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Abstract

We assessed reported communication with HIV providers about reproductive plans among HIV + men in Rio de
Janeiro, Brazil, and factors associated with having had such communication. A total of N = 311 HIV + men (18–
50 years) receiving HIV care at one of six public primary care clinics in Rio de Janeiro between 2008–2009
were surveyed. We used descriptive statistics, and multivariate logistic regression to identify factors associated
with communication about childbearing with an HIV provider. HIV + male patients (mean age = 42.7 years,
57% mixed race; 23% bisexual, 51% married/committed partner, 61% with at least one biological child, 77% on
ART) reported accepting attitudes of HIV and childbearing (51%), the desire (39%), and/or intention (19%) to
have a future child, and reported communication with the HIV provider (14%) or their primary partner (28%)
about having children. There were no significant differences between the responses of HIV + heterosexual and
bisexual men on the above outcomes. Men who discussed childbearing with their HIV provider were more
likely to have accepting attitudes about HIV and childbearing [AOR 2.8, 95%CI (1.2–6.4), p = 0.014], and
intend to have a child [AOR 2.6, 95% CI (1.2–5.6), p = 0.018], but less likely to have discussed this topic with
their partner [AOR 0.32 (0.15–0.68), p = 0.003]. Among men reporting communication, 40% (17/42) reported
advice against having a child. An unmet need for collaborative, nonjudgmental, and provider-initiated com-
munication about childbearing goals exists for HIV + men in clinical care.

Introduction

In the last decade, the topic of childbearing intentions
among people living with HIV globally has received in-

creasing attention. The majority of such research focuses on
the reproductive goals of women living with HIV; however,
limited data including the perspective of men living with HIV
(HIV + men) on future childbearing have been published
from a few high income (US, UK, Switzerland),1–3 middle
income (Brazil and South Africa),4–7 and low income
(Nigeria, Uganda) countries.8–10 Researchers in Sao Paulo,
Brazil were among the first to publish data regarding fertility
intentions among HIV + women11 and men,4 reporting a
significant proportion (43–50%) of HIV + men in Brazil want
to have a(another) biological child in the future.4–6

Recognizing the importance of having children among
HIV + men, patients need to be able to discuss and plan such

childbearing decision making with their HIV provider and
partner. There is growing awareness of the unmet need for
reproductive counseling among HIV + women in clinical
care, as illustrated by recent studies in Brazil,12,13 the United
States,14–17 and sub-Saharan Africa.18,19 This same need for
reproductive counseling among HIV + male patients has
been largely ignored.20

This study assesses the desire and intention to have a bi-
ological child among HIV + heterosexual and bisexual men
receiving HIV clinical care at public municipal hospitals in
Rio de Janeiro, Brazil, in addition to their reported commu-
nication with HIV providers about realizing this goal. To our
knowledge, this is the first article specifically assessing fac-
tors associated with HIV + men’s communication with their
HIV providers regarding reproductive goals in Brazil. Fur-
thermore, this study was conducted in decentralized public
health centers rather than specialized academic reference
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centers. We aim to answer the following research questions:
(1) What proportion of HIV + men desire and intend to have a
child in the future? (2) What proportion of HIV + men have
discussed this topic with their provider? (3) Do responses
differ significantly between HIV + heterosexual or bisexual
male patients? and (4) What characteristics of male patients
are associated with the likelihood of having such communi-
cation with one’s provider?

Methods

A total of n = 900 HIV + patients receiving HIV clinical
care at one of six public primary care reference clinics be-
tween 2008–2009 were referred by their health providers and
participated in the study. The six primary care clinics were
strategically selected to reflect the geographic and socio-
economic differences among the 27 clinics of this type in Rio
de Janeiro. This analysis focused on the 311 heterosexual
and bisexual HIV + men who completed questions related to
future childbearing plans included in the larger survey as-
sessing a multitude of topics relevant to people living with
HIV. Childbearing related data from the 180 HIV + female
participants of reproductive age have been published,13 and
such items were skipped for the 409 homosexual male
participants.

Patients between the ages of 18–50 years with a confirmed
HIV diagnosis were eligible to participate and were informed
of the purpose and potential risks and benefits of participation
in a private room of the clinic. Participants provided written
informed consent before taking the interviewer-administered
survey, which required approximately 50 min. The ques-
tionnaire was written and administered in Portuguese and
then translated into English to facilitate analyses. The In-
stitutional Review Board at the Oswaldo Cruz Foundation in
Brazil approved research protocols.

Measures

To assess desires and actual intentions, men were asked in
separate questions if they want to have a child in the future
and if they intend to have a child in the future. To assess direct
communication about this topic, we asked ‘‘Have you or your
partner ever talked with your provider about having a child in
the future?’’ and ‘‘Has your provider ever advised you
against having a child?’’ Participants were also asked, ‘‘Have
you discussed having a child with your current partner?’’
Responses options to all of the above questions were yes or
no. Unmet need for communication with HIV providers
about future childbearing options was calculated as the pro-
portion of men who responded ‘‘yes’’ to wanting or intending
to have a child, but responded ‘‘no’’ to ever discussing the
topic with their HIV provider.

We used the Relationship with Clinical Care Providers:
The Patient Reactions Assessment (PRA) scale, developed by
Galassi et al. to measure patients’ perceived quality of the
patient–provider relationship.21 We used 12 items to measure
the scale’s three subdomains: Patient Information Index,
Patient Communication Index, and Patient Affective Index,
with response options ranging from strongly disagree to
strongly agree. The scale had high reliability with Cronbach’s
alpha of 0.86 and was divided into low (less than 44), medium
(45–47), and high (48) based on the distribution of scores.
Accepting attitude regarding HIV and childbearing was as-

sessed by the single question, ‘‘Do you think its okay for an
HIV + woman to become pregnant and have a child?’’ To
measure perceived HIV stigma, we used eight items from the
HIV Stigma Scale developed by Berger and colleagues (e.g.,
I feel guilty because of HIV).22 Higher scores reflected higher
frequency of experiencing stigma from HIV, and the Cron-
bach’s alpha was 0.76. The scale was then dichotomized at
the median score of 14 (range 8–32) to create responses of
low versus high HIV discrimination. Self-reported quality of
life in the past 6 months was assessed by the question, ‘‘How
would you classify your quality of life in the past 6 months?’’
with response options of ‘bad, satisfactory, good, very good,
or excellent.’

Analyses

We used descriptive statistics to summarize key outcomes
among HIV + male patients, and Pearson’s chi-squared tests
to assess significant differences in sexual orientation (het-
erosexual vs. bisexual). Variables with a p-value less than 0.1
in bivariate logistic regression analyses were maintained for
multivariate analysis, in addition to theoretically relevant
variables including age, parity, race, level of education, and
relationship status. Multivariate logistic regression using
backward stepwise selection identified factors associated
with previous communication about childbearing with one’s
HIV provider. We calculated the chi-square and Hosmer-
Lemeshow statistic for the model and assessed collinearity
between key variables in the logistic regression.

Results

Sample characteristics

The majority of HIV + male participants were hetero-
sexual (77%) and of mixed race (57%). Among those in a
committed relationship, 92% said their partner was aware of
their HIV + status, nearly 35% had been with their partner
over 10 years, and 61% reported one or more biological
children. Among those on ART (77%), approximately two-
thirds self-reported perfect adherence in the previous 4 days
(Table 1).

Childbearing attitudes, desires and intentions,
and communication reported by HIV + men

Nearly 40% of HIV + men reported the desire to have a
child in the future. When asked if they actually intended to
have a child, that proportion dropped to only 19% of men.
Just over half of the HIV + men interviewed (51%) held
accepting attitudes regarding HIV and childbearing. In re-
gard to communication about future childbearing goals, only
14% of men reported that they had discussed childbearing
with a HIV provider. Among men reporting communication
with their provider, 40% (17/42) said their provider advised
them against having a child. The Relationship with Clinical
Care Provider Scale scores ranged from 13 to 48 (out of a
possible range of 12–48) with a median score of 48 (Mean
44.2; SD 6.5), indicating extremely positive perceptions of
their HIV provider. A minority of participants’ scores (25%)
indicated a low quality relationship with their provider
(Mean 35.3; SD 7.7). Twice as many men (28%) reported
discussing future childbearing with their primary partner
compared to their provider, and only 7% of men reported
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communication with both their partner and HIV provider
(Table 2).

Comparisons between HIV + heterosexual
and bisexual men on key outcomes

There were no significant differences between the responses
of heterosexual and bisexual HIV + male patients regarding
attitudes, desires and intentions, communication regarding
future children, HIV discrimination, nor perceived quality of
life (Table 3). Consequently, we did not control for sexual
orientation in the multivariate logistic regression (Table 4).

Factors associated with communication
with HIV providers

In bivariate analyses, HIV + men with more accepting
attitudes about HIV, those with future childbearing desires
and/or intentions, and men reporting lower satisfaction with
the provider relationship were significantly more likely to have
reported previous communication about this topic with their
HIV provider. Men who had discussed childbearing with their
primary partner were significantly less likely to discuss this
topic with their HIV provider. In multivariate logistic regres-
sion analyses, controlling for theoretically driven variables
including age, parity, relationship status, race and education
level; men with more accepting attitudes about HIV and
childbearing were over twice as likely to report discussing this
topic with their HIV provider [AOR 2.8, 95% CI (1.2–6.4),
p = 0.014]. Not surprisingly, men who intended to have a child
were over twice as likely to have discussed this topic with their
HIV provider [AOR 2.6, 95% CI (1.2–5.6), p = 0.018]. Men
reporting lower scores on the Relationship w/ Clinical Provi-
der Scale were marginally more likely to report such
communication with their HIV provider [AOR 2.4, 95% CI
(0.99–5.5), p = 0.051]. The findings that men who had dis-
cussed future childbearing with their partner were significantly
less likely to discuss childbearing with their HIV provider
remained significant in multivariate analyses [AOR 0.32, 95%
CI (0.15–0.68), p = 0.003].

Covariates in the model were assessed for colinearity. All
correlations were low, r < 0.3, with the exception of child-
bearing desires and intentions which were moderately cor-
related at r = 0.61. Only childbearing intentions remained
significant in the multivariate model. The Hosmer Leme-
show goodness of fit statistic, X2 = 33.7, p < 0.001 (n = 275
observations), indicated a poor model fit, suggesting there
are other variables contributing to the variance in reported

Table 2. Childbearing Attitudes, Goals,

and Communication Among HIV +
Male Patients, n = 311

Variables n (%)

Attitudes
‘‘Okay for HIV + woman to become

pregnant?’’ (yes)
149 (51)

Desires
Want to have a child in the future (yes) 115 (39)

Want to have 1 child 66 (57)
Want to have > 1 child 49 (43)

Intentions
Intend to have a child in the future (yes) 57 (19)

Intend to have 1 child 28 (49)
Intend to have > 1 child 29 (51)

Communication about childbearing
Reported communication w/HIV provider 42 (14)
Reported provider advised against

childbearing
17 (40)

Relationship w/clinical care provider
Scale, mean (SD)

44.2 (6.5)

Reported communication w/partner 81 (28)
Reported communication w/partner and

provider
22 (7)

Table 1. Characteristics of 311 HIV + Male Patients

Included in This Study

HIV-infected men
Characteristics N = 311 (%)

Mean age (SD), range 42.7 (7.2),
23–55 years

Race
Black 57 (18)
White 78 (25)
Mixed 176 (57)

Sexual orientation
Heterosexual 238 (77)
Bisexual 71 (23)

Relationship status
Single without committed partner 112 (36)
Married or with committed partner 159 (51)
Separated, divorced or widowed 40 (13)

Years with partnera

<1 year 18 (10)
1–5 years 53 (30)
6–10 years 44 (25)
> 10 years 63 (35)

Partner disclosurea

Partner HIV status (positive
or unknown)

79 (44)

Partner knows your HIV
positive status

167 (92)

Biological children
Yes 190 (61)

Mean number, (SD) range 2.2, (1.5)
1–10 children

Level of education
Some or complete primary education 143 (46)
Some or complete secondary

education
120 (39)

Some or complete higher education 48 (15)

Religious affiliation
Catholic 125 (40)
Evangelical (traditional or

penticostal)
97 (31)

Other [Spiritualist, Afro-Brazilian
(Candomble, Macumba)]

52 (17)

None 37 (12)

ART
Currently on ART 240 (77)
Report perfect adherence

(last 4 days, self-report)
207 (86)

aAmong 181 reporting a current partner (committed or casual).
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communication with providers that were not measured in
this model.

Discussion

Reproductive counseling about future childbearing is an
unmet need among HIV + men in Rio de Janeiro. Among
HIV + men in this study who want to have a child in the
future, nearly two-thirds have not discussed this possibility
with their HIV provider. Participants’ sexuality (heterosexual
vs. bisexual) did not appear to influence attitudes, plans or
communication about future children, suggesting this topic
should at least be raised with all heterosexual and bisexual
men receiving HIV care. In regard to communication with
HIV providers, men who were more likely to want or intend
to have a child in the future were logically more likely to have
discussed this topic of increased relevance in their lives. It is
uncertain from these data, however, who initiated such
communication. It should not be presumed that such con-
versations were necessarily supportive of informed repro-
ductive decision making, as 40% of men reported they were
advised against having a child in the future.

Unfortunately, these data do not include the providers’ ra-
tional or justification for such advice. While findings regarding
the quality of the patient–provider relationship and perceived
quality of life were only marginally significant (< 0.1), the
direction of the association may initially seem counterintui-
tive. We cannot tell from these findings if communication
about childbearing that was met with discouragement from
providers may have contributed to strained provider rela-
tionships. Additional qualitative methods are needed to better
understand the relationship between provider–patient rela-
tionship, quality of life, and past communication about re-
production options with one’s HIV provider.

Men in our study reported slightly lower desires to have a
child (39%) compared to 43% and 50% reported in previous
studies in Sao Paulo.4,5 While reported communication with
HIV providers was not directly measured by Paiva and col-
leagues, they reported most participants did not feel health
professionals were supportive enough or even impartial about
their desire to have a child, and that men’s knowledge of
perinatal transmission risk was low.4,5 Comparing our data to
those of other studies directly assessing communication
about future reproductive plans among HIV + men, we found

Table 3. Comparison of Communication with HIV Providers and Other Key Variables

Between HIV + Heterosexual and Bisexual Males in Rio de Janeiro, Brazil

Heterosexual Bisexual X2 /
Variables n = 238 n = 71 t(df) p Value

Attitudes
‘‘Okay for HIV + woman to become pregnant?’’ 117 (49.8) 31 (55.3) 0.56 0.45

Desires
Want to have a child in the future (yes) 91 (38.7) 23 (41.8) 0.18 0.67

Intentions
Intend to have a child in the future (yes) 45 (19.6) 12 (23.1) 0.31 0.58

Communication about childbearing
Provider
You/partner talked about future childbearing (yes) 33 (14.0) 9 (16.1) 0.17 0.68
Relationship w/ clinical provider scale mean (SD) 44.5 (6.1) 42.9 (7.9) 1.78 (306) 0.07
Partner
Talked with primary partner about future pregnancy (yes) 71 (30.1) 10 (18.8) 2.69 0.10
Taking antiretroviral therapy 185 (78) 54 (76) 0.08 0.77
HIV stigma mean (SD) 14.7 (5.9) 14.2 (5.4) 0.71 (307) 0.47
Perceived quality of life (low) 96 (40.3) 29 (40.8) 0.006 0.94

Table 4. Multivariate Logistic Regression to Identify Factors Associated with Communication

with HIV Provider About Having a Child in the Future Among HIV + Men in Rio de Janeiro, Brazil

Bivariate Adjusted
Characteristics OR (95% CI), p OR (95% CI), p

Communication with provider about childbearing
Accepting attitude re: HIV and childbearing 2.1 (1.1–4.3), 0.03 2.8 (1.2–6.4), 0.014
Desire to have a child 2.9 (1.5–5.7), 0.002
Intention to have a child 4.5 (2.2–9.2), < 0.001 2.6 (1.2–5.6), 0.018
Communication with partner about childbearing 0.32 (0.13–0.52), < 0.001 0.32 (0.15–0.68), < 0.003
Relationship w/clinical provider scale (low) 2.4 (1.1–5.2), 0.024 2.4 (0.99–5.5), 0.051
Antiretroviral therapy (yes) 1.3 (0.58–3.0), 0.51
HIV stigma scale (high) 1.2 (0.64–2.4), 0.51
Report lower quality of life 1.8 (0.92–3.4), 0.09

Controlling for: age, parity, race, level of education, and relationship status.
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only 9.4% (3/32) of men in a small study in London2 and 6%
(10/174) of men in Cape Town, South Africa9 reported such
discussions. Assessing patient–provider communication about
reproductive health among HIV-positive women in Brazil,
Malta and colleagues reported the neglect of reproductive
health issues (e.g., contraceptive choice, childbearing plans,
and the social and interpersonal factors influencing them)
among multiple cadres of HIV providers.12 These findings
were consistent with an observational study among HIV pro-
viders in Rio de Janeiro reporting limited communication
about safer sexual practices.23

While often neglected and far from being routine, sexual
and reproductive health is more likely considered for HIV +
female patients of reproductive age compared to their male
counterparts. Only 37% (22/81) of men who discussed this
topic with their primary partner also discussed it with their
HIV provider, suggesting many men may rely upon their
female partner to solicit advice about safer childbearing. The
neglect of fatherhood among HIV + male patients may reflect
the historical emergence of HIV among primarily homo-
sexual males in Brazil and the current context in which sexual
and reproductive health of men receives less focus. In No-
vember 2008, the Ministry of Health of Brazil published
protocols and directives to increase the attention paid to
men’s health issues, including efforts to address men’s sexual
and reproductive health needs and increase their participation
in planning and supporting healthy reproduction.24 These
data demonstrate an area of health and HIV prevention
among male patients that needs to be included in this larger
national effort.

Strengths and limitations

This is one of few studies to report communication with
HIV providers about having children among HIV + men. This
study points to an unmet counseling need among HIV + male
patients receiving routine follow-up care from a pool of
public health centers in Rio de Janeiro. These data reflect a
relatively small number of items that were used to assess
fertility desires and related communication in the context of
a larger study addressing a multitude of other issues. The
patient–provider relationship scale measured the quality of
communication in general and was not specific to commu-
nication about future childbearing. Future studies that can
explore these issues in depth combining qualitative and
quantitative methods are needed. The question assessing
communication about childbearing included the patient or
their partner’s communication about this topic, thus the
proportion of HIV + men reporting communication may be
slightly overestimated. The inclusion of homosexual men
from the larger study would have provided additional novel
data that has not yet been assessed. The perspective of HIV
providers is missing in this analysis and thus we emphasize
these data only represent participants’ report of communi-
cation with their providers that occurred. Furthermore, the
cross-sectional assessments do not allow for determination of
temporality and thus we cannot conclude if, for example,
provider relationship ratings predicted communication or
perhaps were a consequence of such communication. Future
research with HIV providers to better understand their atti-
tudes, motivations, and perceived barriers to discussing re-
productive options with patients is needed.

Implications for practice

These findings inform recommendations for clinical prac-
tice. First, they point to the need to integrate discussion of
reproductive plans as a routine component of HIV clinical
care for both male and female HIV + patients. In the absence
of global guidelines, however, many HIV providers struggle
to provide guidance to patients who want to conceive safely.
Thus, guidelines for clinical practice and additional training
of HIV providers on safer childbearing options are needed in
Brazil. Recent scientific findings regarding the promising use
of early ART initiation to reduce infectiousness,25 and pre-
exposure prophylaxis (PrEP)26 provide more feasible options
for safer conception that should motivate and accelerate ef-
forts to include routine assessments of childbearing plans
with all patients to avoid missed opportunities to reduce
transmission and to maximize patients’ reproductive rights.
HIV providers will likely feel more confident to discuss ART
related options to minimize risk to serodiscordant couples
during conception, compared to previously available options
(e.g., sperm washing, insemination, timed unprotected sex)27

that likely feel beyond the scope of their training. Provider-
initiated, open communication about reproductive plans is a
necessary first step to maximize available prevention op-
portunities. A strategy for assessing needs and referring pa-
tients for in depth reproductive counseling can diminish the
training and time demands of primary HIV providers if and
when a trained safer conception counselor is available.

Conclusions

As demonstrated by these data, the importance of repro-
ductive plans is not exclusive to women, and men’s role as
fathers should not be overlooked. HIV + men in Brazil need
to understand their reproductive options to reduce transmis-
sion risk to their female partners and future children.
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Health Matters 1998;6:31–40.

12. Malta M, Todd CS, Stibich MA, Garcia T, Pacheco D,
Bastos FI. Patient–provider communication and reproduc-
tive health among HIV-positive women in Rio de Janeiro,
Brazil. Patient Educ Couns 2010;81:476–482.

13. Finocchario-Kessler S, Bastos FI, et al. Discussing child-
bearing with HIV-infected women of reproductive age in
clinical care: A comparison of Brazil and the US. AIDS
Behav 2012;16:99–107.

14. Finocchario-Kessler S, Mabachi N, Dariotis JK, Anderson
J, Goggin K, Sweat M. ‘‘We weren’t using condoms be-
cause we were trying to conceive’’: The need for repro-
ductive counseling for HIV-positive women in clinical
care. AIDS Patient Care STDS 2012;26:700–707.

15. Finocchario-Kessler S, Dariotis JK, Sweat MD, Trent ME,
Keller JM, Hafeez Q, Anderson JR. Do HIV-infected wo-
men want to discuss reproductive plans with providers, and
are those conversations occurring? AIDS Patient Care
STDS 2010;24:317–323.

16. Steiner R, Finocchario-Kessler S, Dariotis J. Engaging HIV
care providers in conversations with their reproductive- age
patients about fertility desires and intentions: A historical

review of the HIV epidemic in the United States. Am J
Public Health 2013;103:1357–1366.

17. Hoyt MJ, Storm DS, Aaron E, Anderson J. Preconception
and contraceptive care for women living with HIV. Infect
Dis Obstet Gynecol 2012;2012:604183.

18. Schwartz SR, Mehta SH, Taha TE, Rees HV, Venter F,
Black V. High pregnancy intentions and missed opportu-
nities for patient-provider communication about fertility in
a South African cohort of HIV-positive women on anti-
retroviral therapy. AIDS Behav 2012;16:69–78.

19. Matthews LT, Crankshaw T, Giddy J, Kaida A, Psaros C,
Ware NC, Smit JA, Bangsberg DR. Reproductive coun-
seling by clinic healthcare workers in Durban, South
Africa: Perspectives from HIV-infected men and women
reporting serodiscordant partners. Infect Dis Obstet Gyne-
col 2012;2012:146348.

20. Sherr L. Fathers and HIV: Considerations for families. J
Intl AIDS Soc 2010;12:S4.

21. Galassi JP, Schanberg R, Ware WB. The Patient Reactions
Assessment: A brief measure of the quality of the patient–
provider relationship. Psychol Assess 1992;4:346–351.

22. Berger B, Ferrans C, Lashle, F. Measuring stigma in people
with HIV: Psychometric assessment of the HIV stigma
scale. Res Nursing Health 2001;24:518–529.

23. Fehringer J, Bastos FI, Massard E, Maia L, Pilotto JH,
Kerrigan D. Supporting adherence to highly active anti-
retroviral therapy and protected sex among people living
with HIV/AIDS: The role of patient–provider communi-
cation in Rio de Janeiro, Brazil. AIDS Patient Care STDS
2006;20:637–648.

24. Brazil Ministry of Health, National Policy for the Compre-
hensive Health Care of Men. November, 2008. Available
at http://bvsms.saude.gov.br/bvs/publicacoes/politica_
nacional_atencao_homem.pdf (Accessed November 13, 2013).

25. Cohen MS, McCauley C, Gambel TR. HIV treatment as
prevention and HPTN 052. Curr Opin HIV AIDS 2012;
7:99–105.

26. Vernazza PL, Graf I, Sonnenberg-Schwan U, Geit M,
Meurer A. Preexposure prophylaxis and timed intercourse
for HIV discordant couples willing to conceive a child.
AIDS 2011;25:2005–2008.

27. Matthews LT, Mukherjee JS. Strategies for harm reduction
among HIV-affected couples who want to conceive. AIDS
Behav 2009;13:5–11.

Address correspondence to:
Dr. Sarah Finocchario Kessler

Department of Family Medicine
University of Kansas Medical Center

4125 Rainbow Blvd.
Kansas City, KS

66160

E-mail: skessler2@kumc.edu

REPRODUCTIVE COUNSELING FOR MEN 259


