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Abstract The reproductive desires of people living with HIV/AIDS (PLHIV) of low socioeconomic standing attending public health 
facilities in South Africa were studied. HIV-positive men, pregnant and non-pregnant women were recruited from two clinics at a 
large public hospital in Tshwane, South Africa. Individual interviews were used to explore the reproductive desires of HIV-positive 
participants. HIV counsellors’ perceptions of their clients’ reproductive desires were explored during focus group discussions. Par-
enthood proved to be an important factor to all participants in continuation of the family and establishing their gender identities, 
despite the possible risk of HIV transmission and community stigmatization. Different cultural procreation rules for men and 
women and stigmatizing attitudes towards PLHIV affected their reproductive decision making. Women had the dilemma of 
choosing which community expectations they wanted to fulfil. Community stigmatization towards PLHIV was visible in the negative 
attitudes of some HIV counsellors regarding HIV and procreation. Because the reproductive desires of PLHIV are currently not given 
high priority in HIV prevention and family planning in the public health sector in South Africa, the prevention of HIV transmission 
may be jeopardized. These results necessitate the integration of HIV and sexual and reproductive health counselling on a primary 
health care level
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Introduction

The prevalence of human immunodeficiency virus/acquired 
immune deficiency syndrome (HIV/AIDS) in South Africa 
ranks among the highest in the world. The latest statistics 
show that an estimated 18.8% of the population aged 15 to 
49 years is infected with HIV (Shisana et al., 2014). Women 
in the age group 30 to 34 years have the highest HIV 
prevalence (36.0%), while the highest HIV prevalence 
among men is in the age group 35 to 39 years (28.8%) 
(Shisana et al., 2014). These men and women are of 
reproductive age. Almost a third (31.4%) of all babies born 
in South Africa are exposed to HIV (Cooper et al., 2013; 
Department of Health, 2012). This is cause for concern 
because of the risks of HIV transmission to the sexual 
partner through unprotected sex and vertical transmission 
to the unborn infant. Fortunately the progress made in 
prevention of mother-to-child transmission (PMTCT) has 
decreased the risks of vertical transmission to an estimated 
3.5% of babies born to HIV-positive mothers (Department of 
Health, 2012; Hussain et al., 2011). Currently 87.1% of HIV-
infected pregnant women in South Africa have access to 
PMTCT (Department of Health, 2012; UNAIDS, 2013). This 
increases the probability of having an uninfected baby.

Additionally, advances in antiretroviral treatment 
(Department of Health, 2013) have lowered the risk of sexual 
transmission of HIV (Tanser et al., 2013). While 75.2% of PLHIV 
are eligible for antiretroviral treatment (Department of Health, 
2012), Shisana et al. (2014) reported that only 28.9% of HIV-
infected individuals between the ages of 15 and 49 years are 
exposed to antiretroviral treatment. Treatment as preven-
tion (World Health Organization, 2012) is not implemented 
throughout the public health care system yet (Department of 
Health, 2013; Gonzalez, 2014). Exposure to antiretroviral 
treatment has lowered but not eliminated HIV risk.

The lowered risk of HIV transmission, increased life ex-
pectancy and health accompanying antiretroviral treatment 
(Hussain et al., 2011; Van Dyk, 2012) have boosted the desire 
of PLHIV to have children (Mantell et al., 2009; Sarnquist et al., 
2013). Various studies acknowledge the desire of PLHIV to have 
children (Nattabi et al., 2009). Among HIV-positive women 
at clinics in the Eastern Cape (South Africa) 38.8% expressed 
a pregnancy desire and only 65.8% reported condom use (Peltzer 
et al., 2009). Oladapo et al. (2005) reported that in a sub-
urban clinic in Nigeria 71.5% men and 93.3% women living with 
HIV wanted children.

Several studies found that the desire to have children 
was higher among young people, men and people with no 
or few children (Myer et al., 2006; Nattabi et al., 2009; 
Oladapo et al., 2005; Phaweni et al., 2010), people living in 
informal settlements and those using antiretroviral 
treatment (Cooper et al., 2009; Myer et al., 2007). Cultural 
factors were especially important in the desire to have 
children for PLHIV from sub-Saharan African countries 
(Nattabi et al., 2009). Craft et al.(2007) reported that HIV-
positive women who experienced high levels of personalized 
stigma were less likely to disclose their status to their 
partners and also more likely to desire having children 
(Oladapo et al., 2005; Phaweni et al., 2010) The sexual 
and reproductive desires of PLHIV are not perceived as 
significantly different from those who are not infected 
(Nebie et al., 2001). Additionally, the same human rights 
apply to those infected and not infected (Currie and de Waal, 
2005).

Despite this, the reproductive desires of PLHIV were, until re-
cently, mostly ignored in HIV-prevention strategies and re-
productive health policies in South Africa (Mantell et al., 2009).

Because of the risks involved, health care workers tend to 
encourage PLHIV to use condoms and discourage them from 
having unprotected sex and having children (Cooper et al., 
2007; Kawale et al., 2013; Mantell et al., 2009). The lack of 
appropriate family planning services for women living with 
HIV (Alkema, 2013; United Nations Children’s Fund, 2013) has 
resulted in high levels of unplanned pregnancies. Unplanned 
pregnancies involve higher HIV risk and could undermine efforts 
to eliminate new infections (Alkema, 2013; United Nations 
Population Fund, 2012). Goga et al. (2010) highlighted in their 
study in KwaZulu-Natal (South Africa) that 62% of pregnan-
cies in PMTCT programmes at the time were unplanned. Simi-
larly it was found in a study involving 10 countries with the 
highest adult HIV prevalence rate (including South Africa) that 
25% of women living in these countries do not have access to 
contraceptives despite their desire to use contraception (Choi 
and Whetten, 2012).

To assist PLHIV in safer reproduction, reproductive HIV risk 
reducing intervention (RRI) is necessary. It involves repro-
ductive counselling guidelines as well as techniques to mini-
mize HIV transmission during conception. RRI techniques vary 
from low technology (such as timed intercourse and self-
insemination) to high technology techniques (such as IVF with 
washed sperm) (Bagratee, 2007; Fourie et al., 2015; Mantell 
et al., 2009; Semprini and Hollander, 2007; Vernazza et al., 
2006). Recently, guidelines for safer conception among PLHIV 
in resource-intensive and resource-limited contexts were de-
veloped for South Africa (Bekker et al., 2011). RRI is cur-
rently available to PLHIV in South Africa who can afford the 
services in the private sector. The public health sector has 
not as yet given priority to the implementation of these guide-
lines. There are only limited family planning and basic re-
productive services to assist PLHIV from lower socioeconomic 
standing to realize their reproductive desires in a safe way 
(Cooper et al., 2009; Mantell et al., 2009; Osman, 2011).

Departing from this background the following research 
questions guided the current research: (i) What underlying 
social processes influence the reproductive desires of men 
and women living with HIV who are attending public health 
services? (ii) Does the possible risk of HIV transmission 
affect reproductive desires among PLHIV? and (iii) What 
are the implications of their reproductive desires for 
family planning counselling aimed at HIV prevention?

Materials and methods

Research methods

To explore the experiences and interpretations of individu-
als, a qualitative research design implementing the method 
of grounded theory (Strauss and Corbin, 1990) was used. 
The aim was to understand how the respondents ‘feel 
inside, how they create meaning and how their experiences 
and motivations can be used to understand them’ (Neuman, 
1994, p. 61). Grounded theory provides the researcher with 
systematic yet flexible guidelines for collecting and analysing 
qualitative data. The aim is to integrate the emerging 
dominant concepts/
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themes in order to explain the latent social pattern under-
lying the behaviour (Bryant and Charmaz, 2007).

Research context

This study was done at a large public health hospital in the 
metropolitan area of Tshwane (South Africa) during 2012. 
The rate of antiretroviral treatment coverage in the City 
of Tshwane during this time was 88.1% of the eligible 
population (Foundation for Professional Development©, 
2011; Gerritsen et al., 2012).The specific hospital 
provides services to a predominately African community, 
representing various cultural groups. The socio-economic 
status of the community is below average and is 
characterized by high levels of unemployment. The 
antiretroviral treatment clinic at this specific hospital 
provides HIV testing and treatment and is attended by 
approximately 200 patients per month. The antenatal clinic 
at the same hospital offers pre- and antenatal care to 
pregnant women and is attended by approximately 1200 
women per month. All the HIV-positive pregnant women 
are routinely entered into the PMTCT programmes 
(National Department of Health and South African National 
AIDS Council, 2010). The infection rate of pregnant women 
was estimated at 25.7%, although there were no data 
available on the percentage of HIV-positive pregnant 
women receiving PMTCT (Foundation for Professional 
Development©, 2011; Gerritsen et al., 2012).

Participants

Participants in this study were reproductive age HIV-positive 
men (n = 10; ages 29 to 46), non-pregnant women (n = 11; 
ages 22 to 38) and pregnant women (n = 12; ages 19 to 32), 
as well as the HIV counsellors (10 female and 2 male) from 
both the antiretroviral treatment and antenatal clinics of the 
same hospital in the previous section. The researcher pur-
posefully recruited the HIV-positive men and women using the 
following two criteria: (i) they must have known their HIV-
positive status for at least 6 months; and (ii) be within their 
reproductive years (15 to 49 years). The HIV-positive men and 
non-pregnant women were recruited from the antiretroviral 
treatment clinic, while the HIV-positive pregnant women were 
recruited from the antenatal clinic. The researcher re-
cruited 12 HIV counsellors from both clinics, who partici-
pated in two focus group discussions. The HIV counsellors 
provided insights into the reproductive desires of PLHIV and 
current counselling practices, since they counsel between 15 
and 20 clients per day. Their counselling experience ranged 
between 4 months and 6 years. Both the HIV-positive par-
ticipants and the HIV counsellors belonged to the black com-
munity in South Africa.

Interviews and focus group discussions

Because of the sensitive nature of the experiences of HIV and 
to be able to explore their reproductive desires, the re-
searcher conducted in-depth semi-structured interviews with 
reproductive-age PLHIV. The following questions were included

in the interview guide: (i) What does it mean to you to be a 
father/mother? (ii) If you could not have a child, how would 
it change your life? (iii) What is the attitude of people in your 
community towards PLHIV having babies? and (iv) Do you know 
about safe ways of having a baby when you are HIV-positive?

Focus group discussions were conducted with HIV coun-
sellors to explore their perceptions of the reproductive 
desires of their clients and current counselling services. 
Focus group discussions were preferred because it provides 
a naturalistic setting where a process of social influence 
contributes to participants’ opinions (Gaskell, 2000). During 
focus group discussions the researcher holistically explored 
the views of the HIV counsellors. The following areas were 
discussed: (i) the HIV counsellors’ perception of the 
reproductive desires of PLHIV; and (ii) the HIV 
counsellors’ knowledge of repro-ductive counselling 
guidelines and RRI to minimize HIV transmission.

All interviews and group discussions were conducted by the 
researcher and in English, but with the aid of a counsellor that 
could speak the participants’ vernacular present in the in-
terviews and focus group discussions to enhance communi-
cation. In both the interviews and focus group discussions, the 
criterion of saturation applied to determining the sample size; 
the researcher continued to interview until no more new in-
formation was found (Strauss and Corbin, 1990). The primary 
focus of both the interviews and focus group discussions was 
‘information-rich’ data and not generalization to a popula-
tion (Charmaz, 2006).

Data analysis

Interviews and focus group discussions were tape recorded 
and transcribed by the researcher for analysis. The emerg-
ing dominant themes from this research were generated by 
applying grounded theory principles to explicate the under-
lying social processes playing a role in the reproductive 
desires of PLHIV. The systematic method of analysis 
associated with grounded theory involved the concurrent 
collection and analysis of data (Charmaz, 2006). Inferring the 
experiences and perceptions of reproductive-age PLHIV, as 
well as those of the HIV counsellors, helped the researcher 
to interpret and understand the underlying processes 
influencing their reproductive desires.

Analysis started with line-by-line open coding (Charmaz, 
2006; Strauss and Corbin, 1990). Through constant compari-
son within and between study groups, categories were 
created by grouping similar concepts/themes. Open coding 
was fol-lowed by axial and selective coding, where themes 
were con-ceptualized and integrated in order to explain the 
latent social pattern underlying the reproductive behaviour 
(Bryant and Charmaz, 2007). This is illustrated in Figure 1. 
As comparisons are a major tool in grounded theory, a 
research assistant was involved in the study to confirm the 
consistency and trustworthiness of the data that was 
captured in the transcriptions and coding done by the 
researcher.

Ethical approval

The research was approved by the Ethics Committee of the 

Faculty of Humanities, University of Pretoria and the health
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authorities on 9 January 2009. All participants agreed to 
the research voluntarily with written informed consent. 
Tape re-cordings were handled confidentially and 
anonymously by giving participants numbers and 
removing all identifying markers.

Results

Through interpretation of dialogue during the individual in-
terviews and focus group discussions, the researcher ob-
tained a glimpse of participants’ parental desires and the 
underlying social patterns that influence these desires. The 
following five recurring themes (column 3 in Figure 1) 
emerged from the data obtained from interviews with 
PLHIV.

Continuation of the family

Parenthood was very important to the HIV-infected men and 
women, despite their knowledge about HIV risks. Having chil-
dren assured them of future security and support:

‘To be a parent . . . is very important. I want to see my 
babies grow up strong, they are my future. The time will 
come for me to be old, and my children will buy me 
food.’ (Male participant)

Having children is thought to bind the family together and 
contribute new generations to carry the family into the future:

‘They want us to have children; the male child is very im-
portant; the surname must grow. . .’ (Male participant)

‘If you cannot have a baby they take you back to your 
family. You have to contribute a baby for the family to carry 
on.’ (Female non-pregnant participant)

Gender identity and procreation within the family 
and community

Men and women experienced community pressure to 
become parents to fulfil their gender roles in the family 
and to gain respect from their communities. Not having 
children was seen as emotionally devastating, because of the 
loss of status within their communities. Men’s perceived 
masculinity and status in the community depends on their 
ability to have a child:

‘You are being pressured once you are 21 to have chil-
dren. If you do not have a child there is nobody to call you 
Baba, you are not man enough, and you are disregarded 
as a man. They will laugh at you . . . they will tease 
you . . . they will tell you must make a baby.’ (Male 
participant) ‘If you have no children, you are not seen as a 
human being . . . you are respected if you have a 
child.’ (Male participant)

Women could be disregarded and disrespected in their fami-
lies for not having any children:

‘It is how you measure your value and your being as a 
woman. . . It is a stamp of approval. You must have a 
husband and a big family. They will disrespect you for not 
having a baby.’ (Female participant)
‘It is totally unacceptable if you cannot have a baby . . . 
people will look down on you, they will laugh at you. Your

Core Category Substantive Theory Open Coding Axial Coding 
Main Categories 

Selective 
Coding Main 
Themes 

Background info 
Value of having children Effect 
of not having children Cultural 
acceptance Involvement in 
PMTCT 
Effect of HIV on life and 
relationships 
Awareness of risk reduction 
Counsellors perception of 
child desire 
Counsellors feelings about 
reproduction 
Reproductive counselling 
provided 
Counsellors training needs 

Knowledge on living with HIV 
Meaning of parenthood Cultural 
norms and personal fears/
desires 
Influence of the significant 
other Counsellors perceptions 
Counsellors knowledge on RRI/
FP 

Continuation of the family 
Gender identity 
Gender inequality 
Community 
stigmatisation Lack of 
information 

In order to establish their 
gender identity, reproductive 
age HIV positive men and 
women, choose to obey the 
rules of the societies in which 
they live by actively trying to 
negate the rules and stigma 
surrounding HIV. 

In a poor and male dominant 
society with different 
cultural norms dictating male 
and female procreation, and high 
levels of HIV related stigma 
it is important for 
reproductive age PLHIV to establish their 
identities as being men and 
women. 
Through realising their 
acceptance in their 
communities however gender 
inequality in terms of 
realising parenthood and 
community HIV related 
stigma create a double bind 
especially for HIV positive 
women. They cannot abide to 
both at the same time. This 
result in the choices they 
make to not disclose their 
status and further 
reproductive risk taking in 
communities. 

Figure 1 Process of data analysis. FP = family planning; PLHIV = people living with HIV/AIDS; PMTCT = prevention of mother-to-
child transmission; RRI = risk reducing intervention.
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value as a woman is determined by your ability to have chil-
dren.’ (Female participant)

Gender inequality in procreation

Although men experienced pressure to have children, they had 
some culturally accepted alternative options. A man could 
divorce a childless woman or take a second wife to enable 
him to become a father:

‘If I do not have children, I stay my mother’s child; I must 
take another girlfriend to have a baby; I must divorce and 
marry another wife, or I stay with my wife and adopt.’ (Male 
participant)

Childless women were disrespected in communities. They 
could be abandoned by their partners and families and 
consequently lose their financial support. According to a 
preg-nant HIV-positive participant, the community 
generally re-ferred to childless women as ‘the 
prostitutes living by themselves’.

‘If you are married they give you one year. . . If you do not 
have babies your husband can turn against you.’ (Female 
non-pregnant participant)

Many women reported that they did not have the power 
in their relationships to decide on having sex, to use condoms 
and about becoming pregnant. Their partners dominated their 
decision making. One woman said that it feels as if ‘she does 
not have a voice’.

Community stigmatization of HIV and procreation 
rules for PLHIV

Most HIV-positive participants expressed the desire to have 
a child (or another child if they already had children), but they 
perceived their communities as being stigmatizing towards 
PLHIV having babies. It was considered socially unaccept-
able for PLHIV to have children while infected, because they 
were perceived as sick and dying and likely to infect and desert 
their children:

‘They still have that stigma. . . They say it is a risk . . . you 
are sick and you are going to die . . . you must stay without 
a child.’ (Female participant)
‘If you are HIV-positive . . . they condemn it completely 
that you have children.’ (Male participant)

The risk of infecting the baby was a reality for some of the 
women. If the baby was infected, community members would 
know her status and that could result in her being rejected:

‘My community does not support HIV-positive people having 
babies. I badly want another child but am very scared of 
transmitting the virus to my baby.’ (Female participant) 
‘The baby has to test negative, because it makes it better 
for me if there is a healthy baby.’ (Female pregnant 
participant)

The perceived stigmatizing community attitude caused a 
dilemma for HIV-positive women. Women were expected 
to have children to be accepted, but were considered

irresponsible in doing so when HIV-positive. Women thus 
had to choose which of the community expectations they 
wanted to fulfil. Some of the pregnant women taking part in 
the study did not welcome their pregnancies and 
described it as a ‘mistake because of my HIV status’. Some 
of the HIV-positive pregnant women blamed their partners 
for not wanting to use condoms. Nevertheless, most of the 
women decided not to disclose their status to their partners 
for fear of rejection and to have a baby to be accepted by 
their partners, families and the community:

‘If you want a child even if you know you are HIV-positive, 
you will not disclose it.’ (Female pregnant participant) ‘I 
am very scared of rejection because of my status. I do 
not want them to know, they will turn away from 
me.’ (Female pregnant participant)
‘My partner wanted the baby . . . I did not disclose my 
status . . . I am very scared to disclose, I fear rejection 
because I am living with his people.’ (Female pregnant 
participant)
The implication was that the HIV-positive pregnant women 

did not consider ways to limit the potential HIV risk during 
conception.

A lack of information, training and counselling 
regarding safer future family planning

Although the HIV-positive participants described counsel-
ling services as supportive, they expressed a definite need 
for information on safe future pregnancies and family 
planning. Very few participants had any knowledge of safe 
reproduc-tive services. The family planning counselling 
they received strongly discouraged them from having 
children:

‘You must stop having children; you must use 
condoms.’ (Male participant)
‘No honestly, I do not know about becoming a parent in a 
safe way. They do not tell you how to deal with it . . . all 
you see is “condomise”.’ (Female participant)

The following three prominent themes emerged from 
the data obtained from focus group discussions with HIV 
coun-sellors: (i) confirmation of existing reproductive 
desires; (ii) differences in attitude; and (iii) training needs.

Confirmation of existing reproductive desires

HIV counsellors at both the antenatal and antiretroviral 
treat-ment clinics confirmed the reproductive desires of 
their HIV-positive clients. Women would consider various 
strategies to be able to become pregnant:

‘They want another baby before they become sick. They 
seek information . . . they want to know what are my 
options. They want to do other forms of fertilization. 
However, most people do not have the information; they 
live under the stigma.’ (HIV counsellor at the antiretroviral 
treatment clinic)

Most mothers wanted a healthy baby so that they could 
prove their own health. If the baby was healthy no one would 
consider that the mother may be infected:

5



‘They believe they will have another healthy baby because 
the previous one was unaffected. Another baby will be proof 
of her own good health.’ (HIV counsellor at the antena-
tal clinic)

Differences in attitude

The discussions revealed different attitudes of counsellors at 
the antiretroviral treatment and antenatal clinics. The HIV 
counsellors at the antenatal clinic, who worked with preg-
nant HIV-infected women, strongly advised them not to have 
any more babies and to use condoms at all times. They did 
not even think about giving family planning counselling:

‘We never thought about it, we never sat down and ac-
tually tell them about their future, especially these younger 
ones.’ (HIV counsellor at the antenatal clinic)

Some of them demonstrated negative attitudes towards 
their clients’ reproductive desires. This negative attitude could 
have contributed towards the negative feelings expressed by 
the HIV-positive pregnant women interviewed.

In contrast, HIV counsellors at the antiretroviral treat-
ment clinic were mostly positive about reproduction. Al-
though they did not provide family planning counselling, these 
HIV counsellors referred their clients to the doctor to discuss 
reproductive desires:

‘I think they have a right to have babies . . . I do support 
them and encourage them to go ahead and have a family. 
They must have a family as long as they go for the check-
ups and do the right thing and not conceive on their 
own.’ (HIV counsellor at the antiretroviral treatment 
clinic)
The differences in the attitudes of HIV counsellors might 

be related to the different focus in their counselling and the 
different training they received.

Training needs

All HIV counsellors expressed a need for more information 
on family planning and RRI as they had limited knowledge 
about family planning specifically for HIV-infected clients. 
They did not address reproduction during the counselling 
process at all.

‘No actually we do not know about family planning. We 
need lots of training. If someone ask: I want to have chil-
dren in a safe way, how do I do it, I will not be able to 
counsel them.’ (HIV counsellor at the antenatal clinic)

The HIV counsellors in both clinics expressed a general 
need for training to update them on the latest developments 
in the HIV-field to enable them to provide effective 
counselling:

‘The training counsellors receive is very limited. It 
should be broader. We need training because the HIV 
informa-tion changes every day . . . It is a very dynamic 
field, so we need training whenever there is a new thing, 
so we can give information. If we are behind with 
information the people will not get the information.’ (HIV 
counsellor at the antiretroviral treatment clinic).

The differences in attitudes of HIV counsellors in the two 
clinics mentioned above may be due to a lack of training in 
family planning and safer ways of conception.

Discussion
The results of the study give a representation of the repro-
ductive desires and decisions of a group of reproductive-age 
PLHIV. Gender identities, gender inequality, and different 
procreation rules for PLHIV in the communities where they 
lived were identified as the dominant underlying processes 
that influenced reproductive desires and decisions of men 
and women living with HIV. The participants desired chil-dren 
because they wanted to continue their families into the 
future and to fulfil their gender identities in the family and 
be accepted in their community despite the possible HIV-risk 
and community stigmatization. Ingram and Hutchinson (1999) 
described having children as a link to life, as a reason to 
continue living and as a source of support later in life. 
Parenthood contributes to one’s gender identity, despite dif-
ferent procreation rules for PLHIV. These findings echoed pre-
vious findings from across the world (Aka-Dago-Akribi et al., 
2001; Oladapo et al., 2005; Paiva et al., 2003; Taylor et al., 
2013). This confirms the notion that a choice for parent-hood 
to comply with social and familial obligations is often 
regarded as more important than health choices (Aka-
Dago-Akribi et al., 1999, 2001; Buseh et al., 2010; Smith and 
Mbakwem, 2010).

This research showed that men and women living with HIV, 
when confronted by the stated dilemmas, tended to make dif-
ferent decisions related to their reproductive desires. HIV-
positive men had a number of culturally accepted alternative 
options to realize their reproductive desires, while the HIV-
positive women had fewer options. Women were confronted 
with the dilemma that having a baby could result in commu-
nity acceptance, although being HIV-positive herself could still 
result in rejection. They thus had to choose which of the com-
munity expectations they wanted to fulfil. A substantial 
number of women who participated in the research chose not 
to disclose their status and to live as if they were not HIV-
positive. By making this choice HIV-positive women could gain 
acceptance in the community by being free to have a baby 
and avoid being stigmatized because of their HIV status. They, 
however, still carried the burden of keeping secrets regard-
ing their HIV status as well as the fear that their babies might 
be HIV-positive (Long, 2009). Some HIV-positive pregnant 
women were therefore confronted with the double stigma of 
both having HIV and becoming pregnant as an HIV-positive 
woman (Cooper et al., 2007; Myer et al., 2006). The nega-
tive attitudes of some HIV counsellors at the antenatal clinic 
might be a representation of the stigmatizing attitudes present 
in the communities where PLHIV live.

Thus, in order to establish their procreation gender iden-
tities and to continue their families into the future, HIV-
positive women chose to obey the traditional rules of the 
societies in which they lived to have children and to ac-
tively negate the stigma surrounding HIV. The HIV counsel-
lors and previous research reported that women tried to 
conceal their HIV status by continuing to have more chil-
dren (Aka-Dago-Akribi et al., 2001; Cooper et al., 2007; Smith 
and Mbakwem, 2010).

Most of the HIV-positive participants as well as the HIV 
counsellors taking part in the study did not know about 
RRI or strategies for safe conception. The HIV counsellors 
did not address reproduction issues during the counselling 
process. Some HIV counsellors (e.g. in the antenatal clinic)
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demonstrated negative attitudes toward the reproductive 
desires of PLHIV. These negative judgemental attitudes could 
constrain health-seeking behaviour (Cooper et al., 2007). 
Mantell et al. (2009) observed that in the absence of appro-
priate counselling on how best to avoid HIV transmission when 
trying to conceive, PLHIV are likely to follow their own re-
productive desires without guidance from health care pro-
fessionals. Because of the fragmentation between HIV and 
sexual and reproductive health (SRH) programmes (Department 
of Health, RSA, 2011; Osman, 2011) the reproductive desires 
of PLHIV are currently not given priority in either HIV pre-
vention or family planning programmes (Mantell et al., 2009). 
This situation could threaten the prevention of HIV transmis-
sion to partners.

The risks involved in the reproductive desires of PLHIV can 
serve as a basis to advocate more holistic counselling, which 
should also address the reproductive futures and family plan-
ning services for PLHIV. This research provides evidence for 
advocacy for the integration of HIV and SRH services for PLHIV 
as part of primary health care services (Bekker et al., 2011; 
Cooper et al., 2009; Kawale et al., 2013; Mantell et al., 2009; 
Myer et al., 2007; Osman, 2011; Sarnquist et al., 2013; Smith 
and Mbakwem, 2010).

Limitations
It should be acknowledged that the research was done in a 
small sample of PLHIV using qualitative research methods. 
The participants were all black, because the highest 
prevalence of HIV in South Africa occurs in the black 
community (Shisana et al., 2014). Studying a more 
homogeneous group (e.g. the black community), allowed 
the researcher to gain in-depth knowledge of the cultural 
context and influences on behaviour. A study comparing the 
differences in parenting desires across different cultural 
groups in South Africa might be comple-mentary in the 
future.

The researcher, who was an outsider and quite unlike 
the participants (in terms of culture and socio-economic 
status), made an effort to put participants at ease during 
the inter-views. One strategy was to include a counsellor as 
an inter-preter to allow participants to talk about these 
intimate experiences in their vernacular. Despite the fact 
that all par-ticipants spoke and understood English well, 
language bar-riers could have played a role in the 
participants’ expressions as well as the researcher’s 
understanding of their convey-ance. This could have 
influenced the validity of the data.

The research was done in one large hospital in the Tshwane 
municipality. The results can therefore not be generalized to 
all PLHIV or all areas in South Africa, although it may be trans-
ferable to similar contexts (Charmaz, 2006). Although the re-
search was done during 2012, there is no indication from the 
literature or personal conversations that family planning ser-
vices have been integrated into HIV care or that HIV RRI has 
been implemented in the particular hospital. The situation 
has thus not changed dramatically since the research.

Recommendations

Despite the limitations, specific recommendations follow 
from this research. It can be applicable to other 
communities with similar cultural backgrounds.

As PLHIV have the same human rights as those not in-
fected (Currie and de Waal, 2005), it is important that 
reproductive-age PLHIV be counselled on their reproductive 
futures and risk-reducing strategies to enable safer 
reproduction.

HIV counsellors should be trained to provide effective 
family planning services to PLHIV (Bell et al., 2007; 
Nulty and Edwards, 2005). The focus in training should be 
on the guide-lines for safer conception for HIV-infected 
individuals and couples in resource-limited areas, as 
proposed by Bekker et al.(2011). Although exposure to 
antiretroviral treatment de-creases the HIV transmission 
risk, couples need strategies to optimize a situation for 
safe conception aligned with their health status. In this 
way the HIV counsellors will be better equipped to 
influence existing dominant social and cultural perceptions 
towards parenthood and HIV that significantly impact on 
the dilemmas experienced by PLHIV.

The integration of HIV care and SRH services on a primary 
health care level is urgently needed to attend to the repro-
ductive desires of PLHIV (Sarnquist et al., 2013). Addition-
ally the Department of Health could provide access to 
accredited centres specializing in basic HIV RRI, such as sperm 
wash and artificial insemination, to minimize the transmis-
sion risk. The services should be culturally appropriate in rec-
ognizing various social and cultural beliefs (Taylor et al., 2013). 
This should be in accordance with the basic human rights en-
shrined within the South African Constitution (Currie and de 
Waal, 2005). Public awareness could challenge existing social 
and cultural perceptions of HIV and parenthood.

South Africa, with its high HIV prevalence, may consider 
itself obligated to contribute valid data to universal data-
bases, e.g. the Centres for Reproductive Assistance Tech-
niques in HIV in Europe (CREAThE). While this study did not 
aim to catalogue all the reproductive desires of PLHIV, it may 
suggest some themes that should be taken into account in 
dealing with reproductive health issues internationally. Such 
information obtained from accredited HIV RRI centres in South 
Africa can make a global contribution to the prevention of 
the HIV transmission.

Conclusion

This research contributed to understanding the underlying 
pro-cesses influencing the pregnancy desire of PLHIV in South 
Africa to have children regardless of potential HIV 
transmission risks and stigmatization imposed by their 
communities. This re-search specifically highlighted the 
dilemmas experienced by women. The findings can serve as 
a basis to advocate the in-tegration of family planning and 
HIV counselling. It can also motivate for the development 
of culturally appropriate RRI, based on the guidelines on 
safer conception, which can become available to PLHIV from 
low socioeconomic backgrounds in ac-credited RRI centres 
(Bekker et al., 2011; Semprini and Hollander, 2007; 
Vernazza et al., 2006).

Improved access to information, treatment facilities and 
training regarding HIV RRI for health care staff, HIV 
counsel-lors and PLHIV can enhance family planning to fulfil 
the re-productive desires of PLHIV in a safer way. Family 
planning and RRI can contribute to the array of HIV 
prevention ser-vices in South Africa.
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