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Abstract

Introduction: Although the rights, needs, and interests of reproductive and sexual health in human
immunodeficiency virus (HIV)-positive women and men are similar to those of HIV-negative people,
some biological and social differences require them to be given special attention. The aim of this quali-
tative study was exploring the sexual behaviours and reproductive health of people with HIV/acquired
immunodeficiency syndrome (AIDS).

Material and methods: The data collected in this study included semi-structured, face-to-face and
audio recorded interviews with 14 HIV/AIDS patients referring to the Behavioural Disease Coun-
selling Centres of Tehran and Rasht (Iran). Purposeful sampling with maximum variation was used
to select participants. The duration of the interviews was between 40 and 75 minutes. MAXQDA10
software was used to organise and manage the data, and conventional concept analysis was used to
examine the data.

Results: Fifty-seven per cent of the participants were male and 64% were married. More than 90%
of the participants had not had children since the disease. In the analysis of interviews, the following
three themes were extracted: stressful marriage, sexual activity, and childbearing.

Conclusions: The findings of the study, not only in the field of health care management but also at

the social level, have applications supporting people living with HIV/AIDS as well as non-affected
people.
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Introduction

Antiretroviral drugs around the world has reduced
mortality, morbidity, as well as new cases of human immu-
nodeficiency virus (HIV) infection, and has led to an in-
crease in the quality of life of HIV-positive people [1, 2].
Access to antiretroviral drugs increases the efforts to have
a normal life and have sexual relationships and fertility in-

Address for correspondence: Dr. Mmehrnoosh Khoshtarash,
Nursing Care Research Center (NCRC), School of Nursing

and Midwifery, Iran University of Medical Sciences, Tehran, Iran,
Rashid Yasemi St, Valiasr Ave, Tehran, Iran,

e-mail: mehrnoosh_kh72@yahoo.com

tentions in the future [3]. Of the 37 million people infect-
ed with HIV in 2017, 35 million of them are adult men
and women [4]. Most HIV-positive women are at the age
of fertility [5], and every week about 7000 women aged
15 to 24 are infected with the virus [4]. Thus, fertility issues
for people living with HIV/acquired immunodeficiency
syndrome (AIDS) (PLWHA) are becoming increasingly
important [6].
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HIV-positive people have rights regarding fertility, sex-
ual satisfaction, and safe sexual relations [7]. Achieving
fertility rights for HIV-positive people is influenced by eco-
nomic, social, and cultural factors, access to health care ser-
vices, and the national and international laws and policies
on providing appropriate reproductive health services and
programs [8]. Obviously, the lack of access to reproductive
health services will lead to increased vertical transmission
(mother-to-child), transmission of infection to a partner, re-
currence of infection and other infections, unwanted preg-
nancy, and unsafe abortion [9].

Although the rights, needs, and interests of reproductive
and sexual health in HIV-positive women and men are sim-
ilar to those of the HIV-negative population, some biolog-
ical and social differences between HIV-positive and HIV-
negative people require the former group to be given special
attention [10]. HIV/AIDS can directly lead to increased
spontaneous abortions or indirectly reduce sexual desire,
cause marital problems, and compulsory use of condoms [5].
Also, unlike the general population, HIV-positive people are
struggling with the problems of balancing fertility intentions
with the need to protect themselves and their sexual partner
against re-infection and the birth of a non-HIV child [11].
In addition, an important aspect of the lives of PLWHA is
sexual relations, like other people. Although many of them
may decide to stop their sexual activity, sexual life will not be
stopped by the diagnosis of HIV [9, 12-17]. A study in devel-
oped countries has shown that more than 70% of HIV-posi-
tive people remain sexually active [18].

On the other hand, improving the health status of pa-
tients with antiretroviral drugs, along with the belief in
patients that the disease can be treated with these drugs, can
lead to high-risk sexual behaviours [19], which has conse-
quences such as horizontal transmission to a partner, recur-
rent infections with multiple chains of HIV or other sexually
transmitted diseases, and drug resistance [20, 21].

Unfortunately, the issues focused on sexual and repro-
ductive health services for HIV-positive people focus more
on controlling fertility and preventing the vertical and hori-
zontal transmission of disease, and other needs of these peo-
ple, including respect for healthy and safe sex and the desire
to have a baby, are ignored. Therefore, this study was con-
ducted to explore the sexual behaviours and reproductive
health of people with HIV/AIDS.

Material and methods

The data were collected from 14 people living with HIV/
AIDS (PLWHA) referring to the Behavioural Disease Coun-
selling Centres of Imam Khomeini Hospital (Tehran) and
Rasht, from April to September 2018. Purposeful sampling
was used to select participants, and maximum variation in
the selection of participants was observed. The inclusion
criteria included speaking in Persian and a willingness to
participate in the study. Semi-structured, face-to-face and
audio recorded interviews were used to collect data. The re-
search team developed an open-ended interview guide with
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the following questions: Can you explain your marital ex-
periences? Can you explain your sexual activity? Can you
express your own thoughts and experiences about having
children? Comments and questions were followed up with
prompts such as ‘tell me more about this. When new data
were not received, the interviews ended. The interviews were
conducted by the corresponding author in a private room
(Mostly at Imam and Rasht Hospital Consulting Centre),
and the duration of the interviews was between 40 and 75
minutes (average 45 minutes). All 14 interviews were trans-
cribed and then MAXQDA10 software was used to manage
and organise the data. For data analysis, a conventional con-
tent analysis method was used based on the proposed model
of Graneheim and Lundman [22]. First, the interviews were
read word by word, line by line, and paragraph by paragraph
several times in order to obtain the general understanding.
Then, the meaning units and initial codes were extracted.
The codes were categorised by performing continuous com-
parisons in different categories and subcategories according
to their repetition, differences, and similarities.

In qualitative research many factors need to be taken
into account to ensure trustworthiness. To ensure the rigor
of data, the Lincoln and Guba criteria were used [23]. Mem-
ber check, Peer check and External check, sampling with
maximum variation, prolonged engagement during the data
collection and analysis, recording participants’ statements,
and writing all the research steps accurately were among
the most important strategies used to ensure the trustwor-
thiness of the data.

Ethical consideration

The study was approved by the Ethics Committee of Iran
University of Medical Sciences (Ethics approval number
IRIUMS.FMD.REC.1395.9221199206). All participants pro-
vided prior written informed consent and were informed
that they could withdraw at any time without negative conse-
quence. They were assured that interviews would be complete-
ly confidential and results would be reported anonymously.

Results

Fifty-seven per cent of the participants were male and
64% were married. More than 90% of the participants had
not had children since the disease. The general information
about the participants is presented in Table 1. In the analy-
sis of interviews, the following three themes were extracted:
1) stressful marriage, 2) sexual activity, and 3) childbearing
(Table 2).

Stressful marriage

Challenges related to marriage were one of the import-
ant issues that participants, especially single PLWHA, re-
ferred to, including two subcategories of unstable marriage
and marital rearrangement.
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Table 1. Demographic characteristics of the participants Table 1. Cont.
Variable Frequencies Variable Frequencies
Gender Contraception use
Male 8 Yes 1 (emergency pills)
Female 6 No 13
Age 25-48'y Intention to become pregnant
Marital status Yes 1
Married 9 No 13
Single 5
Education
Middle school 2 Table 2. Categories and sub-categories of study
Diploma 10 Category Subcategory
Bachelor 2 . Unstable marriage
Stressful marriage -
Occupational status Marriage rearrangement
Unemployment 4 - Sexual dissatisfaction
Sexual activity - -
Self-employment 1 Risky sexual behaviours
Worker 2 Fears, desires, and intentions
Housewife 5 Childbearing Unintended vs. intended pregnancies
Employed 2 Facing the event
Transmission
Jointly used needle 3
Extramarital sex 4 Unstable marriage
Infected husband 2 For the majority of single people with HIV/AIDS, fear
Tattoos 2 of disclosing illness and disloyalty, social stigma, and finding
Probably dentistry 1 a person suited to the conditions of the disease for marriage
Unk 5 were their main concerns about marriage. In this regard, one
. n n(.)wn - of the participants said: “I decided but I couldn’t, because it
Time of diagnosis (years) is the first thing I should say to my partner. Others may as-
1 1 certain and it may ruin my reputation” (P11). Another par-
1-5 7 ticipant stated: “Well, we are different from others. I cannot
6-10 3 marry. One of my anxieties is I couldn’t find my partner who
Number of child has the same status like me... but now I give it up because
umber of chiidren I couldn’t find the desired case” (P8).
No children Some married people also mentioned the experience
1 child 6 of divorce due to marital problems and distrust of their
2 children 1 spouse and family and the resulting problems: “When my
Partner's serostatus ex-wife found out my disease, she just lived with me for
- a short time... then she left me alone. She thought that be-
Negative 12 fore our marriage I knew about my sickness but I didn't tell
Positive 2 her. It made me to be deeply on my own, loneliness, seclu-
Having multiple partners sion, isolation... and again drug abusing” (P6).
Yes 2 .
No 5 Marriage rearrangement
HIV disclosure to partner Despite all the concerns and problems, many PLWHA
Yes 3 did not lose their hope and married with HIV-positive and
even HIV-negative persons and said that their wife’s support
No 1 is crucial for their adaptation to the disease. In this regard,
Condom use a 40-year-old woman said: “When I came here (the counsel-
Yes 12 ling centre) I met one of the patients who was sick like me.
No P Now we have been married for two years. He understands

me and he’s trying to help me to cope with my illness” (P4).
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Sexual activity

Disturbances in the quantity and quality of sexual re-
lations and high-risk sexual behaviours are two important
subcategories of this theme.

Sexual dissatisfaction

The majority of participants in this study expressed a de-
cline in sexuality and reduced satisfaction with their sexual
relations. The fear of disclosure of disease and fear of their
sexual partner’s reaction were among the things that the par-
ticipants referred to in this regard: “My sexual relationship
declined. I don’t have that former motivation at all, because
I cannot talk about my problem... then when you want to
use condom your partner will say that you're sick” (P11, Mr.
Single 25 years old).

Some participants also expressed the fear of transmit-
ting the disease to a partner as a major factor in reducing
sexual relations and satisfaction: “Actually my sexual rela-
tionship has declined. Specially, at first I wonder what will
happen if the condom will be torn up because he possibly
become sick. By the way, it happened and we were very
nervous to see the result of the test, but fortunately it was
negative” (P13, Ms. 32 years old and married). Mr. 48 years
old and single, said: “My sexual relationship has been limit-
ed. This illness makes you uncomfortable. Even if you have
a protected sex, you cannot have a good sex and also you're
under stress” (P8).

Discomfort during sex with a condom and coercive
condom use was another issue that almost all of the partic-
ipants mentioned, and in their view it influenced the quan-
tity and quality of sex. In this regard, a 35-year-old married
woman stated: “Our sexual relationship has been much
less. T never take the initiative in sex. I always hate con-
dom. I was always feeling something like my body smells
like plastic. 'm not OK with condom, so I have to tolerate
it” (P15). Another participant said: “I don’t tend to have
sex. The biggest thing that worries me is sex. It’s intolerable
to use condom for your whole life because I hate condom”
(P9, Mr. Single 33 years old).

Mistrust of the sexual partner was another factor affect-
ing sexual relations. In this regard, a 39-year-old single ho-
mosexual said: “From the day I found out I'm sick, my sexu-
al relationship has been changed. That friendly relationship
and reliance never came back. I couldn’t find that previous
comfort and reliable relationship” (P7).

High-risk sexual behaviours

Despite the fact that all participants stated that they had
studied or been trained on safe sex, some of them continued
to have high risk behaviours. The most important high-risk
sexual behaviours of the participants were: multiple partners,
having sex with sex workers, avoiding condom use, unpro-
tected anal sex, and non-disclosure of disease to a partner.
Mr. Single 33 years old said: “T've been with a girl about four
years. She doesn’t know I'm sick. I used condom for several
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times she didn’t like it, then I didn’t use it anymore. I'm not
that brave enough to talk about my illness. Maybe she’s sick
now” (P9). Another participant stated: “I'm in a relationship
and that person has HIV too. There were two or three people
who had sex with me but I was extremely careful about it,
but I didn’t tell them about my illness. Also, I had anal sex,
but the person had HIV too” (P8).

Childbearing

Most married participants, especially those who did not
have a baby, and even some single persons, mentioned one
of their main concerns as having a child. This theme includes
three subcategories of: 1) fears, desires and intentions; 2) un-
intended vs. intended pregnancies; and 3) facing the event.

Fears, desires, and intentions

Although most participants were interested in having
a child, they mentioned the uncertain future of the disease,
the fear of transmitting HIV to the child or spouse, their
wife’s disagreement, poor physical condition or co-existing
infections, and poor financial status among the main rea-
sons for not having children. In this regard, one of the par-
ticipants said: “Td like to have baby, but I have hepatitis C.
Then we have to spend a lot of money, so what’s the benefit,
then how long we want to live. So, who wants to grow up
and look after my kid?” (Ms. 40 years old, without a child
and with an HIV-positive spouse). A 35-year-old with one
healthy child stated: “I'm afraid of having a baby because it’s
risky. My husband likes to have a kid, but I say “No’, since
probably my kid will get sick. Because of this I don't like to
have a baby” (P2).

Despite all these fears and worries, some of them ex-
pressed their hope for having a child and included it in their
future plans: “I like to have baby, but my doctor said that my
CD4 should reach to its normal level, so now we're waiting
for that and after that we'll proceed” (P13, Ms. 32-year-old
with a healthy child and an HIV-negative husband).

Unintended vs. intended pregnancies

All of the participants only used condoms for contra-
ception and did not use any of the hormonal and perma-
nent methods. Women stated that if necessary, they would
use emergency methods advised by health care providers at
the counselling centre: “They gave me an emergency pill to
use if it was needed” (P15). It is noteworthy that two women
said that they had had unwanted or unplanned pregnancies
since the time of the use of the condom.

Facing the event

Participants’ experiences of intended pregnancies and
how to deal with unwanted or unintended pregnancies
are the main focus of this subcategory. One of the partic-
ipants who had a child after HIV diagnosis and with full
follow-up, said: “Well I came here (the counselling centre)
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I talked about my problem, then they helped me. I had no
idea of having a baby so I didn’t know what would happen.
Through the experimental test my wife found out she was
pregnant. I was really scared, and we decided to have a blood
test. Even after that I called and got help from some centres
in Tehran to be sure of anything” (P6). The fear of transmit-
ting HIV to the child is such that some patients, regardless
of the recommendations of health care services, end up
becoming pregnant: (P15, Ms. 35-year-old with a healthy
child and an HIV-negative husband) “When I was pregnant
my test showed that I have HIV. So I came here (the coun-
selling centre). They told me that I can keep my baby, but
I didn't like to because I didn't want my baby to get HIV and
I was afraid of being dead and my kid has to grow up with-
out mother. Therefore, I went to forensic medicine to get
a legal letter for curettage”. Another participant said: “Last
year I got pregnant haphazardly then we saw a doctor. He
helped us about what things we have to do in order to have
a healthy baby, but my husband disagreed then he thought
it'’s impossible to have a healthy baby. He got a legal letter for
curettage. I still love to have a baby, but my husband doesn’t
accept it” (P14, Ms. 32 years old, without a child and with
an HIV-negative spouse).

Discussion

In this study, three themes were extracted from the inter-
views: stressful marital life, sexual activity, and childbearing.

Marriage is a serious component of the formation of any
healthy society. The importance and necessity of family and
marriage is not overlooked by anyone, which matters more
in terms of the cultural and social requirements of our soci-
ety [24]. Limitations on family formation and preservation
are one of the social consequences of HIV/AIDS, which is
the main source of concern for the majority of patients in
this study. According to many participants, fear of disclosure
of illness and disrepute and stigma in the community are
among the most serious barriers to their marriage. Because,
in society’s perception, transmission of AIDS is related to
infidelity and sexual activity, the majority of societies con-
sider HIV patients to be disloyal, norm-breaking, and pro-
miscuous people who deserve to be punished. On the other
hand, incorrect beliefs in society based on AIDS transmis-
sion through physical proximity and direct interaction with
the patient are kinds of AIDS phobia - an irrational and dis-
proportionate fear that does not conform to objective and
medical facts, which leads to the increased isolation of pa-
tients and the deprivation of their human rights, includ-
ing family formation [25]. In Fallahi’s study (2012), many
patients also described marriage as a major challenge [26].
Participants in the study of Abachi and Beharvan (2012) also
stated that they had encountered difficulties in their marital
life and had experienced in some cases the separation from
their spouse [27].

Despite the fact that all our study patients, both married
and single, were sexually active, most of them were not sat-
isfied with the quality and quantity of their sexual relations;

they stated fear of disclosure of illness, fear of partner’s reac-
tion and rejection, not being comfortable with condom use -
especially permanent use, the fear of transmitting disease to
the partner, and mistrust of the partner as the main factors.
Although various studies on the prevalence of sexual activity
in HIV/AIDS patients have reported 42-83% over the past
3, 6, or 12 months [12-17, 28, 29], they have been less con-
cerned with sexual satisfaction. In the Rispel study (2011),
conducted in discordant couples, a large number of them ex-
pressed the fear of transmission of infection to their partner
and thus reduced sexual intimacy [28].

High-risk sexual behaviours are a major risk factor for
the transmission of disease, causing an increase in the inci-
dence of disease and exacerbation of the HIV epidemic [30],
and changing sexual behaviour is the most effective way
of preventing HIV transmission [31]. People adopting risky
sexual behaviours not only cause the spread of disease, but
also infect themselves with multiple chains of HIV virus, oth-
er sexually transmitted disease, and drug resistance [9, 20, 21].
As with Gaed, 20% of women have experienced at least one
episode of an STD since HIV diagnosis [15].

One of the high-risk sexual behaviours in our study par-
ticipants was having multiple partners and sex with prosti-
tutes. Various studies have been done in this regard, For ex-
ample, in the Amoran study, more than 47% of men and 52%
of women over the past six months, and in the Johnson study
30% and 10% of men and women, respectively, had two or
more sex partners [30, 32]. Also, 21% of sexually active
women in the Gaede study (2006) had two partners. Thirty-
five per cent of participants of the Bateganya study had
one or two causal partners in addition to their main part-
ner [17]. Sixteen per cent of participants in the Nedjat study
had sexual relations with a regular partner other than their
spouse, and 21% had causal partners [12]. Only in the study
by Dessie did all of the patients claim that in the last three
months they had had only one partner [33].

One of the other high-risk sexual behaviours of partici-
pants was the non-disclosure of the disease to their partner.
In the studies of Adeniyi and King more than 25% and 30%
of individuals, respectively, did not disclose their illness to
their sexual partner [14, 34]. Non-disclosure of the disease in
the participants was mainly reported in relation to multiple
or causal partners (non-marriage relationship). This find-
ing was consistent with the results of studies by Esmaelza-
deh-Saeieh, Cooper, and Kalichman [16, 35, 36]. Disclosing
the disease to the partner is the responsibility of every sexual-
ly active PLWHA, which plays an important role in reducing
risky behaviours and, consequently, preventing the spread
of disease [35]. In the study of Crepaz and Marks, those who
reported their illness to their sexual partner were significant-
ly more likely to have protected vaginal or anal sex [37].

Another risky behaviour was the non-use or non-contin-
uous use of condoms in sexual relationships [12,13, 16,17, 29,
32, 33, 38-40]. Various statistics have been presented in stud-
ies in this area. For example, in a study by Dessie and Deresa,
23% of people did not use condoms at all [33], while the use
of condoms was 80% in the study by Kalichman et al. [16].
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Continuous condom use was reported in the Dessie study
as 61.5%, while in the Gogna study it was only 14.4% [33,
38]. The non-use or non-continuous use of condom in this
study was reported primarily in men, as well as in sexual rela-
tions with partners other than their spouse, while individuals
with an HIV-negative partner used condoms more often. In
the Hajizadeh study in Iran, about 50% of men had sex with
HIV-negative partner without using a condom (compared
with 15.6% of women) [29]. The level of non-use of a con-
dom with a spouse was 57% and with a regular, causal, and
commercial partner was 65%, 85%, and 85% in the Bateganya
study, respectively [17]. Our participants cited the decline in
sexual pleasure, the fear of disclosure of illness to their part-
ner, and unwillingness of their partner as the main reasons
for non-use or non-continuous use of a condom, which was
in line with the results of other studies [12, 28, 35, 40, 41].

Another of the high-risk sexual behaviours of the par-
ticipants was unprotected anal sex, which two male partic-
ipants referred to. Johnson, Cunha, and Halkitis reported
this risky behaviour as being more than 40% [30, 42, 43].
The point to consider was that all high-risk sexual behav-
iours were reported in single individuals. In the study by
Debeko, single individuals more than others had high-risk
sexual behaviours [8].

Planned pregnancy programs are essential for people with
HIV/AIDS to reduce maternal and foetal complications and
reduce the vertical and horizontal transmission of the dis-
ease [44]. Unfortunately, despite the clear link between family
planning and AIDS, these two rarely combine [45], and many
pregnancies are still unplanned [12, 36, 38, 44, 46]. Our study,
in which two of the participants had an unplanned pregnan-
cy experience while using condoms, also confirms this; both
of them terminated the pregnancy. In the study of Nedjat and
Smits, 32% and 3.6% of the individuals ended their pregnan-
cy, respectively [12, 47].

Another topic extracted from interviews is the desires,
intentions, and fertility experiences of the participants. Pre-
vious studies on fertility demands have shown that, like ordi-
nary people, PLWHA have children [6, 12, 39, 48-51]; how-
ever, the fertility rate has fallen under the influence of various
factors [5, 52, 53]. Most of our study participants also liked
to own a child, but fear of the uncertain outcome of illness
and orphanage, fear of HIV transmission to the child and
wife, the wife’s opposition, and inappropriate physical
and economic conditions are among the main obstacles to
decision making. This finding was in line with the results
of other studies [6, 8, 12, 28, 36, 54-56]. Only one partic-
ipant had had a child after illness, and one person would
like to have a child in the future. In various studies, between
28% and 55% of PLWHA experienced pregnancy after diag-
nosis [38, 44, 46, 48].

A remarkable positive point in the participants’ talk
was that before decision making to having children, during
the pregnancy, and even for the termination of pregnancy
in unwanted pregnancies, they referred to a specialist or
Behavioural Disease Counselling Centres and refused to go
to non-professional or illegal centres, which can be a sign
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of patients’ trust in these centres and of a good relation-
ship with health care providers. In a study by Loutfy, 51%
of women talked about pregnancy planning with health care
providers, and in the Nedjat study, more than 65% of those
who became pregnant after diagnosis had received prenatal
care [12, 57]. However, in a number of studies, people who
had an interest in or intention of having children had diffi-
culty talking to health care providers, and in some cases they
were blamed or disappointed [9, 12, 38, 58].

Conclusions

The findings of the study, not only in the field of health
care management but also at the social level, have applica-
tions that support PLWHA as well as non-affected people.
Reporting of high-risk sexual behaviours by single people
along with marital challenges poses the need for more atten-
tion to be paid to marriage, because by the reducing high-risk
behaviours the spread of disease can be reduced. The unwill-
ingness of the study population to have a baby along with ev-
idence of reduced fertility rates in PLWHA in various stud-
ies on the one hand and the high prevalence of unplanned
pregnancies in this population on the other hand highlights
the need for more attention to the fertility health among these
people. Policy makers and health care providers should con-
sider entering discussion and consultation about pregnancy
planning, healthy lifestyles before pregnancy, and contracep-
tion into the routine care of HIV/AIDS patients in order to
maximise the health of people living with HIV and their sex-
ual partners and to protect their future children from the dis-
ease, thus preventing further spread of the disease.
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