protecting their own
health and the health of their children.

This paper reviews the current literature on HIV
and pregnancy from the standpoint of how efforts
to eliminate new pediatric HIV infections can be
leveraged to support HIV-positive women to achieve
their pregnancy intentions. The paper provides an
overview of global PMTCT efforts as well as commit-
ments to eliminating new HIV infections in children
and protecting maternal health. It then provides
a summary of the literature on pregnancy inten-
tions in the context of HIV in relation to two specific
issues: preventing unintended pregnancies among
HIV-positive women, and enabling HIV-positive
women to have safer pregnancies. The paper con-
cludes with a discussion of the policy and program-
matic implications of the intensifying efforts to
eliminate pediatric HIV, with consideration for
how this relates to the pregnancy intentions of
HIV-positive women.
Global commitments to eliminate new
pediatric HIV infections and protect
maternal health
Scaling up PMTCT efforts in resource-limited settings
became an international goal in the late 1990s,
after the short-course AZT and HIVNET 012 trials
demonstrated the effectiveness of short-course ARVs
for reduction of mother-to-child transmission of
HIV.11,12 In 1998, the United Nations defined a
three-pronged strategy for preventing HIV infection
in infants, calling for primary prevention of HIV
among parents-to-be; prevention of unintended
pregnancies among HIV-positive women; and pre-
vention of HIV transmission from HIV-positive
mothers to their infants.13 This strategy was based
on the best available scientific evidence at the time,
but a myriad of health system, service delivery,
sociocultural and client-level challenges hindered
implementation of the strategy and achievement
of adequate access to and uptake of PMTCT interven-
tions. And although the strategy included primary
prevention of HIV and prevention of unintended
pregnancies, it did not address the long-term health
needs of HIV-positive women or their families.

In 2003, in response to both persistent chal-
lenges and growing experience in the field of
PMTCT, the United Nations called for a more com-
prehensive strategy to prevent HIV infection in
infants and young children.13 Since its introduction,
this approach has been widely adopted by policy
makers and program implementers alike. The
expanded strategy added a fourth prong – care,
treatment and support for HIV-positive women
and their children – to the existing three, and
further emphasized the need for integration of
health services to effectively address all four
prongs. The fourth prong was added in large part
due to concerns that PMTCT programs had largely
been focused on delivering short-course ARVs for
the purposes of preventing HIV transmission to
the infant, and the recognition that “on humani-
tarian grounds, it is difficult to defend providing
a short course of antiretroviral drugs to save a
child but denying basic care and, when indicated,
antiretroviral treatment to the mother.13 More-
over, it was acknowledged that HIV care and sup-
port services for mothers and their HIV-exposed
infants could also help increase uptake of key
health interventions (including PMTCT) in the
future, thereby contributing to reducing the risk
of HIV transmission and improving the health of
mothers and their children.13

In 2004, the Glion Call to Action14 articulated a
multisectoral approach to linking reproductive
health and HIV services; various other interna-
tional guidelines and calls to action have since
highlighted the need to bring these essential ser-
vices together to more comprehensively address
PMTCT and the health of HIV-positive women.
While major stakeholders in the field of interna-
tional PMTCT have worked to better address the
first two prongs of the United Nations strategy,
inadequate funding for comprehensive, integrated
reproductive health and HIV services has ham-
pered their efforts. This situation is consistent with
a larger trend: funding for family planning and
reproductive health has lagged behind investments
in HIV over the past decade.15 The Institute for
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Health Metrics and Evaluation reported that in
2008, “the area of maternal, newborn and child
health obtained half as much funding as HIV/
AIDS.”16 In fiscal year 2010, the US government
appropriated $648.5 million for family planning
(including a $55 million contribution to the United
Nations Population Fund), $549 million for mater-
nal and child health, and $5.7 billion for bilateral
support of global HIV initiatives.17 Recently, major
donors have increased their financial commitments
to broader maternal, newborn and child health
(MNCH) efforts, including family planning and
reproductive health. Canada’s Muskoka Initiative
intends to pledge an additional $1.1 billion in
new funding for MNCH activities between 2010 and
2015, and has called upon global donors to ulti-
mately raise $5 billion in new funding.18 Following
the 2011 International Conference on Family Plan-
ning, the government of the UK pledged 35 million
pounds to address family planning and unsafe
abortion in the developing world.19

One of the challenges in achieving the goals of
the four-pronged strategy for PMTCT – in particular,
prongs one and two – has been that while there
is international policy support for integration of
reproductive health, family planning and HIV, the
funding streams remain separate.20 For example,
the United States President’s Emergency Plan for
AIDS Relief expresses support for family planning
counseling and referrals for contraception, but
funds cannot be used to support contraceptives
themselves.21 These discrepancies often result in
vertical programming, with health services deliv-
ered in a parallel – not integrated – fashion. Stake-
holders have identified the lack of funding for
integration as a key barrier to delivering integrated
services.22 Some newer financial commitments,
such as the Muskoka Initiative, provide funding
for both family planning and PMTCT through inte-
grated service delivery.23 Achieving the four prongs
and improving overall maternal and child health
will require additional and sustained resources
for integrated programming.

In 2009, UNAIDS called for virtual elimination
of mother-to-child transmission of HIV by 2015;
this goal also features prominently in the World
Health Organization’s PMTCT strategic vision for
2010–2015.24,25 Various multilateral agencies,
governments, implementing organizations and
civil society groups have added their voices to this
call. During the June 2011 United Nations General
Assembly High Level Meeting on AIDS, UNAIDS
released the Global Plan towards the Elimination
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of New HIV Infections among Children by 2015 and
Keeping Their Mothers Alive. This document was
developed by a global task team co-chaired by
UNAIDS and the Office of the US Global AIDS Coor-
dinator. The team included representatives from
United Nations agencies and 25 countries, as well
as representatives from more than 30 interna-
tional, private-sector and civil society organizations,
including networks of people living with HIV.26

In addition to addressing the prevention of
new pediatric HIV infections, the Global Plan also
emphasizes keeping women, including HIV-positive
women, alive and healthy. This is notable, as evi-
dence has long shown that child health and sur-
vival is inextricably linked to maternal health and
survival.27 The plan covers all low- and middle-
income countries, but places special emphasis on
the 22 countries with the highest estimated number
of HIV-positive pregnant women. Although the plan
notes that many developing countries have made
“impressive progress” in rolling out programs to
prevent MTCT of HIV, it also acknowledges that
significant additional effort and human and finan-
cial resources are needed to accelerate this prog-
ress.26 Since the Global Plan was introduced, it
has received some criticism from activists and
researchers for its approach to key issues of con-
cern to HIV-positive women. However, as of this
writing, several of the 22 priority countries had
signed on to support the implementation of the
Global Plan, primarily through the development
of country-level strategies and plans.

The goals laid out by the Global Plan are intended
to be achieved by 2015, and the implementation
framework for accomplishing these goals is based
on the four-pronged strategy for PMTCT.7,26,28 The
plan includes two global targets plus one target
for each of the four prongs (Table 1). The targets
for prongs one and two apply to all women of repro-
ductive age; the targets for prongs three and four
are specifically focused on HIV-positive women.

Pregnancy intentions play an important role in
determining the set of services needed to support
and protect the health of an HIV-positive woman
and her children, including but not limited to
interventions to reduce the risk of MTCT. The Global
Plan’s targets reinforce the requirement for health
services to meet the needs of all women, taking into
account their pregnancy intentions. To achieve
these targets, efforts will be needed to further
increase access to, uptake of, and quality of a
variety of health services, including family planning
counseling and commodities; voluntary and safe
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abortion and post-abortion care; pregnancy and
delivery care; and HIV prevention, care, support
and treatment. In particular, the targets listed under
prongs three and four will require further expan-
sion and integration of PMTCT interventions into
MNCH services.
HIV and pregnancy desires
HIV-positive women, like all women, have the right
to determine the number and spacing of their
children.14,29,30 A multitude of factors influence
the desire for pregnancy among HIV-positive women,
including but not limited to age; marital status; level
of education; socioeconomic status; number of
living children and deaths of previous children31–35;
perceived cultural significance of motherhood; per-
ceived desires and attitudes of a woman’s partner,
family and health care workers36–39; stigma and
discrimination39; and the availability of ARVs for
PMTCT or for a woman’s own health.40,41 Social and
familial pressure to have children is strong in many
settings, but at the same time, research and pro-
grammatic and anecdotal evidence suggests that
people living with HIVmay be discouraged by health
care providers or family members from having chil-
dren in order to avoid the risk of transmitting HIV to
infants or leaving orphans in the event that HIV
causes the parents’ deaths.29,39

When it comes to wanting to prevent pregnancy,
a variety of factors influence women’s desire; many
of these factors are the same regardless of HIV
status. Specifically among HIV-positive women,
the desire to prevent pregnancy may stem from
concerns for their own health and the health of a
potential child42; wanting to avoid stigma and dis-
crimination they may face for having a child43–45;
and wanting to avoid orphaning a potential child.46

There are some data to suggest that HIV-positive
men may also want to avoid becoming parents
due to concerns about health47 and stigma.43

The evidence is mixed as to whether an HIV-
positive diagnosis and access to HIV-related ser-
vices increase or decrease fertility desires. On one
hand, there is considerable evidence that many
HIV-positive women – and men – may continue
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to desire pregnancy and children despite their HIV
status.34,40,47–53 The availability of ARVs may
increase this desire40,41: for example, access to
PMTCT services appears to increase fertility desires
among some HIV-positive women to a level consis-
tent with HIV-negative women.54,55 However, there
is also evidence that some women are more likely
to want to limit childbearing after receiving an
HIV-positive diagnosis. A recent study found that
HIV-positive women in South Africa were 60% less
likely to desire another pregnancy than HIV-negative
women.56 Similar results have been reported from
Malawi, where a study found HIV-positive women
to be 61% less likely to desire pregnancy than their
HIV-negative counterparts.57 The limited evidence
on HIV-positive men’s pregnancy intentions gener-
ally indicates that HIV-positive men tend to want
children more than their HIV-positive female
counterparts.36–38,52,58 More research is needed
to explore men’s and couples’ views on pregnancy
desires in the context of HIV.

The Global Plan notes that meeting unmet
need for family planning among all women will
contribute to preventing primary HIV infection
among women of reproductive age, thus reduc-
ing the future need for ARVs for PMTCT and
life-long treatment. One way in which this goal
may be accomplished is by promoting barrier
methods, such as condoms, for the dual pur-
pose of preventing pregnancy and HIV infection.
Furthermore, family planning services may pro-
vide an entry point for HIV testing and counsel-
ing, enabling individuals and couples to know
their HIV status and receive information and edu-
cation about safer sex practices. The Global Plan
also emphasizes that HIV-positive women must
be at the center of global and country-level strate-
gies to eliminate pediatric HIV, and that these
women must have access to family planning ser-
vices and commodities.
Preventing unintended pregnancies among
HIV-positive women
A key component of the Global Plan is to reduce
the unmet need for family planning to zero
among all women, thereby helping to prevent
unintended pregnancies, space births and improve
overall maternal and child health and survival.26

Unmet need for family planning is an estimate of
the percentage of women who would like to pre-
vent or delay pregnancy but are not currently
using contraception.59 Although many HIV-positive
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women wish to prevent pregnancy, evidence sug-
gests that unmet need for family planning may
be higher among HIV-positive women than the
general population.60 Studies in Côte d’Ivoire,
Rwanda, South Africa and Uganda have found
levels of unintended pregnancies among HIV-
positive women ranging from 51% to 91%.60

A recent study in Malawi found that while HIV-
positive women desire pregnancy less than HIV-
negative women, the rate of pregnancy after one
year was not different between the two groups,
suggesting unmet contraceptive need, non-use or
failure of a contraceptive method, or inability to
negotiate contraceptive use.57 Unintended preg-
nancies among HIV-positive women contribute
to pediatric HIV infections because only about
half of HIV-positive women worldwide receive
PMTCT interventions despite the scale-up of PMTCT
services in recent years.61 For HIV-positive women
who do not wish to become pregnant, preven-
tion of unintended pregnancies through access
to voluntary family planning can contribute to
improving maternal health as well as reducing
pediatric HIV infections.62,63

Depending on their individual medical situa-
tion and needs, most HIV-positive women can
safely use any contraceptive method; this includes
short- and long-acting methods as well as perma-
nent methods.64 Concerns have been raised about
the safety of hormonal contraceptives in the con-
text of HIV. Some evidence suggests that using
hormonal contraceptives may increase the likeli-
hood that an HIV-positive woman will transmit
HIV to an HIV-negative partner; that an HIV-positive
woman may experience faster disease progression;
or that an HIV-negative woman may be more sus-
ceptible to acquiring HIV.65,66 However, based on
an extensive review of the literature and an expert
technical consultation, the World Health Organiza-
tion (WHO) released updated recommendations in
early 2012 declaring that “there are no restrictions
on the use of any hormonal contraceptive method
for women living with HIV or at high risk of HIV.”67

These recommendations reaffirm the guidance
provided in the WHO Medical Eligibility Criteria
for Contraceptive Use,64 and go a step further to
emphasize that “couples seeking to prevent both
unintended pregnancy and HIV should be strongly
advised to use dual protection – condoms and
another effective contraceptive method, such as
hormonal contraceptives.”67 By ensuring access to
voluntary family planning services, including coun-
seling about barrier methods such as condoms
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for dual protection, health services can help HIV-
positive women and their partners who wish to
avoid pregnancy achieve this intention while also
contributing to reductions in both vertical and hori-
zontal HIV transmission.
Safer pregnancy for HIV-positive women
For HIV-positive women who desire a pregnancy
or are already pregnant, there are effective inter-
ventions that can protect their health and the
health of their partners and children before, during
and after pregnancy. For example, harm reduction
strategies can be used to achieve conception while
reducing the risk of HIV transmission between part-
ners; essential maternal and newborn health inter-
ventions can help ensure safer pregnancy and
childbirth; and ARVs can protect the health of
HIV-positive mothers while also providing direct
and indirect benefits for their HIV-exposed infants.

Achieving safer conception
In high-resource settings, assisted reproductive
technologies have been successfully used to help
HIV-affected couples more safely conceive a child
while minimizing the risk of HIV transmission.68

One such example is the use of artificial insemi-
nation, which allows for conception while not
introducing the risk of horizontal HIV transmission
from an HIV-positive woman to her HIV-negative
male partner during unprotected intercourse.69

Though shown to be effective in research and
clinical settings in regions such as western Europe,
these methods are not available in many of the
settings with the highest burden of HIV world-
wide; where they are available, cost and other
limitations place them out of reach for many
HIV-affected couples.

While there are no formal global guidelines
specifically on safer conception in the context of
HIV, current WHO guidelines on couples HIV test-
ing and counseling provide recommendations on
helping HIV-affected couples achieve safer concep-
tion. In addition to encouraging pre-conception
counseling for HIV-affected couples, the guide-
lines state that ARVs should be recommended
for HIV prevention purposes in sero-discordant
couples who wish to conceive, even if the HIV-
positive partner is not medically eligible for treat-
ment.70 Initiating an HIV-positive woman (or man)
on ARVs, even if treatment is not indicated for
disease management, can further suppress viral
load, thus making transmission to the HIV-negative
partner less likely.68 Providing an HIV-negative
partner with ARVs as pre-exposure prophylaxis
has also been explored as a potentially effective
strategy for preventing acquisition of HIV when
attempting to conceive.71 However, both of these
interventions can be challenging in resource-
constrained settings where ARVs may not be widely
available or where clinical guidelines restrict treat-
ment to only HIV-positive individuals who are
medically eligible for treatment. The WHO guide-
lines on couples HIV testing and counseling note
that the use of ARVs for reasons other than treat-
ment “raises complex issues for both individuals
and programs” and that equity and human rights
concerns must be weighed.70

Recent research has shown initial promising
results regarding behavioral methods to reduce the
risk of HIV transmission between sero-discordant
partners who want to conceive. Behavioral strategies
that help reduce – or in some cases eliminate – the
risk of HIV transmission in sero-discordant couples
include practices such as timed intercourse and
“at-home” artificial insemination. The former refers
to confining unprotected intercourse to when the
woman is ovulating, and the latter refers to fol-
lowing simple procedures for couples to achieve
insemination without intercourse, as when an HIV-
negative male partner ejaculates into a condom
that then can be inserted into the vagina of the
HIV-positive partner.68,72–75 Although these harm
reduction strategies have the potential to enable
HIV-affected couples to more safely achieve their
fertility desires, they have not yet been extensively
researched, and questions remain about their effi-
cacy, feasibility and acceptability.

Preventing adverse maternal and
perinatal outcomes
Studies suggest an association between HIV infec-
tion in pregnant women and adverse perinatal
outcomes, but pregnancy does not appear to
influence the mother’s HIV disease progression,
according to a recent systematic review of the
literature.76,77 For women on ARV treatment,
pregnancy may actually have a protective effect:
women on treatment are less likely to experience
HIV disease progression during pregnancy.77 This
does not mean, however, that HIV is inconsequen-
tial for a pregnant woman’s health. HIV both
directly and indirectly impacts maternal mortality:
directly by increasing the risk of pregnancy com-
plications such as postpartum hemorrhage and
puerperal sepsis, and indirectly by increasing a
95



JE
N
N
Y
M
AT
TH

EW
S
/
PA

N
O
S
PI
CT
U
RE
S

CI Mazzeo et al. Reproductive Health Matters 2012;20(39S):90–102
woman’s susceptibility to other infections such as
malaria and tuberculosis.78,79 A recent systematic
analysis of maternal mortality rates and maternal
deaths in 181 countries reported that while sub-
stantial progress had been achieved in reducing
maternal deaths worldwide between 1980 and
2010, some countries with high HIV prevalence
actually experienced increases in the maternal
mortality ratio.1 It has been reported that nearly
one in every five maternal deaths occurs in HIV-
positive women.1 The body of evidence on HIV
and maternal mortality and morbidity is growing,
but developing a better understanding of this rela-
tionship will require both additional research and
more effective ways of recording and tracking
adverse outcomes.29,80–83

Given the potential risks associated with HIV and
pregnancy, ensuring comprehensive pregnancy
care for HIV-positive women is essential. There is
limited evidence on best practices for safe mother-
hood in the context of HIV. However, many of the
same strategies for combating overall maternal
mortality can be effective for reducing HIV-related
maternal mortality. These include ensuring access
Medicines for prevention of mother-to-chi
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to high-quality, high-impact MNCH interventions
such as antenatal care, delivery with a skilled birth
attendant, postpartum follow-up and additional
life-saving services such as emergency obstetric care,
if needed.84 For HIV-positive women, this package
of services must also include HIV prevention and
treatment interventions in order to protect their
own health as well as the health of their HIV-
exposed infants.

Antiretrovirals for preventing pediatric HIV
infection and protecting maternal health
The use of ARVs, both for prophylaxis and for
treatment of the mother’s HIV disease, represents
one of the most effective ways to prevent trans-
mission of HIV from a mother to her infant, and
to protect the mother’s own health.25 Compared
to previous versions, the current WHO guidelines
on the use of ARVs for preventing MTCT and treat-
ing HIV-positive pregnant women place a greater
emphasis on providing the most efficacious drug
regimens – i.e., combination regimens – to pro-
tect maternal health and reduce the risk of HIV
transmission to infants.25 For women identified
ld transmission of HIV, Lesotho, 2009
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as HIV-positive during pregnancy, a CD4 count of
less than or equal to 350 cells/mm3 warrants
immediate initiation on antiretroviral therapy for
their own health, according to WHO guidelines.85

Identifying treatment-eligible pregnant women is
particularly important as these women are more
likely to pass HIV to their infants during pregnancy,
delivery and breastfeeding due to their high viral
load. The Global Plan’s goal to reach 90% of these
women with ARV treatment for their own disease
will have multiple benefits for the women them-
selves as well as their children. First and foremost,
it will improve and preserve the woman’s health.
By suppressing a woman’s viral load and improving
her overall health, ARV treatment also dramatically
decreases the likelihood of mother-to-child trans-
mission occurring in utero, during delivery and
through breastfeeding. Finally, HIV-positive women
who are on treatment have a decreased risk of
death compared to eligible women who do not
receive ARV treatment; this in turn decreases the like-
lihood that their children will become orphans.86

If an HIV-positive pregnant woman has a CD4 cell
count above 350 cells/mm3 and thus is not advised
to initiate ARV treatment for her own health, then
WHO recommends the use of one of two regimens
to reduce the risk of HIV transmission during preg-
nancy, delivery and breastfeeding. The first regimen
(“Option A”) is maternal ARV prophylaxis starting at
14 weeks of pregnancy and continuing through
delivery, followed by extended infant ARV prophy-
laxis from birth until one week after the cessation
of breastfeeding. The second (“Option B”) is a mater-
nal triple ARV regimen (“treatment as prophylaxis”)
starting at 14 weeks of pregnancy and continuing
until one week after the cessation of breastfeeding,
with the infant receiving ARV prophylaxis from
birth to six weeks.85

In April 2012, WHO published a programmatic
update in which it presented information on a third
PMTCT option, referred to as “Option B+.” This
approach calls for initiating HIV-positive pregnant
women on ARV “treatment as prophylaxis” regard-
less of their CD4 cell count and continuing the regi-
men for life; the infant regimen for Option B+ is the
same as in Option B. Potential benefits of Option B+
include continuing protection against horizontal
transmission as well as earlier protection against
MTCT in future pregnancies. This option also may
benefit the woman’s health by starting treatment
earlier and avoiding the risks associated with start-
ing and stopping ARVs. While the programmatic
update does not replace the current WHO guide-
lines on this topic, it does introduce important
considerations about the potential benefits of
Option B+, particularly for HIV-positive women who
are not yet treatment-eligible and who may desire a
pregnancy in the future.87

In 2009, 53% of HIV-positive pregnant women
in low- and middle-income countries received ARVs
to reduce the risk of HIV transmission to their
infants. While this figure represents an increase
from 45% in 2008 and 15% in 2005, it also includes
less efficacious regimens such as single-dose nevi-
rapine.9 More recent estimates exclude data on
single-dose nevirapine, which is no longer recom-
mended by WHO. An estimated 48% of HIV-positive
pregnant women in low- and middle-income coun-
tries received combination ARVs for PMTCT in 2010;
when data on single-dose nevirapine are included,
PMTCT coverage in these countries was estimated at
59%.61 However, the proportion of pregnant women
in need of ARV treatment for their own health who
are actually receiving it remains low.9 These data
indicate that nearly half of all HIV-positive preg-
nant women may not be receiving any interven-
tions to prevent MTCT of HIV and protect their
own health.
Conclusion
Noteworthy progress has been made in improv-
ing the health of women and children through
the expansion of MNCH, reproductive health
(including voluntary family planning and safe
abortion), and HIV programs, but significant
efforts are still needed to achieve Millennium
Development Goals 4, 5, and 6. HIV and com-
plications of pregnancy and childbirth remain
the two leading causes of death for women of
reproductive age worldwide4; this can be attrib-
uted in part to inadequate availability of, limited
access to, and poor quality of essential health
services. The growing global commitment to
eliminate new pediatric HIV infections provides
an opportunity to build on momentum around
HIV and MNCH programs to improve maternal
and child health and survival, in part by taking
into account the pregnancy intentions of HIV-
positive women.

The Global Plan Towards the Elimination of
New HIV Infections Among Children by 2015
and Keeping Their Mothers Alive includes targets
of reaching 90% of non-treatment-eligible and
90% of treatment-eligible pregnant women with
appropriate ARV interventions to prevent MTCT
97
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of HIV and protect their own health.26 There is
evidence to suggest that the availability of HIV
services, including the availability of ARVs, plays
a role in the pregnancy intentions of HIV-positive
women.39 Increasing the availability, accessibility
and quality of these services may help women
and their partners make more informed deci-
sions about having children. Efforts to design,
deliver and measure HIV and MNCH services
must take into account the pregnancy intentions
of HIV-positive women and their partners by
offering voluntary family planning counseling
and commodities for prevention of unintended
pregnancies, as well as counseling and support
on ways to reduce risk of HIV transmission between
partners and to infants, and on ways to stay
healthy during pregnancy.88 The Global Plan
stresses the importance of ensuring that “all
women, especially pregnant women, have access
to quality life-saving HIV prevention and treat-
ment services.” The plan and the 2010 WHO
guidelines on PMTCT note that strong linkages
between MNCH services and HIV services will be
required to accomplish this.26,85 While PMTCT
interventions have long been integrated within
MNCH services (for example, offering HIV testing
and counseling during antenatal care), further
integration of MNCH and HIV efforts represents
an opportunity to strengthen safe motherhood
98
interventions and increase access to and uptake
of these critical services.

Eliminating pediatric HIV will require a com-
prehensive approach to empower HIV-positive
women to fulfill their pregnancy intentions, whether
this involves preventing pregnancy or safely expand-
ing their families. For the targets set forth in the
Global Plan to be achieved, strong linkages between
family planning, reproductive and obstetric care,
and HIV-related services will be essential. In addi-
tion to providing clients with more comprehen-
sive and complete health care, linkages between
these services can also contribute to strengthening
overall health systems, program scale-up, sustain-
ability and effectiveness.89,90 Where these efforts
have historically functioned as separate or ver-
tical programs, the global call for the elimination
of pediatric HIV provides an unprecedented oppor-
tunity to bring them together to better support
the pregnancy intentions and health needs of
HIV-positive women.
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Résumé
L’appel à l’élimination mondiale des nouvelles
infections à VIH chez l’enfant exige une approche
complète, notamment l’examen des intentions de
grossesse des femmes séropositives. Cet article
présente une analyse des publications sur l’interface
entre l’élimination du VIH chez l’enfant et les
intentions de grossesse des femmes séropositives,
en se centrant sur les quatre volets de la prévention
de la transmissionmère-enfant : prévention primaire
de l’infection à VIH chez les femmes ; prévention
des grossesses non désirées chez les femmes
séropositives ; prévention de la transmission du
VIH des femmes infectées à leur nourrisson ; et soins,
soutien et traitement des femmes séropositives, de
leurs enfants et de leur famille. L’article décrit le rôle
des intentions de grossesse dans la détermination des
services de santé adaptés aux femmes séropositives,
notamment la planification familiale, les soins
génésiques et obstétricaux, et les services liés au
VIH, et il explique comment ces services de santé
essentiels sont liés à l’amélioration de la santé
maternelle, la réduction de la mortalité infantile
et l’élimination du VIH chez l’enfant. L’article
place dans son contexte le récent appel lancé sous
l’égide de l’ONUSIDA qui demande d’éliminer le
VIH chez l’enfant, ce qui exigera une approche
intégrée et complète pour assurer des services
de planification familiale, de santé maternelle
et infantile et de soins liés au VIH pour tous les
individus et les familles touchés par le VIH. Un
élément central de cette approche est de garantir
l’accès des femmes séropositives à des services de
santé de qualité leur permettant de décider si
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Resumen
El llamado mundial a eliminar nuevos casos
pediátricos de infección por VIH requiere un enfoque
integral que tome en cuenta las intenciones de las
mujeres VIH-positivas respecto al embarazo. En este
artículo se expone una revisión de la literatura
sobre la interrelación entre la eliminación del
VIH pediátrico y las intenciones de las mujeres
VIH-positivas respecto al embarazo, con énfasis en
las cuatro fases de prevención de la transmisión
materno-infantil: prevención primaria de la infección
por VIH en mujeres; prevención de embarazos
imprevistos en mujeres VIH-positivas; prevención de
la transmisión del VIH de mujeres infectadas a sus
bebés; y prestación de servicios, apoyo y tratamiento
a las mujeres VIH-positivas, sus hijos y sus familias.
Se describe el rol de las intenciones respecto al
embarazo en determinar los servicios de salud
apropiados para las mujeres VIH-positivas, tales
como la planificación familiar, los servicios de
salud reproductiva y cuidados obstétricos y los
servicios relacionados con el VIH. Se explica cómo
estos servicios esenciales de salud están asociados
conmejorar la saludmaterna, disminuir lamortalidad
infantil y eliminar el VIH pediátrico. Se presenta
el contexto del reciente llamado de ONUSIDA a
eliminar el VIH pediátrico, el cual requerirá un
enfoque completo e integral para ofrecer servicios
de planificación familiar y salud materno-infantil y
servicios relacionados con el VIH a todas las personas
afectadas por el VIH y sus familias. Un elemento
esencial de este enfoque es garantizar el acceso
de las mujeres VIH-positivas a servicios de salud
de alta calidad para que puedan decidir si tener o
elles veulent des enfants et à quel moment. no hijos y cuándo tenerlos.

http://www.who.int/hiv/PMTCT_update.pdf
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