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ACRONYMS

ART Antiretroviral treatment

FP Family planning

FSW Female sex worker

HIV Human immunodeficiency virus

IDI In-depth interview

MNCH Maternal, neonatal, and child health

PLHIV People living with HIV

PMTCT Prevention of mother-to-child HIV transmission

PrEP Pre-exposure prophylaxis

VMMC Voluntary medical male circumcision
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EXECUTIVE SUMMARY

Women living with HIV—including female sex workers (FSWs)—often are of reproductive age 
and need access to effective contraceptive methods to prevent unintended pregnancy. HIV-
positive women’s family planning (FP) needs must be met not only to reduce mother-to-child HIV 
transmission, but also to help them lead a healthy, positive life with dignity. Many women living 
with HIV aspire to have children, and there are various safer conception strategies available to 
support their desire to conceive while reducing horizontal or vertical HIV transmission. “Safer 
conception” refers to strategies to help HIV-affected individuals and couples get pregnant while 
minimizing the risk of HIV transmission to HIV-negative partners and the baby. Low- and high-
technology safer conception strategies include, for example, timed unprotected intercourse 
(limited to the periovulatory period), self-insemination, and biomedical interventions such as pre-
exposure prophylaxis (PrEP) for the HIV-negative partner and antiretroviral therapy (ART) for the 
HIV-positive partner. However, previous research indicates that providers and women in Tanzania 
have low knowledge of these strategies (Saleem 2016).

Under Project SOAR, in collaboration with Tanzanian research partner CSK Research Solutions 
and Jhpiego’s Sauti project, the Population Council led a study that sought to understand and 
describe FP needs, fertility intentions, and safer conception knowledge of HIV-positive FSWs in 
Dar es Salaam, and to assess ongoing community-based FP services for HIV-positive FSWs. In 
addition, we aimed to describe HIV-positive FSWs’ and providers’ knowledge and opinions on 
safer conception strategies. 

METHODOLOGY
The research methodology for this study was an adaptation of existing Population Council and 
MEASURE Service Provision Assessment (SPA) approaches to assessing FP services (ICF 2012, 
Miller et al. 1997, Rivero 2008). These strategies consist of collecting information from providers, 
clients (HIV-positive FSWs in this case), and a neutral observer (e.g., a research assistant who 
observes the client-provider interaction). In addition, to assess women’s awareness of various 
strategies to get pregnant more safely, we adapted a safer conception survey module that had 
been used in a study among FSWs in South Africa (Rao et al. 2016).

The four data collection activities were: (1) quantitative exit interviews with 300 HIV-positive 
FSWs following their consultation with Sauti clinicians and counselors, (2) observations of 25 
client-provider interactions, (3) qualitative in-depth interviews (IDIs) with 10 providers, and 
(4) qualitative IDIs with 15 HIV-positive FSWs who wished to get pregnant within the next two 
years. The study sites for all of the data collection activities were five existing community-based 
service delivery sites run by Jhpiego’s Sauti project in Dar es Salaam. The Sauti project provides 
community-based FP counseling and methods integrated with HIV services for key populations 
throughout Kinondoni and Temeke municipalities. 
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KEY FINDINGS

Condom use was inconsistent, and use of other modern contraceptive 
methods (i.e., pill, intrauterine contraceptive device, injectable, implant, 
or sterilization) was moderate.
In the exit interviews, 72 percent of women used a male condom at last sex with a paying partner, 
and 35 percent used dual methods at that time (i.e., male condom in addition to either the 
pill, intrauterine contraceptive device, injectable, implant, or sterilization). When asked about 
consistency of condom use over the past month, 31 percent of women said they “always” used 
condoms with paying partners, compared to 20 percent with non-paying partners. Dual method 
use—defined as consistent condom use plus another modern method—was reported by 12 
percent of women in the past month. Findings from the exit interviews, IDIs with women, and IDIs 
with providers all suggest that the main barrier to use of modern methods was side effects. 

Women had high unmet need for contraception, and induced abortion 
was common.
Among exit interview respondents who did not wish to have a child within the next two years, 
29 percent had an unmet need for contraception. Ninety-four percent had ever been pregnant, 
among whom 18 percent had terminated one pregnancy, and another 16 percent had terminated 
two or more pregnancies.

Most wanted to have a (or another) child someday.
In the exit interviews, more than half (55 percent) of women said they would like to have a (or 
another) child someday, among whom 17 percent were currently trying to get pregnant, 26 
percent wanted a child within a year, and 9 percent wanted a child within two years.

Women had diverse reasons for wanting children, with most citing 
current boyfriends/husbands as prospective fathers.
In IDIs with women who wanted to have a child within the next two years, their reasons were 
diverse. Several mentioned feeling like they were getting old to be mothers, and others talked 
about how they wanted to have another child to complete their families, or because they loved 
their partners and wanted to have a child together. In the exit interviews, among those who 
wished to have a child within two years, the most frequently mentioned men with whom women 
hoped to have a child were “current boyfriends or husbands” (62 percent). 

Few women had disclosed their status to partners.
The majority of surveyed women (81 percent) had disclosed their HIV status to someone other 
than a health care provider. Among those who had disclosed (n=235), only 16 percent had told 
boyfriends or husbands about their HIV status, 3 percent had told a casual non-paying partner, 
and 2 percent had told a paying client. In addition, in qualitative interviews, several women who 
expressed a desire to have a child had not told the prospective father about their HIV status. 
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Providers often discussed current FP use, but discussion of fertility 
desire was minimal.
In 19 of the 25 observed client-provider interactions, the consultation included discussion of the 
woman’s current FP use. In 10 of the 25 consultations, they also discussed the desire to have a 
child (or more children). 

Women’s awareness of safer conception and safer pregnancy strategies 
was mixed, but interest was high.
In the exit interviews, when asked to specify whether or not they had heard of a list of safer 
conception and safer pregnancy strategies, about three-fourths of women had heard of using ART 
during pregnancy (76 percent) and ART taken by the HIV-positive partner (72 percent). More than 
half (57 percent) were aware of voluntary medical male circumcision (VMMC). Fewer had heard 
of timed unprotected sex (32 percent), self-insemination with the HIV-negative man’s sperm 
(20 percent), PrEP taken by the HIV-negative partner (10 percent), or use of a sperm donor (9 
percent). When asked how interested they would be in learning more about how women living 
with HIV could get pregnant more safely, 80 percent stated that they were “very interested.”

Women were very satisfied with services, and providers were respectful.
Providers expressed openness to discussing safer pregnancy with HIV-positive FSWs, and women 
reported very high satisfaction with the providers. All exit interviewees (100 percent) stated that 
the provider treated them respectfully, and 99 percent would recommend Sauti services to a 
peer. 

CONCLUSION AND RECOMMENDATIONS
As the global and national HIV response continues to evolve, the scope of integrated HIV/FP 
services must be broadened in kind. Comprehensive contraceptive counseling must remain in 
place as an indispensable foundation of these services, coupled with a full range of modern 
contraceptive methods available on-site or through referral. In addition, there is a need to ensure 
that services are prepared to address HIV-positive women’s desire to have children in the future. 
Adolescent girls and young women remain disproportionately burdened by HIV in sub-Saharan 
Africa, and as they age into their reproductive years, the question of whether and how to have 
children will become increasingly salient. Recommendations informed by study findings include:

Ensure that providers are trained on how to provide holistic FP services 
and counseling to HIV-positive women, broadening their scope to 
regularly examine women’s desire for children.
Service delivery programs should examine existing counseling protocols and develop guidance 
on what FP content or screening should be covered, including explicit attention to contraceptive 
side effects and safer conception counseling. Provider-initiated conversations with HIV-positive 
women should routinely explore whether they wish to have children, combined with the explicit 
counseling message that, should they wish to get pregnant, their partners and babies can 
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remain HIV-free thanks to the advent of effective treatment. In addition, for those who wish to 
wait to have children until some time in the future—such as those who have not yet achieved 
viral suppression—this presents an entrée into counseling about contraceptive need, including 
discussion of potential interactions between certain hormonal contraception and antiretrovirals. 
Specific guidelines and protocols can be modeled off of existing resources, including those 
referenced below. 

Engage policymakers representing both HIV and reproductive health to 
formulate policies or guidelines on meeting the safer conception needs 
of HIV-positive women. 
Policymakers in Tanzania can consider building on existing national guidelines from South 
Africa, consensus statements from safer conception researchers and advocates for people living 
with HIV (PLHIV), as well as World Health Organization guidance on meeting the sexual and 
reproductive health and rights needs of PLHIV (Bekker et al. 2011; Matthews et al. 2018; World 
Health Organization 2017).

Explore the acceptability and feasibility of specific safer conception 
strategies among women living with HIV. 
Biomedical PMTCT strategies—such as ART during pregnancy—were fairly well known to women in 
our study. However, little is known about acceptability or feasibility of existing or new approaches 
to getting pregnant more safely among mixed-status couples. Ideally, PLHIV initiate ART and wait 
until they are virally suppressed before attempting to conceive. However, there may be cases 
where women are unable to adhere to ART, or may not have ready access to viral load testing. 
Researchers in sub-Saharan Africa have begun to explore the feasibility and acceptability of using 
complementary strategies to get pregnant more safely, including the development of a safer 
conception toolkit in Kenya (Brown et al. 2016) and the ongoing implementation of dedicated 
safer conception services in South Africa (Schwartz et al. 2014). These existing resources 
and guidelines can serve as models that could be tested or adapted for Tanzania. In addition, 
once PrEP becomes available, this may present an opportunity to test the acceptability of pre-
conception PrEP by seronegative partners. 

Encourage and facilitate disclosure to partners as a recommended—but 
not mandatory—practice.
Ideally, FP counseling for HIV-affected couples would engage both partners, with mutual 
disclosure of their respective HIV statuses. However, as demonstrated in this analysis as well as 
in previous studies (Matthews et al. 2017; Matthews et al. 2018), women living with HIV often are 
not comfortable informing their partners of their status, due to internal stigma as well as fear of a 
violent reaction from their partners. There is broad consensus among researchers, policymakers, 
PLHIV advocates, and clinicians that safer conception counseling should not be withheld from 
those who are unable to engage or disclose to their partners (Matthews et al. 2018).
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INTRODUCTION

In Tanzania, 6 percent of women of reproductive age are living with HIV, an adult female 
prevalence rate that has remained steady over the past decade (Tanzania Commission for AIDS 
[TACAIDS] et al. 2013). In addition to HIV-related care, treatment, and prevention concerns, 
HIV-positive women often have critical family planning (FP) needs. For example, studies in sub-
Saharan Africa suggest that more than half of pregnancies among HIV-positive women are 
unintended (Habte and Namasasu 2015; MacQuarrie 2015; Schwartz et al. 2012; Wanyenze et 
al. 2011). In a study among sexually active HIV-positive female clients at Tanzanian HIV care and 
treatment clinics, 25 percent reported unmet need for contraception (Baumgartner et al. 2014). 
HIV-positive women’s FP needs must be met not only to reduce mother-to-child HIV transmission, 
but also to support them to lead healthy, positive lives with dignity. 

At the same time, many women living with HIV aspire to have children, and there are various safer 
conception strategies available to support their need to conceive while reducing horizontal or 
vertical HIV transmission. “Safer conception” refers to strategies to help HIV-affected individuals 
and couples get pregnant while minimizing risk of HIV transmission to HIV-negative partners 
and the baby. Low- and high-technology safer conception strategies include, for example, 
timed unprotected intercourse (limited to the periovulatory period), self-insemination, and 
biomedical interventions such as pre-exposure prophylaxis (PrEP) for the HIV-negative partner 
and antiretroviral therapy (ART) for the HIV-positive partner (Bekker et al. 2011, Schwartz et al. 
2014). Safer conception guidelines are available in developed countries and in South Africa 
(Bekker et al. 2011, Schwartz and Baral 2015), but provider knowledge about and acceptability 
of these strategies are scarce in resource-limited settings, including Tanzania. (Crankshaw et al. 
2014; Finocchario-Kessler, Wanyenze, Mindry et al. 2014; Kawale et al. 2015; Saleem 2016). For 
women living with HIV, comprehensive FP services need to be broadened to include consideration 
of their need to prevent pregnancy as well as to conceive safely, if desired. For those who do 
become pregnant, HIV-positive women need prevention of mother-to-child HIV transmission 
(PMTCT) services to reduce the risk of vertical transmission, as well as information on how to 
minimize risk of HIV transmission to HIV-negative partners throughout pregnancy (Mason et al. 
2017; Narasimhan et al. 2017).

The need for FP is particularly acute among HIV-positive female sex workers (FSWs). These 
women typically are of reproductive age, have multiple partners, are socially and economically 
disadvantaged, and may lack access to health care services. In Tanzania, HIV prevalence is 
disproportionately high among FSWs, at 27 percent (Ministry of Health and Social Welfare and 
National AIDS Control Programme 2014). Studies from around the world describe extremely 
high levels of unintended pregnancy and unsafe abortion among FSWs. In studies from Ethiopia 
and Côte d’Ivoire, for instance, more than half of FSWs reported having terminated a pregnancy 
(Schwartz et al. 2015; Weldegebreal et al. 2015). The vast majority of existing fertility-related 
research among FSWs is focused on their unmet contraceptive needs (Schwartz and Baral 
2015), which are substantial. However, programs and research tend to ignore the possibility that 
FSWs may wish to have children at some point. This lack of recognition of the fertility desires 
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of FSWs is rooted in gendered stereotypes and societal reluctance to regard these women as 
mothers, despite the fact that the vast majority of FSWs have children (Schwartz and Baral 2015; 
Strathdee et al. 2015). The few recent studies that explore FSWs’ fertility intentions suggest that 
many wish to get pregnant at some point in the future (Rao et al. 2016; Yam et al. 2016). For 
instance, 48 percent of South African FSWs reported positive pregnancy intentions (i.e., they 
wished to have children someday), and 10 percent were currently trying to conceive. Notably, 
among these South African FSWs, pregnancy intention did not differ by HIV status (Rao et al. 
2016). A qualitative study among Tanzanian FSWs concluded that many sought pregnancy to gain 
respect as mothers and to solidify relationships with male partners (Beckham et al. 2015).

Under Project SOAR, in collaboration with Tanzanian research partner CSK Research Solutions 
and Jhpiego’s Sauti project, the Population Council led a study that sought to understand and 
describe HIV-positive FSWs’ FP needs, fertility intentions, and safer conception knowledge in 
Tanzania, and to assess ongoing community-based FP services for HIV-positive FSWs. In addition, 
we aimed to describe HIV-positive FSWs’ and providers’ knowledge and opinions on safer 
conception strategies. 
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METHODOLOGY

OBJECTIVES
The overall goal of this study was to collect empirical data that will inform future programs and 
policies to meet the fertility-related needs of HIV-positive FSWs. The objectives of this study were 
to:

1. Describe HIV-positive FSWs’ fertility-related needs and desires (e.g., FP needs, fertility 
intentions, dual method use, and acceptability).

2. Systematically describe and assess the provision of community-based FP services for HIV-
positive FSWs.

3. Explore awareness, accessibility, and acceptability of safer conception strategies among HIV-
positive FSWs who wish to get pregnant, and among healthcare providers. 

STUDY DESIGN AND CONTEXT
This study consisted of four data collection activities at or near selected community-based FP 
service delivery sites for HIV-positive FSWs in Dar es Salaam run by Jhpiego’s Sauti project. These 
methods were adapted from existing tools for assessing healthcare services. Since the 1980s, 
the Population Council has developed and refined “situation analysis” procedures and tools to 
examine quality of FP services, as well as to capture women’s broad fertility-related needs and 
perceptions of care. The assessment consisted of client exit interviews (quantitative surveys), 
structured observations of client-provider interactions, and qualitative interviews with providers 
and with HIV-positive FSWs who wished to conceive.

The study sites were existing Sauti community-based service delivery points in Dar es Salaam. 
The Sauti project provides FP counseling and methods integrated with HIV services for key 
populations in sites throughout Kinondoni and Temeke municipalities. These services include 
HIV testing and counseling, gender-based violence services, sexually transmitted infection 
screening and treatment, alcohol and drug screening, and FP counseling and methods (all 
modern methods1 except for intrauterine devices or sterilization, for which Sauti provides 
referrals). According to Sauti standard operating procedures, all FSWs who attend Sauti service 
delivery sites receive FP screening initiated by the provider. Specifically, Sauti providers follow 
a screening protocol that entails ascertaining whether a female client is likely to be pregnant, 
and if not, whether she is trying to get pregnant. This line of questioning is followed by questions 
about current contraceptive use, side effects experienced, and whether she wishes to change her 
current method. 

1Modern methods are defined here as condoms, pill, injectable, implant, intrauterine contraceptive device, and sterilization.
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DATA COLLECTION METHODS
The research methodology for this study was an adaptation of existing Population Council and 
MEASURE Service Provision Assessment (SPA) approaches to assessing FP services (ICF 2012, 
Miller 1997 et al., Rivero 2008). These strategies consist of collecting information from providers, 
clients (HIV-positive FSWs in this case), and a neutral observer (e.g., a research assistant who 
observes the client-provider interaction). In addition, to assess women’s awareness of various 
strategies for safer conception, we adapted a safer conception survey module that had been 
used in a study among FSWs in South Africa (Rao et al. 2016). The four data collection activities 
were: 1) client exit interviews (quantitative surveys); 2) structured observations of client-provider 
interactions; 3) qualitative interviews with providers; and 4) qualitative interviews with HIV-positive 
FSWs who wished to get pregnant imminently.

Client exit interviews
To identify potential participants, Sauti staff reviewed an internal client database and selected a 
list of women who met the following inclusion criteria:

• Received any Sauti services in Dar es Salaam in the past year

• Between the ages of 18 and 49

• Categorized as FSWs in the Sauti client database (defined as women who reported that they 
receive money, goods, or favors in exchange for sexual services as a primary source of income 
[i.e., more than half their monthly income])

• Living with HIV, with a date of HIV diagnosis that took place more than one month ago

This initial list of potential participants was a convenience sample selected by Sauti staff to have 
roughly the same age distribution of the overall Sauti clientele in Dar es Salaam. Sauti staff 
then enlisted FSW peer educators to contact and invite 300 eligible women to participate in the 
study. The peer educators invited the women to attend a health consultation at one of five Sauti 
community-based service delivery sites in Kinondoni and Temeke districts in Dar es Salaam. The 
five study sites were:

Wards within Kinondoni district 

1. Bunju

2. Kawe

3. Tandale

Wards within Temeke district

1. Keko

2. Membweyanga

Upon presenting at the study sites, the potential participant underwent a health consultation 
with the Sauti provider. Afterwards, an interviewer administered screening questions to ensure 
that the woman met the inclusion criteria. If the woman was eligible, the interviewer conducted 
the informed consent process with the potential participant. The interviewer then proceeded to 
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administer a questionnaire on tablets using an open-source electronic data collection software 
program, KoBo Toolbox. The survey covered demographic characteristics, reproductive history, 
contraceptive use, knowledge of “safer conception” strategies, and overall assessment of Sauti 
services received.

Structured observations of client-provider interactions
Among a convenience sample of 25 exit interview participants, a female interviewer requested 
permission from the woman and Sauti provider to observe the client-provider interaction during 
the woman’s session at the Sauti site. Sauti staff had previously sensitized providers to the 
possibility of being observed, and at the time of the consultation, the trained observer proceeded 
with an informed consent process with the woman, as well as confirmed with the provider that 
the observation was permissible. During the consultation, the observer sat quietly and noted on 
a checklist whether or not specific FP content was covered during the course of the interaction. In 
addition, the observer wrote brief narratives that provided an overall summary of the counseling 
encounter, including any relevant information that was not captured by the checklist items.

Women were attending services at the invitation of the study team, so they were not necessarily 
proactively seeking care for a specific concern—whether FP or any other issue—at the time of 
the consultations. Sauti community-based sites offer a range of biomedical services, but these 
observations focused narrowly on recording which FP issues (if any) were discussed. As with any 
interaction with patients, providers at the Sauti sites were trained to follow a standard operating 
procedure for screening and counseling the women on a range of health issues, including, 
for example, HIV, FP, sexual health, alcohol/drug use, gender-based violence, and sexually 
transmitted infections.

Qualitative interviews with women who wished to get pregnant
During the exit interview, participants were asked whether and when they wished to have a (or 
another) child. Among those who stated that they wished to have a child imminently—defined as 
within two years—the interviewer asked 15 women if they would be willing to participate in a more 
in-depth qualitative interview to discuss their plans and hopes for having children, as well as their 
reproductive history more generally. These qualitative interviews took place in a private room 
at the offices of the local research agency, CSK Research Solutions. Interviews were recorded, 
transcribed, and translated into English.

Qualitative interviews with providers
The research team invited 10 providers who attended clients at the study sites to participate in 
a qualitative in-depth interview to discuss their experience providing FP services to HIV-positive 
FSWs, as well as their knowledge and attitudes about providing counseling on safer conception 
for these women. Participants were biomedical providers employed by the Sauti project or by 
the government, including nurses and counselors. These interviews took place at private spaces 
located near the study sites, or at the CSK office, depending on the preference of the provider. 
Interviews were recorded, transcribed, and translated into English.
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ETHICAL REVIEW
The research protocol and study instruments were approved by the Institutional Review Board of 
the Population Council based in New York, and by the Medical Research Coordinating Committee 
of the National Institute for Medical Research (Tanzania).

DATA ANALYSIS 
The research team conducted descriptive analyses of the quantitative data (i.e., from the 
client exit interviews and the observations of client-provider interactions), calculating simple 
frequencies to describe the fertility-related needs and knowledge of the women, as well as the 
content of the consultations. In addition, we reviewed the narrative summary for each of the 
observations to triangulate this open-ended content with the quantitative checklist data.

We conducted preliminary qualitative data analysis of the in-depth interview transcripts with 
FSWs and providers. Each transcript was reviewed by at least two analysts using the qualitative 
data analysis software Atlas.ti. The analysts identified salient and recurring themes that were 
pertinent to the study objectives. The qualitative findings presented in this report focus on the 
women’s plans to have children in the near future, their awareness of and interest in strategies 
to conceive more safely, and their previous experience discussing these issues with providers. 
The presented findings from the provider interviews focus on their knowledge, attitudes, and 
experiences counseling HIV-positive women—including those who sell sex—on FP as well as safer 
conception strategies.
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KEY FINDINGS

RESULTS FROM CLIENT EXIT INTERVIEWS
Of the 339 women invited by peer educators to participate in the study, 39 were found to be 
ineligible upon screening by interviewers at study sites. Women were ineligible for one or more 
reasons that warranted exclusion. The 
most common reason for ineligibility 
was that the woman had never sold sex 
(n=34); she had been misclassified in 
the Sauti programmatic roster. Other 
reasons for ineligibility were that the 
woman was not living with HIV (n=3), 
and/or was over age 49 (n=5). Ineligible 
women were less likely to be single, 
and more likely to have known their 
HIV status for a shorter amount of time 
(i.e., less than one year). After omitting 
ineligible women, the exit interview 
sample consisted of 300 participants.

Characteristics of exit 
interview participants
The median age of participants was 
32, and three-fourths were age 39 
and under, an age distribution that 
reflects that of the Sauti project’s 
female clientele. A majority (62 percent) 
of participants were interviewed at 
Membweyanga ward, which reflects the 
much larger client volume of this site 
compared to the others. Two-thirds had 
attended some primary school, and 
24 percent had attended secondary 
school or higher. Most were single/never 
married (55 percent) and another third 
(35 percent) were divorced/widowed/
separated. Slightly more than half had 
known their HIV status between one and 
four years, and 33 percent had known 
for less than one year (Table 1).

Table 1  Participant characteristics (N=300)
n %

Age (median: 32)
18 to 29
30 to 39
40 to 49

 
111 
115 
  74

 
37 
38 
25

Study ward
Bunju
Kawe
Keko
Membweyanga
Tandale

 
  15 
  27 
  16 
185 
  57

 
  5 
  9 
  5 
62 
19

Highest education level attended
None/never attended school
Any primary
Any secondary
Any tertiary/(college/university)

 
  27 
202 
  68 
    3

   
  9 
67 
23 
  1

Marital status
Never married/single
Cohabitating
Married/living with husband
Divorced/widowed/separated

 
164 
  20 
  12 
104

 
55 
  7 
  4 
35

Years selling sex
1 or less
2 to 4
5 to 9
10+

 
  32 
134 
  78 
  56

 
11 
45 
26 
19

How long ago did you learn that 
you were living with HIV?

1–11 months
1–4 years
>5 years

 
 

  98 
160 
  42

 
 

33 
53 
14



12  ■  Assessing FP and safer conception needs and services among FSWs living with HIV in Dar es Salaam

HIV-related behaviors
Nearly all participants (96 percent) were currently receiving services at an HIV care and treatment 
center, among whom all but one was currently taking ART. Among the 11 women who were not in 
care and treatment, the most common reason (reported by 5/11) was “stigma, don’t want others 
to know,” followed by “I don’t know where to register” (reported by 4/11). 

Of those in care and treatment, 71 percent said they had been tested for viral load during the 
past six months, among whom 19 percent said their viral load was undetectable, 47 percent said 
it was detectable, 18 percent had not received results yet, and 16 percent did not remember 
(data not shown).

Eighty-one percent had disclosed their HIV status to someone other than a health care provider. 
Among those who had disclosed to others, few had disclosed to sexual partners such as paying 
clients (2 percent) or boyfriends/husbands (16 percent) (Figure 1).

Reproductive history
Nearly all (94 percent) had ever been pregnant, and the vast majority had at least one living child. 
Nearly two-thirds had one or two children, and 25 percent had three or more children. Among 
those who had ever been pregnant (n=282), a majority (55 percent) had gotten pregnant with 
more than one man, and 21 percent had gotten pregnant with three or more different men.

Nearly 15 percent of women who had ever been pregnant (n=282) had experienced a stillbirth, 
and about one-third had ever had a miscarriage. Induced abortion also was common, with 18 
percent of ever-pregnant women reporting having terminated one pregnancy, and another 16 
percent stating that they had terminated two or more pregnancies (Table 2).

Figure 1  To whom have you disclosed your HIV status, other than health care providers? (n=235)

Paying 
client

Casual 
non-paying 

partner

Boyfriend/
husband

ChildrenFriendsParentsSiblings

57%
49%

21%
15% 16%

3% 2%
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Table 2  Reproductive history (N=300)
n %

Ever pregnant 282 94
Number of living children

0
1
2
3+

 
41 
94 
90 
75

 
14 
31 
30 
25

With how many different men have you gotten pregnant? (n=282)
1 (i.e., all pregnancies with same man)
2
3+
Don’t know

 
125 
  98 
  58 
    1

 
44       
35 
21 
 <1

Number of stillbirths, among ever-pregnant women (n=282)
0
1
2+

 
240 
31 
11

 
85 
11 
  4

Number of miscarriages, among ever-pregnant women (n=282)
0
1
2+

 
197 
  53 
  32

 
70 
19 
11

Number of induced abortions, among ever-pregnant women (n=282)
0
1
2+

 
185 
  51 
  46

 
66 
18 
16

Contraceptive use
Interviewers asked participants questions regarding their contraceptive use at last sex with paying 
partners, and with non-paying partners.2 At last sex with a paying partner, 72 percent reported 
using a male condom and 9 percent used a female condom. Other modern methods that were 
reported were injectable (21 percent), implant (19 percent), pill (7 percent), and intrauterine 
contraceptive device (IUCD) (3 percent). One percent were sterilized, and less than one percent 
reported that their male partner was sterilized. Thirty-five percent reported dual method use: they 
used a condom (either male or female) in addition to another modern method (i.e., injectable, 
implant, pill, IUCD, or sterilization) (Figure 2).

2About one-fourth of participants did not have a “non-paying partner” in the past month. Therefore, for the purposes of 
describing contraceptive use at last sex, here we report contraceptive use at last sex with a paying partner, which all women 
reported having in the past month.
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Figure 2  Contraceptive use at last sex with a paying partner (N=300)

Dual methods = used male or female condom at last sex with a paying partner, combined with another modern method

 
Among those who were not using a modern method other than condoms (n=140), the most 
commonly cited reason was health concerns/side effects (58 percent). Twelve percent said the 
methods were inconvenient to use, 8 percent said they could not get pregnant, and 7 percent 
said they wanted to get pregnant (data not shown).

We also examined differences between condom use consistency in the past month with paying 
partners versus non-paying partners. In the past month, 31 percent reported “always” using 
condoms with paying partners, compared to 20 percent with non-paying partners (among the 218 
women who had non-paying partners). Furthermore, 10 percent reported that they “never” used 
condoms with paying partners in the past month, compared to 31 percent that never used them 
with non-paying partners (Figure 3). 

To describe consistency of dual method use in the past month, we calculated the proportion of 
women who reported “always” using a condom with paying partners in the past month, as well 

Dual 
methods

Male 
sterilization

Female 
sterilization

ImplantInjectableIUCDPillFemale 
condom

Male 
condom

72%

9% 7%
3%

21% 19%

35%

1% <1%

Non-paying partner (n=218)Paying partner (N=300)

AlwaysMost of the timeRarelyNever

10%

31%

40%
37%

19%
12%

20%

31%

Figure 3  Condom use consistency in past month, by partner type
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as using another modern method at last sex with a paying partner.3 As noted previously, 35 
percent reported using dual methods at last sex with a paying partner. However, if we examine the 
consistency of condom use over the past month, the proportion that said that they “always” used 
condoms plus another modern method is notably lower, translating into 12 percent dual method 
use over the past month (data not shown).

Desire for children and need for contraception
More than half (55 percent) reported that they wished to have a (or another) child someday. 
Among these women (n=166), 52 percent wished to have a child within 24 months, and 17 
percent said that they were currently trying to get pregnant (Figure 4).

Figure 4  Desire for and timing of having children in the future

To estimate unmet need for contraception among women who did not want to get pregnant within 
two years (n=214), we calculated the proportion who did not use condoms consistently in the 
past month,4 and who were not using another modern contraceptive method (i.e., pill, injectable, 
implant, or sterilization). Based on this definition, 29 percent had unmet need for contraception.

When asked how they would feel if they found out they were pregnant, 24 percent said they would 
be “very pleased,” 13 percent said they would be “a little pleased,” 11 percent would be “a little 
upset,” and 47 percent said they would be “very upset” (data not shown).

3 Since not all women reported having non-paying partners, we limit this analysis to reported condom use in the past month with 
paying partners.
4Consistent condom use was defined as “always” using condoms with paying partners in the past month. Note that, to calculate 
this indicator, we did not consider condom use with non-paying partners, since not all women reported having non-paying 
partners.

Can’t get 
pregnant

2%

Don’t know
2%

No
41%

Yes
55%

>24 months 
from now

37%

Don’t
know
11%

Currently
trying
17%

Within 12 
months

26%

13–24
months

9%

Would you like to have a(nother)  
child some day? (N=300)

When would you like to  
have a child? (n=166)
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Among those who said they wished to have a child within two years (n=86), when asked to 
describe the person with whom they wished to have children, the most common response was 
“current husband or boyfriend” (62 percent). Thirteen percent stated that a “client” was the 
desired father (data not shown).

Family planning services received
Among those women who reported using a modern method other than condoms, the interviewer 
asked where they most recently obtained the method.5 A majority (61 percent) obtained these 
methods from maternal, neonatal, and child health (MNCH) or FP services, with pharmacies being 
the next most frequently mentioned source (13 percent). Seven percent reported obtaining the 
method from Sauti community-based services, and another 7 percent said their method was 
received at an HIV care and treatment site (Figure 5).

When these modern method users were asked a follow-up question about the sector of the 
service delivery site where the method was last obtained, nearly three-quarters (72 percent) 
reported that it was a public sector facility. Eighteen percent stated that it was a commercial 
private sector facility, and 9 percent reported a nongovernmental organization facility (data not 
shown). 

Figure 5  Where the participant obtained her most recent FP method (other than condoms) 
                (n=151)

5Because condoms often are distributed through a variety of channels in HIV prevention programs, to get a sense for where 
these women access contraceptive methods outside the context of condom distribution, we asked women specifically where 
they obtained modern methods other than condoms. 

Other HIV service: 1%

Other healthcare 
delivery site

5%

Sauti 
community-based

service
7%

Pharmacy
13%

HIV testing
site
5%

HIV care and 
treatment site

7%

MNCH/FP service delivery site
61%
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Knowledge of and interest in safer conception strategies
Irrespective of their reported desire to have children, all participants were asked whether they 
were aware of strategies to get pregnant more safely (and have a safer pregnancy) as women 
living with HIV. The interviewer read, “For couples in which one or both partners are living with HIV, 
what ways have you heard of for couples to get pregnant without infecting each other or the baby? 
For each of the following methods, please tell me if you are aware of each strategy for trying to 
get pregnant more safely.” This preamble was followed by a list of eight different biomedical and 
behavioral strategies for reducing sexual and vertical HIV transmission. About three-quarters 
were aware of ART during pregnancy (i.e., PMTCT) (76 percent) and ART taken by the HIV-positive 
partner (72 percent). Fifty-seven percent were aware of voluntary male medical circumcision, 
32 percent were aware of timed unprotected intercourse, and 20 percent were aware of self-
insemination with an HIV-negative man’s sperm. A small minority was aware of PrEP (10 percent), 
use of an HIV-negative sperm donor (9 percent), or sperm washing6 (3 percent) (Figure 6).

Eighty percent of all participants (N=300) stated that they were “very interested” in learning more 
about how women living with HIV could get pregnant more safely. An additional 15 percent said 
that they were “a little interested,” and 5 percent said they were “not at all interested” (data not 
shown).

Figure 6  Awareness of strategies to have a safer pregnancy (N=300)

6In cases where the male partner is living with HIV, sperm are "washed" via centrifuge to remove the potentially HIV-carrying 
seminal fluid from sperm. Then that sperm is used to help the couple conceive a child via assisted reproductive technology 
techniques such as in vitro fertilization.

Sperm washing of HIV-positive man

HIV-negative man sperm donor

PrEP taken by HIV-negative partner

Self-insemination by HIV-negative partner

Timed condomless sex

VMMC

ART taken by HIV-positive partner

ART during pregnancy (PMTCT) 76%

72%

57%

32%

20%

10%

9%

3%
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Assessment of FP counseling
Interviewers asked participants whether various FP-related topics were covered in that day’s 
consultation, underscoring that the question pertained only to content addressed in that day’s 
counseling session, not previous interactions. About half reported that the provider asked if they 
were currently trying to get pregnant (53 percent) or if they wished to get pregnant at any time 
in the future (51 percent). Eighty-two percent said that the provider asked if they currently were 
using a pregnancy prevention method, and 72 percent said that the provider explicitly inquired 
about whether they used a method with non-paying partners. About one-third (35 percent) 
reported that the provider discussed side effects of different methods, and 56 percent said that 
the provider inquired about whether they were having problems with their current method. Thirty-
two percent said that the provider discussed how ART can affect contraceptive effectiveness, and 
45 percent talked about telling partner(s) about their HIV status (Figure 7).

When asked which contraceptive methods were discussed by the provider, 58 percent said they 
discussed male condoms, with the other most frequently mentioned methods being injectable (41 
percent), implant (39 percent), and pill (31 percent). Twenty-three percent said that no methods 
were discussed (data not shown).

Twenty-six women reported receiving at least one contraceptive method that day, among whom 
17 received male condoms, five received the pill, three received a contraceptive injectable, two 
received the implant, and one received female condoms (data not shown).

Figure 7  FP-related content covered in today’s consultation (N=300)

Asked if you are trying to get pregnant

Discussed how to get pregnant more safely

Asked if you currently use a pregnancy 
prevention method

Asked if you use pregnancy prevention 
method with non-paying partners

Asked if you were having problems with 
current method

Mentioned side effects of different 
methods

Discussed how ART can affect 
contraceptive affectiveness

Talked to you about telling your 
partner(s) your HIV status

82%

45%

32%

35%

56%

42%

51%

53%

Asked if you wish to get pregnant 
any time in the future

72%
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Client satisfaction
When asked how they felt about the amount of FP information provided during their consultation, 
a majority (60 percent) were satisfied, stating that the amount of information was “about right.” 
However, nearly one-third (31 percent) stated that the amount of FP information was “too little,” 
and 9 percent said it was “too much.”

Overall satisfaction with Sauti services was very high, with 100 percent reporting that the provider 
treated them respectfully, and 99 percent responding affirmatively when asked if they would 
recommend Sauti to their peers (data not shown).

OBSERVATIONS OF CLIENT-PROVIDER INTERACTIONS
Research staff observed 25 client-provider interactions, which consisted of between one 
and three observations of each of 11 different providers. As described previously, the FSW 
participants were attending a counseling session with a provider at the Sauti site at the invitation 
of the study team; the women were not 
necessarily proactively seeking care 
for a specific concern. The providers 
used a standard operating procedure 
designed to screen or counsel all 
women on a range of health issues, 
family planning among them. The 
observer’s role was to record on 
a checklist the specific FP-related 
content that was discussed in the 
conversation between the woman and 
provider. 

In 19 of the 25 observed client-
provider interactions, the consultation 
included some discussion of current FP 
use. Ten covered whether the woman 
wished to have a child (or have more 
children), five addressed the desired 
timing of the birth of the next child, 
and six included an assessment of 
whether the woman was currently 
pregnant. Four consultations included 
some discussion about strategies to 
get pregnant more safely, among which 
the discussed strategies were ART for 
the HIV-positive partner and timed 
unprotected sex (Table 3).

Table 3  FP-related content observed in client- 
               provider interaction (n=25)
Did the consultation cover…? Total

(25 obs)

Current FP use 19/25
Desire to have a child (or more children) 10/25
Desired timing for birth of next child 5/25
Assessment of whether client currently 
pregnant*

6/25

Emergency contraceptive pills 0/25
Dual method use to prevent pregnancy 
and disease

1/25

Client fears/concerns about methods 3/25
Potential interaction between hormonal 
contraception and antiretroviral therapy

0/25

Strategies for getting pregnant more 
safely**

4/25

ART during pregnancy (i.e., PMTCT) 3/25
Partner involvement in pregnancy plans 3/25

 
*A pregnancy assessment consists of a battery of questions to 
determine whether the woman was likely pregnant or not. The line 
of questions probes about whether and when she may have had 
a baby in the recent past, whether she is breastfeeding, whether 
postpartum menstruation has resumed, whether she has been using 
a contraceptive method, and so forth.

**Strategies discussed in these four consultations were ART for the 
HIV-positive partner (4/4) and timed unprotected sex (1/4).
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QUALITATIVE IN-DEPTH INTERVIEWS WITH WOMEN WHO 
WANT TO GET PREGNANT
The characteristics of the 15 women who 
participated in in-depth interviews (IDIs) is 
presented in Table 4. Presented findings focus 
on women’s aspirations and experiences 
regarding having a child imminently (defined 
as within the next two years).

Diverse reasons for wanting a 
child now
Women’s reasons for wanting a child were 
varied, which reflected their diverse individual 
experiences and relationships. Several 
women mentioned the fact that they were 
growing older, and another common response 
was simply that she wanted to have a child.

I am growing in age…. I might turn 30 and 
then what will happen? I also love children 
so much.

It is just a decision that I came up with, 
that is all.

It’s because of my age. I am 45 years old, 
when you get to 50 there is no more hope.

Others expressed a desire to emulate or 
conform to expectations of others, whether 
friends, relatives, or a partner’s family.

[H]is sisters ask me why I am not giving their brother a child. They want to see a child so 
they can become aunts, I told them it is okay, I will give them one.

[I want to have a child now] because I do not have one and because my friend and my 
relatives have children.

In some cases, women mentioned wanting to have another child because they did not feel that 
their families were complete; they wanted more children or a child of a certain sex.

My life’s expectation was to have at least four children but ever since I got this condition I 
have been discouraged but whenever I go to the counseling they give me some hopes, my 
last born is 8 years old now.

Table 4  Characteristics of women who  
               participated in IDIs (N=15)

No. of IDIs 
(N=15)

District

Temeke   4
Kinondoni 11

Clients age (years)  
18–24   1
25–34   8
35–44   4
45–49   2

Marital status

Never married   6
Married/living with partner   3
Divorced   5
 Widowed   1

Number of living children  
No living child   4
1–2   5
 3–4   6

How long want to wait before 
having a/another child

 

 Currently trying to get pregnant 10
 Within 1 year   4
 Within 2 years   1
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[I want to have a child because] I don’t have a girl.

It is because I have three children and according to me, I think they are few in number.

Prospective fathers’ identities: current as well as hypothetical partners
Most women identified their current boyfriends or husbands as the men with whom they wished 
to have a child. 

The main reason is that I love my current boyfriend so much and I have already shared with 
him my condition (having HIV), and he understood it. And the other thing is that both of us 
don’t have children. And he has shown real love to me. That’s why I said let me have a child 
with him just to remind him even if I die he will have something from me.

Another common response was that the women did not have a specific man in mind, but that they 
envisioned a prospective, hypothetical father to their future child.

I have not yet decided…. Meaning that I am yet to find him, when I find him, it will be fine to 
settle with him.

If I get someone who will understand me and get to know each other and do tests, I think I 
will have a child with that person.

Disclosure of HIV status to prospective fathers
In cases where women had a specific man in mind as a prospective father, not all had disclosed 
their HIV status to these men. The most common reasons for not telling the man about her HIV 
status was that the women were afraid their partners would abandon them.

He does not know at all…. If I tell him that I have HIV infections, he might tell me it is over 
between us.

I am afraid that we will separate.

One woman planned to bring her partner to a clinic for testing, and she explained how the nurse 
assured her that her HIV status would not be divulged to the man:

At the clinic, they told me they can talk to him and tell us to go there. They will act as if they 
don’t know anything about me, they will convince him to do a test, and then he will find out 
about it. That is what I want to try to do. When he comes back I will ask him to go together 
to check our health, and I will first arrange with the nurse and act as though she doesn’t 
know anything about me and perform tests on both of us and give us our results.

Among those whose partner knew their HIV status, the man also had gotten tested (and started 
treatment if positive) in some cases, but not in others. 
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[I have told] my husband whom I live with because we went together and got tested 
together and we were found with infections. We followed the doctor’s counsel and we both 
started using the medications.

Concern about vertical and sexual HIV transmission
When discussing any concerns about transmitting HIV to their partners or to their infants, women 
generally expressed greater concern about preventing HIV transmission to the infant. 

Q: So are you afraid of infecting your partner or your child?

A: I am afraid about the child.

Q: You might be together and find that he does not have HIV infections. Are you not afraid 
that you might also infect him?

A: I am not concerned about him.

Many women expressed ignorance about the possibility of reducing mother-to-child HIV 
transmission with antiretroviral medication, though some seemed familiar with the general notion 
that they could have a healthy baby if they adhered to treatment. However, not all women had 
faith in the efficacy of these medications in preventing vertical transmission to the infant.

I asked the doctor and he told me that if I am ready [to get pregnant] there are medicines 
that I will be given which can protect the child from being infected, but I don’t believe them 
100 percent.

Few women had contemplated how to reduce risk of sexual transmission to their partners, but 
among those who had, their knowledge was mixed. Specifically, they were not always aware that 
there are biomedical and behavioral options for reducing this risk.

[M]y doctor told me that my viruses are very low and I should make sure that I properly use 
the medications. Therefore, if I use the medications properly, I will not infect my partner 
and that’s why I am making sure that I am adhering to that.

Most concern is for my partner because I know after getting pregnant there are classes 
and medicines that people are given in order to protect the child, but the problem will be on 
the side my partner.

Behavioral strategies that were mentioned to reduce sexual transmission to the seronegative 
partner included timed unprotected sex and self-insemination.

I have heard that you can have timed sex exactly on the right day and perform that act 
without injuries or even much touching each other. And you only have to do it once.
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I can prepare him and I can use my own tactics until he gets to the climax without entering 
to me and then he will take those sperms and implant them in me. That will help because 
we would have not touched each other and I will have the sperms.

QUALITATIVE IN-DEPTH INTERVIEWS WITH PROVIDERS
A convenience sample of 10 providers 
participated in IDIs, selected from among 
clinicians and counselors who provided services 
at any of the five Sauti service delivery sites that 
were included in this study. Table 5 presents 
general characteristics of the interviewed 
providers. We have withheld information regarding 
the district or ward to minimize the risk that 
interviewees would be identifiable based on their 
locations (Table 5).

Experience counseling HIV-positive 
women on safer pregnancy
When asked about how they counsel women living 
with HIV who express a desire to get pregnant, 
providers typically talked about the importance of seeking care once the woman becomes 
pregnant. They emphasized discussing prevention of vertical transmission more than prevention 
of sexual transmission to a seronegative male partner.

If they get pregnant, they should go to the health center for primary services so as to 
protect the baby and deliver a healthy child. They should report to the health center 
immediately and report their condition so that they may get medications.

Among those who addressed strategies to reduce sexual transmission to a seronegative partner 
during pregnancy attempts, they mentioned the importance of disclosing their HIV status 
to partners, treatment adherence, and PMTCT. In addition, one provider mentioned timed 
unprotected sex.

The people living with HIV need to have children. So, we teach them about disclosure such 
that the partners should be able to know each other’s status.

We advise them to use condoms but when they want to get pregnant we give them 
knowledge about the woman’s body in order to understand those days that are viable for 
conception, so they can stop using condoms on that day. When she gets pregnant, she can 
continue using condoms. In addition, we come to the concept of PMTCT where we say the 
pregnant woman should not stop using the medications and she must make sure that she 
delivers at the hospital where it’s safe.

Table 5  Characteristics of providers who 
               participated in IDIs (n=10)

 n=10

Type

Nurses 4
Counselors 5
Clinical officers 1

Employer

Sauti 3
Government 7

Sex  
Males 5
Females 5
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Several providers had heard of PrEP, but mentioned that until there were national PrEP guidelines 
in place, they were unlikely to counsel women about it.

We have not advised them so because this was not included in the guideline for the 
Ministry of Health. It has been introduced recently and we don’t have its guideline. So, we 
have not counseled them on such things.

Challenges to safer pregnancy counseling
In the provider interviews, a recurring theme was that HIV-positive women lack knowledge about 
strategies to reduce the risk of sexual and vertical transmission during pregnancy. Furthermore, 
providers repeatedly mentioned that HIV-positive FSWs in particular often feel resigned and 
pessimistic about their prospects for having a healthy baby.

They don’t believe that they can deliver a safe baby or have sex without infecting the other. 
They think that with them nothing can work better any more.

The problem is when you have a discordant couple, they don’t believe if this can become 
true. This is a challenge and it usually happens that one of the partners would undermine 
him/herself. When she goes for health services, she avoids talking about it. When we talk 
about this topic, she gets up to ask you more questions about it.

Regardless of the whole knowledge you have shared, still some will say “Is it true that I can 
have a safe child?” Others will not allow that situation to happen because they still think it’s 
trial and error.

Interviewees also mentioned time constraints as a challenge to providing safer pregnancy 
counseling, particularly in situations where the woman is seeking care for other issues or 
complaints.

So, raising this topic is difficult because the environment is not conducive for them and 
for the service providers. They are not ready because this is not their priority as I said. 
They aim at getting their basic needs and taking medications to treat minor illnesses. They 
don’t think about having children. We have a shortage of service providers; one provider 
serves many clients. So, he/she is to make haste so as to serve all clients present on that 
particular day. This makes him/her unable to probe about things that are not obvious or 
not presented as complaints.

You have to take effort to counsel and test her and identify her HIV status and know if she 
wishes to have children. The other big challenge is inadequacy of service providers and 
little time to attend the clients. Some of us are working for the government; the time we get 
to speak with these people is during the nights. At this time, they are already at work, so, 
they cannot concentrate fully.
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DISCUSSION 

This study explored the FP-related needs of—and services for—HIV-positive FSWs from multiple 
perspectives. Women and providers were given the opportunity to share their experiences and 
observations, and a third-party observer documented the specific FP content that was covered 
in actual client-provider interactions. This methodological approach permitted the research team 
to triangulate information collected across the different data collection activities, confirming and 
contrasting findings from the different sources. 

As expected, most FSW participants did not wish to get pregnant imminently, but many were not 
using effective contraception. We found that 29 percent had unmet need for FP, compared to the 
national estimate of 22 percent unmet need among married women of reproductive age from the 
2015–16 Tanzania Demographic and Health Survey (Ministry of Health et al. 2016). Condom use 
was inconsistent with both paying and nonpaying partners, and fear of side effects was the most 
commonly mentioned deterrent to using other modern contraception (such as the pill, injectable, 
or implants). These findings are consistent with the global literature on FSWs’ contraceptive 
needs (Ippoliti, Nanda, and Wilcher 2017).

We reported on women’s dual method use two ways, since this indicator can vary dramatically 
depending on how it is defined. When we just examined contraceptive use at last sex with a 
client, 35 percent reported dual method use. In contrast, when we defined dual method use 
as consistent condom use in the past month combined with use of another modern method, 
reported dual method use dropped to 12 percent. This measurement inconsistency also is 
evident in other studies that examine dual method use among FSWs in Bangladesh, China, 
Swaziland, and Uganda, in which estimates range from 7 percent to 45 percent, depending on 
how condom use is measured (Erickson et al. 2015; Ippoliti et al. 2017; Katz et al. 2015; Lim et 
al. 2015; Yam et al. 2013). Nevertheless, regardless of which definition we used, our estimates 
(i.e., 12 percent or 35 percent) are not out of line with these few existing studies that report dual 
method use among FSWs in sub-Saharan Africa and Asia.

Based on both the client exit interview data as well as the consultation observations, clients 
and providers often discussed current contraceptive method use. In exit interviews, about three-
quarters of surveyed women mentioned that this topic had been discussed. Less frequently 
(roughly half the time), the consultations also included some discussion about whether and 
when the woman may wish to have children. These two pieces of information represent the core 
components of basic FP screening, and future provider trainings should continue to emphasize 
the importance of soliciting this information from women of reproductive age who are living 
with HIV. Sauti services are high-quality and very well-regarded by beneficiaries, and it is worth 
noting that less established or lower-resource programs may have an even greater need for such 
trainings.

A fairly large proportion (19 percent) of women reported using contraceptive implants, 
which invites the question of whether and how providers discussed how some antiretroviral 
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medications—specifically, efavirenz—may reduce their contraceptive efficacy.7 World Health 
Organization guidance states that women taking efavirenz should be offered implants as part 
of the full range of offered contraceptive methods, but that women should be advised that 
efavirenz can reduce implant effectiveness (World Health Organization 2014). Roughly one-third 
of providers mentioned how antiretrovirals can affect hormonal contraceptive effectiveness. 
However, this finding should be interpreted with the study context in mind: women were not 
necessarily seeking out FP counseling per se, and many were currently using a hormonal 
contraceptive method. Therefore, during the course of the counseling session with the provider—
which often covered a range of topics other than FP—there may not have been an opportunity or 
occasion to discuss interactions between antiretrovirals and hormonal contraception.

In addition, given the high proportion of women who expressed a desire to have children 
someday, there is a clear opportunity for providers to build on this FP screening with counseling 
about how HIV-positive women can have children more safely. FSW participants had very spotty 
knowledge about how they could reduce the risk of sexual transmission to seronegative partners. 
In addition, providers expressed a high degree of knowledge of—and comfort with—counseling on 
PMTCT, but had comparatively less experience with counseling HIV-positive women on how to get 
pregnant more safely. This is to be expected, since the notion of “safer conception” counseling 
remains relatively unfamiliar in the Global South. That said, in recent years, dedicated safer 
conception services, guidelines, and job aids have been developed and tested in Kenya and 
South Africa, and these existing resources could serve as a foundation on which to create future 
provider trainings and guidelines in Tanzania (Bekker et al. 2011; Brown et al. 2016).

At minimum, a FP discussion presents a teachable opportunity to impress upon HIV-positive 
women that there are effective biomedical and behavioral strategies that can, in some cases, 
virtually eliminate the possibility of transmitting HIV to a partner or to an infant. Some of these 
strategies—such as sperm washing or self-insemination—may not be available or desirable 
for many HIV-positive women in Tanzania, but ART adherence and timed unprotected sex are 
arguably readily accessible as safer conception options. Furthermore, informing HIV-positive 
women of the possibility of having a safe pregnancy has the potential to motivate her to remain 
on treatment and seek timely antenatal care. 

Findings from the consultation observations should be interpreted with the specific study context 
and limitations in mind. Sauti community-based sites offer a range of services beyond FP, and 
study participants were not necessarily proactively seeking FP counseling. In the small number 
of client-provider interactions observed, the FP content covered was somewhat slim. Providers 
understandably focused on addressing the concerns raised by their patients, which may have 
been completely unrelated to FP. As explained by providers in the qualitative data collection, 
they have limited time to spend with each woman, and they prioritize offering patient-centered 
care that responds to her immediate needs. Moving forward, providers would benefit from 
guidance about the minimum FP screening and counseling that they should offer at every clinical 
interaction with HIV-positive women, with explicit consideration of how to address the possibility 
of having children in the future. The finding that nearly one-third of exit interview participants 

7Implants’ reduced effectiveness among women on efavirenz is still comparable to the effectiveness of combined oral 
contraceptive pills or male condoms as typically used (World Health Organization 2014).
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felt that the FP content covered in their consultation was “too little” speaks to their interest in 
learning more about these issues.

Study participants were not only women living with HIV, but they were also women who sell sex. 
Some may feel that HIV-positive FSWs are inherently uninterested in (or unfit to) have children, 
but our study findings demonstrate that a sizable proportion of these women aspire to become 
mothers or complete their families. Although providers felt that they did not have very much 
firsthand experience providing counseling to these women on safer pregnancy, they were largely 
supportive of their right to have children, and none expressed stigmatizing attitudes about HIV-
positive FSWs who wish to be mothers. Providers’ nonjudgmental attitudes were reflected in the 
overwhelmingly positive reviews that exit interview participants gave the providers. 
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CONCLUSIONS AND 
RECOMMENDATIONS

CONCLUSIONS

As the global HIV response continually evolves and new preventive biomedical technologies 
arise, the scope of integrated HIV/FP services must be broadened in kind. Comprehensive 
contraceptive counseling must remain in place as an indispensable foundation of these services, 
coupled with a full range of modern methods available on-site or through referral. In addition, 
however, there is a need to ensure that services are prepared to address HIV-positive women’s 
desire to have children in the future. Adolescent girls and young women remain disproportionately 
burdened by HIV in sub-Saharan Africa, and as they age into their reproductive years, the 
question of whether and how to have children will become increasingly salient. As demonstrated 
by the presented findings, FSWs are no exception to this reality. The growing consensus among 
researchers and advocates alike is that there is an urgent need for policies and programs to help 
HIV-positive women achieve pregnancy while minimizing HIV risk (Matthews et al. 2018).

RECOMMENDATIONS
These findings can be used to inform programs and policies to ensure that women living with 
HIV—including FSWs—have access to the full range of methods and strategies to help them plan 
whether and when to have children. Specific recommendations for programs, policymakers, and 
research are below.

Ensure that providers are trained on how to provide holistic FP services 
and counseling to HIV-positive women, broadening their scope to 
regularly examine women’s desire for children. 
Women living with HIV need information on the full range of contraceptive methods, including 
explicit counseling to address concerns or misperceptions about side effects. Service delivery 
programs should examine existing counseling protocols and develop guidance on what FP 
content or screening should be covered. Since women’s fertility desires can change over time, 
such guidance also should indicate the frequency with which such screening should take 
place (e.g., at every visit, every six months). Provider-initiated conversations with HIV-positive 
women should routinely explore whether they wish to have children, combined with the explicit 
counseling message that, should they wish to get pregnant, their partners and babies can 
remain HIV-free thanks to the advent of effective treatment. In addition, for those who wish to 
wait to have children until some time in the future—such as those who have not yet achieved 
viral suppression—this presents an entrée into counseling about contraceptive needs, including 
discussion of potential interactions between certain hormonal contraception and antiretrovirals. 
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Specific guidelines and protocols can be modeled off of existing resources, including those 
referenced below.

Engage policymakers representing both HIV and reproductive health to 
formulate policies or guidelines on meeting the safer conception needs 
of HIV-positive women. 
Policymakers in Tanzania can consider building on existing national guidelines from South 
Africa, consensus statements from safer conception researchers and advocates for people living 
with HIV (PLHIV), as well as World Health Organization guidance on meeting the sexual and 
reproductive health and rights needs of people living with HIV (Bekker et al. 2011, Matthews et al. 
2018, World Health Organization 2017).

Explore the acceptability and feasibility of specific safer conception 
strategies among women living with HIV. 
Biomedical PMTCT strategies—such as ART during pregnancy—were fairly well known to women in 
our study. However, little is known about acceptability or feasibility of existing or new approaches 
to getting pregnant more safely among mixed-status couples. Ideally, PLHIV initiate ART and wait 
until they are virally suppressed before attempting to conceive. However, there may be cases 
where women are unable to adhere to ART, or may not have ready access to viral load testing. 
Researchers in sub-Saharan Africa have begun to explore the feasibility and acceptability of using 
complementary strategies to get pregnant more safely, including the development of a safer 
conception toolkit in Kenya (Brown et al. 2016) and the ongoing implementation of dedicated 
safer conception services in South Africa (Schwartz et al. 2014). These existing resources 
and guidelines can serve as models that could be tested or adapted for Tanzania. In addition, 
once PrEP becomes available, this may present an opportunity to test the acceptability of pre-
conception PrEP by seronegative partners. 

Encourage and facilitate disclosure to partners as a recommended—but 
not mandatory—practice.
Ideally, FP counseling for HIV-affected couples would engage both partners, with mutual 
disclosure of their respective HIV statuses. However, as demonstrated in this analysis as well as 
in previous studies (Matthews et al. 2017, Matthews et al. 2018), women living with HIV often are 
not comfortable informing their partners of their status, due to internal stigma as well as fear of a 
violent reaction from their partners. There is broad consensus among researchers, policymakers, 
PLHIV advocates, and clinicians that safer conception counseling should not be withheld from 
those who are unable to engage or disclose to their partners (Matthews et al. 2018).
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APPENDIX 1: CLIENT EXIT 
INTERVEW SURVEY

No Questions Coding 

00 Interview start time
Hr:[___] Min:[____] 24 hours

01 Interview Date    _____ / _____ / _____

(Day/ Month/ Year)
02 Sauti site 

[Write in name of site.] ________________________

03 Interviewer Code

Enter the code of the interviewer

  [___|___]

04 Participant Identification Number (PID)
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SECTION 1: BACKGROUND CHARACTERISTICS & ELIGIBILITY 
SCREENING

In this section, I am going to ask you some general questions about your background and 
socioeconomic status. Remember that your answers are confidential.

Please circle the appropriate response

No. Questions and filters Coding categories Codes Skip to

Q101 How old were you at your last birthday? 
If you are not sure, can you give your 
best estimate? 

[Try to help her estimate her age.]

Age in complete years

Don’t know

______

99

Ineligible if 
<18 years

Q102 What district do you live in? Kinondoni

Temeke

Ilala

Ubungo

Kigamboni

Other (Specify)

1

2

3

4

5

96

Q103 What ward do you live in? Bunju

Azimio

Buza

Hanasifu

Kigamboni

Msasani

Mtoni

Mwananyamala

Tandale

Tandika

Kurasini

Yombo

Other (Specify)

___________________

1

2

3

4

5

6

7

8

9

10

11

12

96

Q104 What is the highest level of school you 
attended: primary, secondary, or higher?

  

None/never attended school

Primary

Secondary

Any tertiary (college/university)

1

2

3

4
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No. Questions and filters Coding categories Codes Skip to

Q105 What is your current marital status? Never married/single 

Cohabitating 

Married/living with husband

Divorced/widowed/separated

No response

1

2

3

4

99

Q106 How long have you been selling sex?

[Ask her how many years. If less than 
one year, indicate “1” for number of 
years.]

Please take your time and try to give us 
your best estimate.

Has never sold sex

Years

0

_____

 

Ineligible

Q107 Thinking of the past three months, 
would you say that your main source of 
income has been selling sex?

No

Yes

0

1

Q108 Are you currently living with HIV? No

Yes

0

1           Q110

Q109 How long ago did you first learn that you 
were living with HIV?

<1 month

1-11 months

1-4 years

>5 years

0

1

2

3

Q110 [Interviewer: Indicate whether or not she 
is eligible based on her responses to 
Q101, 104, 105, 106, and 107.]

Ineligible

Eligible

0     

1

END

Q111 Are you willing to participate in the 
interview?

No

Yes

0          

1

Ineligible



  Assessing FP and safer conception needs and services among FSWs living with HIV in Dar es Salaam  ■  37

SECTION 2: REPRODUCTIVE HISTORY 
No. Questions and filters Coding categories Codes Skip to

Q201 Have you ever been pregnant, even if no 
child was born?

No

Yes

0

1

Q301a

Q202 Do you have any living children to whom 
you gave birth?

No

Yes

0

1

Q204

Q203 How many living children do you have, to 
whom you gave birth?

Number of children ____

Q204 With how many different men have you 
gotten pregnant?

One (i.e., all pregnancies with 
same man)

Two

Three or more

Don’t know

1 

2

3

99
Q205 Have you ever had a pregnancy that did 

not end in a live birth?
No

Yes

Don’t know

0

1

99

Q301a

Q206 Of all of your pregnancies that did not 
end in a live birth, how many times have 
you experienced each of the following 
outcomes?

[Read each of these birth outcomes 
aloud and ask her to state how many 
miscarriages, stillbirths, and induced 
abortions that she has experienced. 
Enter “0” for each outcome that she has 
not experienced.]

Miscarriage

Stillbirth

Induced abortion

__

__

__

Q207 [Only ask this question if she reports 
having had an induced abortion in 
Q206.]

From which of the following places or 
providers have you received abortion 
care or abortion medication? I’m 
interested in any care you received to 
induce abortion.

SELECT ALL THAT APPLY.

Public health facility

NGO health facility

Private commercial health facility

Pharmacist

Other non-health professional 
(e.g., friends, relatives, etc.)

Other (SPECIFY): 
_______________

1

2

3

4

96
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SECTION 3: SEXUAL BEHAVIOR AND FAMILY PLANNING

Next, I will ask you questions about issues related to your sexual health and sexual behavior. 

Please remember that everything you say to me is confidential.

For the purpose of this interview, “Having sex” means having vaginal sex only

No. Question Coding categories Codes Skip to
Q301a In the time since you received your 

HIV diagnosis, have you ever received 
counselling about how to prevent 
pregnancy (i.e., family planning)?

Yes

No

Don’t know

1

0

98

Q302

Q302

Q301b Where did you receive this counseling 
on preventing pregnancy?

SELECT ALL THAT APPLY.

Government health facility

Private health facility

Private pharmacy

Other shop

Community health worker

Friend/relative

Sauti services

Another NGO

Other (specify):

____________________

1

2

3

4

5

6

7

8

96

Q302 Think of the last time you had sex with 
a paying client. At that time, which of 
the following pregnancy prevention 
methods did you use? Please tell me all 
the methods you used at that time to 
prevent pregnancy, HIV, or STIs.

(If respondent only mentions condoms, 
you would tick “condoms” accordingly, 
but in addition, probe with, “In addition 
to condoms, were you using any other 
contraceptive method at that time?” 
Mark all that apply.)

Pill

Intrauterine device (IUD)

Injectable

Implant

Male condom

Female condom

Female sterilization

Male sterilization

Lactational amenorrhea method 
(LAM)

Rhythm (Calendar) method

Withdrawal 

No method

Other (specify):

________________________

1

2

3

4

5

6

7

8

9 

10

11

0

96
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Q302a Now thinking of the past month, how 
consistently do you feel you were able 
to use condoms with all of your paying 
clients?

[Read response options and tick her 
answer.]

Never

Rarely

Most of the time

Always

0

1

2

3

Now, I am going to talk to you about non-paying sexual partners, which could be a spouse, cohabiting partner 
or boyfriend. It could also be a sexual partner where you only had a single sexual encounter or several sexual 
encounters over a short period of time without the expectation of a relationship.
Q303 During the past three (3) months, how 

many non-paying sex partners did you 
have in total? 

[Ask the woman to give an estimate]

None

Total

No response  

0

______

99

Q305

Q305

Q304 Think of the last time you had sex with a 
non-paying partner. At that time, which 
pregnancy prevention methods did you 
use? Please tell me all the methods you 
used at that time.

(If respondent only mentions condoms, 
you would tick “condoms” accordingly, 
but in addition, probe with, “In addition 
to condoms, were you using any other 
contraceptive method at that time?” 
Mark all that apply.)

Pill

Intrauterine device (IUD)

Injectable

Implant

Male condom

Female condom

Female sterilization

Male sterilization

Lactational amenorrhea method 
(LAM)

Rhythm (calendar) method

Withdrawal

No method

Other (specify):

________________________

1

2

3

4

5

6

7

8

9 

10

11

0

96

Q304a Now thinking of the past month, how 
consistently do you feel you were able to 
use condoms with all of your non-paying 
partners?

[Read response options and tick her 
answer.]

Never

Rarely

Most of the time

Always

0

1

2

3
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Q304b [If using pill/IUD/injectable/implant/
sterilization] Where did you most 
recently obtain the method, e.g. pill/
IUD/injectable/implant/sterilization?

PROMPT RESPONDENT BY READING 
THE LIST HERE.

HIV testing site

HIV care and treatment site

Another HIV services

MNCH/FP service delivery site

Other health care delivery site

Sauti community-based service

Pharmacy

Other shop

Community health worker

Friend/relative

Other (specify):

_________________________

1

2

3

4

5

6

7

8

9

10

96

401

401

Q305a Was the facility or service public, private, 
or NGO sector?

[Private sector refers to a commercial 
or for-profit facility, in contrast to a non-
profit NGO service.]

Public sector

Private commercial sector

NGO

Don’t know

0

1

2

98

Q305b Can you tell us the name of the facility 
or program?

No

Name: 
________________________

0

1
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Q306 [If said only using condom, OR if they 
say they are not using any method at 
all.]

There are effective contraceptive 
methods, such as the pill, injectable, 
implant, and sterilization. Can you tell 
me why you choose not to use any of 
these effective methods?

(You do not need to read the response 
options, but probe with statements like, 
“Is there any reason?” Record all the 
responses mentioned by participant.)

Fertility-related reasons

She has infrequent sex

Menopausal/hysterectomy

She can’t get pregnant

Has not menstruated since last 
birth

Breastfeeding

Up to God/fatalistic

Wants to get pregnant

Opposition to use

She is opposed to these methods

Partner(s) is/are opposed

Others are opposed

Religious prohibition

Lack of knowledge

Does not know these methods

Does not know where to get 
methods

Method-related reasons

Side effects/health concerns

Lack of access/too far

Costs too much

Preferred method not available

No such methods available

Inconvenient to use

Interferes with body’s normal 
processes

Other (specify):

_________________________

1

2

3

4

 
5

6

7

8

9

10

11

12

13 

14

15

16

17

18

19

20 

96
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SECTION 4: FERTILITY DESIRE AND SAFER CONCEPTION
No. Question Coding categories Codes Skip to

Q401 Would you like to have a (or another) 
child someday, or would you prefer not 
to have any (more) children?

Have a/nother child

No more/none

Says she cannot get pregnant

Don’t know

1

2

3

98

Q403

Q404a

Q403
Q401a How long would you like to wait from 

now before the birth of a/another child?
Currently trying to get pregnant

Within one year

Within two years

More than two years from now

Don’t know

0

1

2

3

98

Q403

Q403
Q402 [If trying to get pregnant within the next 

two years]

With whom are you trying to have a 
child?

Current husband/boyfriend

Ex-husband/ex-boyfriend

Client

Other (specify):

________________

1

2

3

96

Q403 If you got pregnant now, how would you 
feel? Would you be very upset, a little 
upset, a little pleased, or very pleased?

Very upset

A little upset

Neither upset nor pleased

A little pleased

Very pleased

1

2

3

4

5
Many people who think about having children are affected by HIV. For couples in which one or both partners 
are living with HIV, what ways have you heard of for couples to get pregnant without infecting each other or 
the baby? For each of the following methods, please tell me if you are aware of each strategy for trying to get 
pregnant more safely:

[Read each item and note whether she is aware or unaware of each method.]
Q404a HIV medications taken by the HIV-

positive partner. This will reduce risk 
of passing HIV from the positive to the 
negative partner.

Aware

Unaware

Don’t know

1

0

98

Q404b HIV medications taken by the HIV-
negative partner (i.e., pre-exposure 
prophylaxis or PrEP). This will reduce risk 
of having the negative partner acquire 
HIV from the positive partner.

Aware

Unaware

Don’t know

1

0

98

Q404c HIV medications taken by the HIV-
positive woman during pregnancy. This 
reduces the risk of having the woman 
pass HIV on to her infant.

Aware

Unaware

Don’t know

1

0

98
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Q404d Self-insemination. This is when the HIV-
negative man ejaculates into a condom 
or container and then manually deposits 
semen into the HIV-positive woman’s 
vagina. This reduces the risk of having 
the positive woman pass the virus to the 
negative man.

Aware

Unaware

Don’t know

1

0

98

Q404e Timed unprotected intercourse. This is 
when couples only have unprotected sex 
during the few days a month when the 
woman is most fertile. This reduces the 
risk of having the positive partner pass 
the virus to the negative partner.

Aware

Unaware

Don’t know

1

0

98

Q404f Sperm washing. This is technology to 
cleanse an HIV-positive man’s sperm of 
HIV. This reduces the risk of the positive 
man passing the virus to the negative 
woman.

Aware

Unaware

Don’t know

1

0

98

Q404g Sperm donor. This refers to having an 
HIV-negative man (who is not the male 
partner) donate sperm to impregnate 
the woman. If either partner is HIV-
positive, using sperm of a “third-party” 
HIV-negative sperm donor instead of 
having unprotected intercourse reduces 
risk of passing the virus between the 
serodiscordant couple.

Aware

Unaware

Don’t know

1

0

98

Q404h Medical male circumcision. This is the 
surgical removal of skin from the HIV-
negative man’s penis. This reduces the 
risk of a positive woman passing the 
virus to her negative partner.

Aware

Unaware

Don’t know

1

0

98

Q405 How interested are you in learning about 
how HIV-positive women can try to get 
pregnant without infecting the partner or 
the baby?

Not at all interested

A little interested

Very interested

0

1

2

Q406 Has a healthcare provider ever provided 
you counseling or services about 
how HIV-positive women can make 
conception and pregnancy safer?

Yes

No

Don’t remember

1

0

98



44  ■  Assessing FP and safer conception needs and services among FSWs living with HIV in Dar es Salaam

SECTION 5: ASSESSMENT OF FP SERVICES

Now I’m going to ask you about your TODAY’s consultation with the Sauti service provider. These 
questions I will ask you are in reference to your TODAYs interaction and counseling with him/her 
only, not from other interactions you may have had in the past with other providers.

No Questions and filters Coding categories Codes Skip to
Q501 Did the provider ask you if you are 

currently trying to get pregnant?
Yes

No

Don’t know 

1

0

98
Q502 Did the provider ask you if you wish to 

get pregnant at any time in the future?
Yes

No

Don’t know 

1

0

98
Q503 Did the provider discuss with you how to 

get pregnant while minimizing the risk of 
passing on the HIV virus to your partner 
or your baby?

No

Yes

Don’t know

0

1

98

Q504 Did the provider discuss with you the 
effect that HIV can have on your fertility 
(i.e., HIV reduces fertility)?

Yes

No

Don’t know 

1

0

98
Q505 Prior to today’s consultation, had you 

ever talked with any Sauti provider about 
how to get pregnant more safely (i.e. 
getting pregnant while minizing the risk 
of HIV transmission to your partner or 
unborn baby)?

Yes

No

Don’t know 

1

0

98

Q506 Did the provider ask you if you are 
currently using any method to prevent 
pregnancy?

Yes

No

Don’t know 

1

0

98
Q507 Some women may use different 

methods of preventing pregnancy with 
different partners. For example, they 
may be using condoms to prevent 
pregnancy with clients, but they may 
not use condoms with their boyfriends. 
Did the provider ask you about whether 
your contraceptive use is different with 
different partners?

Yes

No

Don’t know 

1

0

98

Q508 Did the provider ask you if you were 
currently using any method to prevent 
pregnancy with your non-paying clients?

Yes

No

Don’t know 

1

0

98
Q509 Did the provider ask you if you were 

having any problems with the pregnancy 
prevention method(s) you are using?

Yes

No

Don’t know 

1

0

98
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No Questions and filters Coding categories Codes Skip to

Q510 Did the provider ask you if you had a 
preference for any particular pregnancy 
prevention method?

Yes

No

Don’t know 

1

0

98
Q511 Which of the following methods did the 

provider discuss with you? 

READ ANSWERS ALOUD AND SELECT 
ALL THAT APPLY.

Pill

Intrauterine device (IUD)

Injectable

Implant

Male condom

Female condom

Female sterilization

Male sterilization

Lactational amenorrhea method

Rhythm method

Withdrawal

Emergency contraception

No method discussed

Other (SPECIFY):

________________________

1

2

3

4

5

6

7

8

9

10

11

12

0

96

Q512 Did the provider mention side effects of 
different methods with you?

Yes

No

Don’t know 

1

0

98
Q513 Did the provider discuss how 

antiretroviral medications may affect 
how well contraceptive methods work?

Yes

No

Don’t know 

1

0

98
Q514 Did you receive a contraceptive method 

today?
No, and I do not wish to use a 

method

Yes

I already had a method 

0 

1

2

Q517 

Q517
Q515 Were you given a prescription or referral 

for a method today? 
No

Yes, prescribed a method

Yes, referred for a method

0

1

2

Q517
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No Questions and filters Coding categories Codes Skip to

Q516 Which method(s) did you receive or were 
given a prescription or referral?

(Select all that apply.)

Pill

Intrauterine device (IUD)

Injectable

Implant

Male condom

Female condom

Female sterilization

Male sterilization

Lactational amenorrhea method

Rhythm method

Withdrawal

Emergency contraception

No method discussed

Other (SPECIFY):

________________________

1

2

3

4

5

6

7

8

9

10

11

12

0

96

Q517 Did the provider talk to you about telling 
your partner(s) about your HIV status 
(i.e., disclosure)?

Yes

No

Don’t know 

1

0

98

SECTION 6. HIV-RELATED BEHAVIORS
Q601 Are you currently receiving services at 

an HIV care and treatment center?
No

Yes

0

1 Q603
Q601a What are the main reasons you have not 

registered in care? 

SELECT ALL THAT APPLY

 Feel healthy/not sick

Stigma, don't want others to know

Cost/can’t afford to go to clinic

Distance to health facility is too far

Waiting time or hours at clinic not 
good

Poor attitude of health care 
workers

I don’t know where to register

Other_____________________

 Don't Know

1

2

3

4

5 

6 

7

96

98

All Q701

Q602 Have you tested for viral load during the 
past 6 months?

Yes

No

1

0 Q603
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Q602a Do you remember the range of your viral 
load results?

Undetectable

Detectable

Have not received results yet

Don’t remember

0

1

2

98
Q603 Are you currently taking antiretroviral 

therapy?
No

Yes

Don’t know

0

1

98

Q605

Q604 During the past 7 days, on how many 
days have you missed all your pills?

No days

One day

Two days

Three days

More than three days

0

1

2

3

4
Q605 How often do you see your HIV doctor? Every 1 month

Every 2-3 months

Every 4-6 months

Other_________

1

2

3

96
Q606 Besides your HIV care providers 

(doctors/ nurses), have you told anyone 
that you are living with HIV?

Yes

No

1

0 Q701

Q607 If yes, who did you tell?

SELECT ALL THAT APPLY

Paying clients

Casual non-paying partners

Boyfriend/Husband

Parents

Siblings

Support group members

Peer educators

Friends

Children

Other (Specify)__________

1

2

3

4

5

6

7

8

9

96

SECTION 7. CLIENT SATISFACTION
Q701 Did you feel that the family planning 

information given to you during your 
consultation today was too little, too 
much, or just about right?

Too little

Too much

About right

1

2

3

Q702 Did you feel that you had privacy during 
your consultation with the provider? In 
other words, did you feel comfortable 
that others could not see or hear you?

No

Yes

0

1

Q703 Did you feel that the provider treated 
you respectfully?

Yes

No

1

0
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Q704 Did the provider give you the opportunity 
to ask questions? 

No

Yes

0

1
Q705

Would you recommend Sauti services to 
other women like you?

No

Yes

0

1 Q707

Q706 Why wouldn’t you recommend Sauti 
services to other women?

Q707 Result of the interview Complete

Incomplete

1

2
Q708 If incomplete, what was the reason?

__________________________
Q709 Interview end time Hr:[___] Min:[____] 24 hour

Thank you for your time.
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APPENDIX 2: CHECKLIST FOR 
OBSERVATIONS OF CONSULTATIONS

INSTRUCTIONS TO OBSERVER:

Before beginning the observation, read the following to the provider.

“My name is __________, and I work with ___________. We are conducting a study to learn about 
how providers and clients interact during visits to Sauti services. This information will help us 
better understand clients’ concerns and needs. If you agree, I will observe silently as you attend 
to your clients and take notes. I am not here to evaluate your work, and your participation in this 
study will not affect your employment in any way. Do I have your permission?” 

After confirming provider permission, proceed with the informed consent process for the client. 

If consent is obtained, begin the observation, being as discreet as possible. 

a1. Region [ ___ ]

a2 District [ ___ ]

a3 Ward [ ___ ]

b Observer code [ ___  ]

c. Observation date [ __ | __ ] / [ __ | __ ] / [ __ | __ ]

d. Type of provider Nurse

Doctor

Other (SPECIFY):

________________________________

1

2

3

e. Sex of provider Male

Female

0

1
f. Time started [ ____ : ____ ]

g. Time ended [ ____ : ____ ]

For each item in the checklist, indicate the response that most appropriately represents your 
observation of what happened during the client-provider interaction. For each item, specify 
whether the item was discussed during the consultation. Note that the flow of the conversation 
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may not follow the order that the items are presented here. Therefore, it is important to familiarize 
yourself with this checklist in advance of the observation.

HIV 
Item Did the provider discuss or did the 

client volunteer information on 
this item?

Code Skip

101 Whether she is enrolled in care and 
treatment

No

Yes

0

1
Concerns about adherence to treatment No

Yes

0

1
Disclosure of her own HIV status to sex 
partners

No

Yes

0

1
Knowledge of HIV status of sex partners No

Yes

0

1
Symptoms of opportunistic infections No

Yes

0

1
Referral to care and support services No

Yes

0

1

Family planning screening
Desire to have a child or more children No

Yes

0

1
Desired timing for birth of next child No

Yes

0

1
Assessed whether client currently 
pregnant

Note that this is likely not a direct 
question posed by provider, but rather 
a series of questions per the Sauti 
counseling module.

No

Yes

0

1

Current family planning (FP) use No

Yes

0

1
Observer: Indicate whether client is 
using a FP method

No

Yes

0

1

Q208
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Observer: Mark which method client 
reports she was using (i.e., before 
attending this consultation). Check all 
that apply.

Pill

Intrauterine device (IUD)

Injectable

Implant

Male condom

Female condom

Female sterilization

Male sterilization

Lactational amenorrhea method 

Rhythm method

Withdrawal

No method

Other (specify):

________________________

1

2

3

4

5

6

7

8

9

10

11

0

96

Client condom use consistency is 
different with different partners (for 
example, partners versus paying clients)

No

Yes

0

1

Client is happy/unhappy with current FP 
method(s)

No

Yes

0

1
Client may wish to use a new/different 
method

No

Yes

0

1
Different FP method options discussed No

Yes

0

1
Observer: Mark which FP methods are 
discussed. Check all that apply.

Pill

Intrauterine device (IUD)

Injectable

Implant

Male condom

Female condom

Female sterilization

Male sterilization

Lactational amenorrhea method 

Rhythm method

Withdrawal

No method

Other (specify):

________________________

1

2

3

4

5

6

7

8

9

10

11

0

96

Side effects of methods No

Yes

0

1
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Some antiretroviral medications may 
reduce effectiveness of some hormonal 
contraception 

No

Yes

0

1

Emergency contraceptive pills No

Yes

0

1
Safe abortion care (pregnancy 
termination, post-abortion care)

No

Yes

0

1
Condoms are the only method that 
prevents HIV and STI transmission

No

Yes

0

1
Dual method use (condoms plus 
another effective method) can 
prevent both pregnancy and HIV/STI 
transmission

No

Yes

0

1

Client fears and concerns about 
methods

No

Yes

0

1
Where to obtain different methods No

Yes

0

1

Safer pregnancy and preconception care 
Item Did the provider discuss or did the 

client volunteer information on 
this item?

Code Skip

HIV can reduce fertility No

Yes

0

1
Sexually transmitted infections can 
reduce fertility

No

Yes

0

1
Strategies for getting pregnant more 
safely

No

Yes

0

1

Q304

Observer: Mark which of the following 
safer conception strategies were 
discussed.

ART for HIV-positive partner

PrEP for HIV-negative partner

Self-insemination

Timed unprotected intercourse

Sperm washing

Sperm donor

Other (Specify):

______________________

1

2

3

4

5

6

96

ART during pregnancy for pregnant 
woman (i.e., PMTCT)

No

Yes

0

1
Partner involvement in conception plans No

Yes

0

1
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Observer’s notes (a couple paragraphs of narrative per section below):
Please summarize the client’s FP use and need. For example, describe specific information on 
how she responded to questions about how she prevented pregnancy with different partners, any 
concerns about methods, and which method(s) she left the consultation with.

Please summarize how the client described her desire for children, including whether/when she 
may wish to get pregnant, with whom, etc.

Please summarize whether/how the provider and client discussed how she could get pregnant 
more safely, such as periconception counseling or safer conception strategies discussed.

Is there any additional information you can provide that can help describe how family planning 
and fertility were discussed in this consultation?
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APPENDIX 3: QUALITATIVE 
INTERVIEW GUIDE FOR WOMEN 
PLANNING TO HAVE CHILDREN 
IMMINENTLY

Thank you again for taking the time for me to interview you about your feelings about having 
children in the next two years, as well as your experiences receiving services through Sauti. Your 
feedback will help us try to improve services so that they meet your needs. I want to be able to 
focus on what you’re saying while we talk, so I’m going to record this conversation so our research 
team can transcribe and review it later. Everything you say is confidential, and your name will not 
be mentioned anywhere.

[First, fill out the short form to collect demographic information. Make sure to test the recorder 
before beginning interview!]

RESPONDENT ID [ ____ | ____ | ____]
a1. Region [ ___ ]
a2. District [ ___ ]
a3. Ward [ ___ ]
b Interviewer code [ ___ | ___ 
c. Interview date [ ___ | ___ ] / [ ___ | ___ ] / [ ___ | ___ ]
d. Time started [ ____ : ____ ]
e. Time ended [ ____ : ____ ]
1. Age [ ____ | ____ ]   [Enter 99 if Don’t Know]
2. Marital status 0 Never married

1 Married
2 Divorced
3 Widowed
4 Living with partner

3. Number of living children [ ____ | ____ ]
4. How many times have you been pregnant 

since receiving your HIV-positive 
diagnosis, including pregnancies that did 
not end in a live birth?

[ ____ | ____ ]

5. How long do you wish to wait before 
having a (another) child?

1 Currently trying to get pregnant
2 Within one year
3 Within two years

6. Currently on ART? 0 No
1 Yes
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REPRODUCTIVE HISTORY
First, I would like to talk about your experiences with pregnancy in the past.

1. [If she has been pregnant before] For each of your pregnancies, I’d like to ask you a few 
questions.

Ask about the following for each pregnancy:

• Thinking of the first time you were pregnant, could you tell me:
• How old were you?
• How would you describe your relationship with the man with whom you got pregnant at that 

time? For example, was he a boyfriend/husband/client? How long had you known him? At 
the time, did you consider him a long-term intimate partner that you would have a future 
relationship with?

• Do you recall whether you were using a condom or other contraception?
• Was that pregnancy planned?
• At the time, had you already started selling sex?
• At the time, had you been diagnosed with HIV yet? 

• [If has already been diagnosed with HIV]: Were you on antiretroviral therapy at the time? 
• Did you receive prenatal care at a facility during that pregnancy?

- Did you end up delivering the child? [If not, probe for whether it was a miscarriage, abortion, etc.]
• [If applicable:] Where did you go to obtain an abortion? How did you terminate the pregnancy 

(i.e., using medication, at a facility, etc.)?
• Where did you deliver (i.e., at home, in a facility)? Who assisted your delivery (i.e., a doctor, 

midwife, relative)?

• Now thinking of your second pregnancy,…Is he the same partner?

[Repeat the above questions for each pregnancy]

LIVING WITH HIV
Now I’d like to talk to you about your experience as a woman living with HIV.

2. Do you know how you became HIV-positive?

• Probe for: Born with HIV, acquired through unprotected sex, injection drug use
• How old were you when you learned your HIV status?
• Who else knows that you are HIV-positive?

• Probe for: Her family, her children, friends, any partners?

3. Could you tell me about your experiences as a woman living with HIV who sells sex?

• Compared to selling sex as an HIV-negative woman, what are some of the challenges you face 
as someone living with HIV?

• How often do you tell clients about your HIV status? How have they responded?
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• Probe for: Clients do not want to have sex with her after disclosure, interest in condom use, 
amount of money offered, clients’ emotional reaction to learning her status

FAMILY PLANNING BEHAVIORS
4. What kinds of method or strategies have you ever used to prevent pregnancy when you did not 
want to get pregnant in the past?

• Many FSWs use condoms, but they say it is difficult to use them all the time with all partners. 
Are you aware of other contraceptive methods other than condoms? Which ones?

• Have you ever used condoms in addition to another contraceptive method at the same time? 

• Which other methods have you used? [Other modern methods include the pill, injectable, 
intrauterine device, implants, female sterilization, male sterilization, lactational amenorrhea 
method, emergency contraception.]
• Where did you obtain this/these other method(s)? 

[Find out whether the method was obtained from an HIV service delivery point, or from a 
maternal health/reproductive health service delivery point.]

• If have used modern method, has she experienced any negative experience from using the 
method? If so, has that made her ever think of stopping/changing the method? 

• [If she has not used modern methods other than condoms:] What are your reasons for not 
using other methods?
• Probe for: Too expensive, lack of access, fear of side effects, concerns related to how 

hormones could interact with HIV medications, how spotting may affect sex work, infertility 
concerns, etc.

DESIRE FOR CHILDREN
5. Now I’d like to talk about your feelings about having children in the future. 

• How did you decide that you want to have a child soon? What made you decide this is the time 
to try to have a child? 
• With whom would you like to have children? Is it a boyfriend, a client, a husband, for 

example?
• [If she has a specific partner in mind:] Does he know about your desire to have a child with 

him?

• Have you discussed with him your desire to have a child? How does he feel about that?

• Does he know that you are living with HIV? If not, what are your concerns about telling him?

• Do you have any concerns about trying to get pregnant as a woman living with HIV?
• Probe for: Concerns about transmitting HIV to partner or baby, beliefs about whether HIV 

affects fertility

• Have you thought about how you might try to prevent transmitting HIV to the baby or your 
partner? How might you try to reduce this risk?
• Probe for: Whether she is using any safer conception strategies, whether she is aware of any 

such strategies
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6. Have you discussed your desire for children with healthcare providers? 

[If you have discussed with them], where did you have this discussion (i.e., Sauti, other 
services?) 

• How did they respond? What kind of information or counseling did they give you? 
• Probe for: 

• Did the provider discuss how HIV infection can have a negative effect your fertility?
• How condom use can help reduce risk of infertility due to sexually transmitted infections?
• Did the provider discuss with you on safer conception strategies, meaning strategies for 

how you can get pregnant more safely? Which strategies did they discuss with you?
• Probes: timed unprotected sex, artificial insemination, use of antiretroviral therapy to 

reduce transmission risk, etc.?
• Did the provider discuss with you the Importance of receiving antenatal care and PMTCT 

service? What did s/he talk about with you?
• Were you satisfied with your experiences discussing your desire for children with providers? 

Why or why not?
• Were the providers respectful and nonjudgmental when you discussed these issues with 

them?

[If you have NOT discussed this with a provider], why haven’t you?

• Probe for: Fear of stigmatizing attitudes by provider, health care services too far away, financial 
constraints

[Ask to all]—If you could give advice to providers who counsel women like you about how to get 
pregnant more safely, what would you recommend? How can they help you better?

Thank you very much for your time.
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APPENDIX 4: QUALITATIVE 
INTERVIEW GUIDE FOR PROVIDERS

Thank you again for taking the time for me to interview you about your experiences providing 
family planning counseling to HIV-positive women who engage in compensatory sex. Your 
feedback will help us learn about these women’s need for family planning and preconception 
counseling. I want to be able to focus on what you’re saying while we talk, so I’m going to record 
this conversation so our research team can transcribe and review it later. Everything you say is 
confidential, and your name will not be mentioned anywhere.

[First, fill out the short form to collect demographic information. Make sure to test the recorder 
before beginning interview!]

RESPONDENT ID [ ____ | ____ ]

a1. Region [ ___ ]
a2. District [ ___ ]
a3. Ward [ ___ ]
b Interviewer code [ ___  ]
c. Interview date [ ___ | ___ ] / [ ___ | ___ ] / [ ___ | ___ ]
d. Time started [ ____ : ____ ]
e. Time ended [ ____ : ____ ]
1. Age [ ____ | ____ ]

[Enter 99 if Don’t Know]
2. Sex 0 Female

1 Male
3. How long have you been 

working with Sauti?
[ ____  ] years

[ ____  ] months
4. Type of provider 1 Nurse

2 Doctor
3 Other (Specify):

RELEVANT PROFESSIONAL EXPERIENCE
First, I would like to talk about your professional background, including your experience working 
with HIV-positive women who sell sex.

1. Could you tell me about your professional background and training?



Probes:

• [If a clinician] What is your professional background and experience? Highest level of education 
attained? 

• Do you have any training specific to working with people living with HIV?

• Could you describe any training you have received on: 
• family planning?
• HIV testing and counseling?
• antiretroviral therapy?
• prevention of mother-to-child transmission of HIV (PMTCT)?
• strategies to help HIV-affected couples get pregnant while minimizing risk of vertical or 

horizontal transmission (sometimes referred to as “safer conception” or “preconception 
counseling”?

2. Could you describe your experience providing care for women who engage in compensatory 
sex?

Probes:

• How do you go about determining which female clients engage in this activity? What specific 
question(s) do you ask? 

• Did you receive any specific training on working with these women specifically? 

• What have you observed or heard about these women’s experiences with stigma and 
discrimination in healthcare settings?

• What are some of the unique challenges faced by women who are living with HIV, who are also 
engaging in compensatory sex? [Consider this a broad question. This could be social barriers, 
stigma, health needs

FAMILY PLANNING AND DESIRE FOR CHILDREN
3. In your experience, how important is it to address family planning among HIV-positive women 
who engage in compensatory sex Why?

Probes:

• We know that unintended pregnancy and abortion are very common in these communities. Why 
is that the case?

• Many of these women say that they rely exclusively on condoms for pregnancy prevention. Why 
don’t more of them use other more effective modern contraceptive methods?
• Probe for: misconceptions about method safety, erroneous assumptions that they are 

infertile as HIV-positive women, access challenges, concerns about side effects

• How is it different counseling HIV-positive women who sell sex on family planning, compared to 
counseling HIV-positive women who do not sell sex? 

• What has been your experience with HIV-positive women who sell sex who become pregnant? 
Do you know the circumstances under which they got pregnant, and what the outcomes of 
those pregnancies were?
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• What do you feel are possible strategies and solutions to try to address these unmet needs?

4. We rarely talk about the possibility that HIV-positive women (including women who sell sex) 
may wish to have children someday (whether immediately or some indefinite time in the future). 
What are the challenges you see in trying to help these women become mothers more safely, if 
they so desire?

Probes:
• What kind of experience have you had counseling HIV-affected couples (not just women who 

sell sex) on how they can conceive more safely? Which strategies do you counsel them on?
• Probe for: timed unprotected intercourse, PrEP for the HIV-negative partner, ART for the HIV-

positive partner, artificial insemination, PMTCT for pregnant women, other approaches?
• How knowledgeable are HIV-positive women who sell sex about how to conceive more 

safely, reducing risk of horizontal and vertical transmission? What are some common 
misconceptions?

• In many places, providers are not comfortable talking about desire for children among HIV-
positive women who sell sex. Why do you feel providers often are uncomfortable discussing 
fertility desires with HIV-positive women who sell sex?
• Probe for: Lack of provider knowledge, stigmatizing attitudes, belief that HIV-positive 

women should not have children, belief that FSWs should not have children, fear of vertical 
transmission

RECOMMENDATIONS FOR FUTURE PROGRAMS, POLICIES
Next, I’d like to hear any suggestions you might have for policymakers and program managers 
who wish to better meet the fertility-related needs of HIV-positive women who sell sex.

4. What kinds of policies or clinical protocols might help to better identify and address the family 
planning and safer conception needs of HIV-positive women?

Probes:

• What kind of staff training is necessary? Think about both clinical skills as well as any 
sensitization training (like stigma reduction).

• What kinds of challenges do providers face when trying to address both HIV-related needs as 
well as fertility-related needs of these women? How can we overcome those challenges?

• What kinds of service delivery strategies or modalities would you recommend (e.g., community-
based services, home-based care)?

• Any other comments or suggestions?

Thank you very much for your time.





Project SOAR
Population Council

4301 Connecticut Ave, NW 
Suite 280

Washington, D.C. 20008 USA
Tel: +1 202 237 9400
Fax: +1 202 237 8410 

projsoar.org


	_Hlk521660610
	_Hlk516742326
	_Hlk513021152
	_Hlk513379563
	_Hlk514139944
	_Hlk521322439
	_Hlk521320246
	_GoBack
	_Hlk498316450
	_Hlk498511679
	ACROnYMs
	Executive Summary
	INTRODUCTION
	METHODOLOGY
	Objectives
	Study design and context
	Data collection methods
	Ethical review
	Data analysis 

	Key findings
	Results from client exit interviews
	Observations of client-provider interactions
	Qualitative in-depth interviews with women who want to get pregnant
	Qualitative in-depth interviews with providers

	DISCUSSION 
	conclusions and recommendations
	Conclusions
	Recommendations

	REFeREnces
	




Appendices
	Appendix 1: client exit intervew survey
	appendix 2: checklist for observations of consultations
	appendix 3: qualitative interview guide for women planning to have children imminently
	appendix 4: qualitative interview guide for providers

