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Abstract: Our research explored the reproductive desires of HIV-negative women and their
HIV-positive partners who underwent assisted conception based on sperm-washing and intrauterine
insemination in Italy. Twenty-two semi-structured interviews were conducted with former patients
(6 women, 5 men and 11 couples). Desire for children, perceived risk from treatment and
acceptability of the insemination technique were some of the issues explored. Participants had
the treatment for a mean duration of 3.5 years, with @ mean number of cycles of 5.3. They

were highly motivated to conceive a biological child to bring purpose to their lives, and strongly
desired options to conceive safely. Most rejected spontaneous conception. Those who successfully
conceived reported a positive impact on their quality of life, fulfilling their desire to be parents and
restoring their sense of “normalcy” Participants strongly supported extending assisted conception
services to all HIV negative women living with HIV positive partners who wished to become pregnant
and felt that withholding such treatment was not ethically justified. They perceived assisted
conception services to be a safe and effective alternative to spontaneous conception, and felt
that society has a moral obligation to provide such services. ©2008 Reproductive Health Matters.

All rights reserved.
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ductive options and desires of HIV posi-
tive women who face multiple challenges of
disease management and vertical transmission
during and after pregnancy."” Very little, how-
ever, is known about pregnancy decisionmaking
of HIV negative women who are knowingly in

SEVERAL studies have focused on the repro-

relationships with an HIV positive partner, espe-
cially with regard to their perceived risk of
seroconversion and their desire to conceive their
own biological children. These couples may face
difficult choices as they balance the risks of
transmission associated with spontaneous con-
ception with their desire to conceive.
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Assisted reproduction for serodiscordant cou-
ples is increasingly recognised as a need by
public health agencies globally.”* In 2006, the
World Health Organization noted that artificial
reproduction techniques can significantly influ-
ence the prevention of HIV transmission among
discordant couples where the woman is HIV posi-
tive. However, preventing maletofemale trans-
mission is more complex when the woman is
HIV negative since there is no riskfree method
to ensure safe conception.” In the USA the need
to establish guidelines for health care providers to
help serodiscordant couples conceive safely has
been well documented.” The US Centers for Dis-
ease Control and Prevention does not recommend
insemination of HIV negative women with semen
from men with HIV.” The only assisted conception
offered to serodiscordant couples in the USA is
based on in vitro fertilisation-intracytoplasmic
sperm injection (IVF-ICSI).° This procedure mini-
mises the risk of viral transmission but is pri-
marily intended for infertility treatment, with its
associated risks and low success rates.” Statements
by professional organisations such as the Ameri-
can Society for Reproductive Medicine (2002) and
the American College of Obstetrics and Gynecol-
ogy (2004) show support for providing fertility
services for HIV 1 serodiscordant couples.””

In Italy, in 1987 the Italian ethics committee
approved the provision of reproductive assistance
services to HIV discordant couples with male sero-
positivity, as a means to reduce the risk of HIV
transmission to the female partner. When the
results of this initiative were published and indi-
cated no cases of infection to the women, other
centres in Europe started offering these services.'”"'

Riskavoiding options, such as conception with
donor sperm or adoption, may not be acceptable
to many serodiscordant couples. Another option,
which was adopted by the Italian initiative in
1987, is based on reducing the risk of viral trans-
mission through spermwashing followed by
intrauterine insemination (SW+IUI).""""" This pro-
cedure uses timed intrauterine transfer of semen
processed by a method that combines gradient cen-
trifugation, washing and sperm migration, and
has been available in Milan, Italy, since the 1989.
This programme was offered to HIV discordant
couples in the San Paolo hospital from 1989 to
1999. As of 1999, it ceased operating at the San
Paoclo hospital. Currently, two clinical centres, a
public hospital and a private clinic in Milan, offer

reproductive assistance services based on the
programme developed in the San Paolo hospital.
Patients entering the Milan programme after 1997
were tested for viral load prior to admission.'™"'

This paper presents findings from the forma-
tive evaluation phase of a retrospective follow-
up study of HIVdiscordant couples, conducted
in Milan, Italy, who received assisted conception
using SW+IUI in two public hospitals (including
the original San Paolo hospital) and one private
clinic. The initial cohort consisted of 811 women
and their partners who were treated by either
SW+IUI or by IVF-embryo transfer (ET) with
processed semen provided by their HIV positive
partner. As of 2006, 389 children have been born
to 289 women.

In this formative study, we interviewed a sample
of former patients who received treatment with
SW+IUI about their need for, and satisfaction
with, the procedure. The formative evaluation
explored the reproductive choices, desires and
intentions of patients who had sought treatment.

Methods

Patients were considered eligible if they were
no longer currently enrolled in the assisted con-
ception programme, had completed at least three
insemination cycles or had participated in the
programme for over a year. Patients from the
rosters of two public hospitals and one private
clinic in Milan meeting these eligibility crite-
ria were then further screened based on distance
from Milan and treatment outcomes. Seventy-
one such patients were identified and were con-
tacted by telephone by the study staff to gauge
their interest in participating. Thirtythree of them
(46%) agreed to participate.”

A female qualitative researcher (LH) met with
the 33 participants who agreed to participate in
the study office or in their homes. She described
study objectives and procedures, obtained written
informed consent and asked the participants to
complete a baseline form to gather the follow-
ing information: marital status, years of rela-
tionship, education, employment, mode of HIV

*We were unable to trace some patients due to changes of
address or phone number. Some declined to participate in
facetoface interviews. Reasons for refusal included lack
of time, reluctance to discuss personal issues and recent
partner death.
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transmission, immunological status of partner
at time of first treatment, pregnancy history and
treatment outcomes.

We conducted 22 facetoface, semistructured
interviews in all, 11 with individual participants
(six women, five men) and 11 with couples. The
interviews, conducted by LH in Italian, lasted
an average of two hours and included a series of
openended questions with followup probes.'” ™"
They explored four areas: i) HIV infection and the
desire for children, including alternatives consid-
ered; ii) access to assisted conception programmes
and the need for these services; iii) experience with
the programme; and iv) impact of the programme
on the couple’s relationship, quality of life and
sexual risk behaviour.

Sessions were taperecorded, transcribed and
translated into English. Over 700 pages of tran-
scripts were obtained. LH monitored the quality
and variety of the information collected in the
interviews, and stopped enrollment of participants
after determining that saturation was achieved for
all areas of interest.

Grounded theory guided the analysis.”” First,
two readers (SS, LH) independently reviewed the
Italian transcripts and English translations to
ensure consistency in translation. To gain famil-
iarity with the text, interviews were read multiple
times. These readings led to the initial identifi-
cation of categories of data that were repeated
across a range of respondents and revealed that
many interviews diverged from the initial set of
discussion topics. The interviewer kept detailed
notes of her own on each transcript, including
the reason for not obtaining information on some
topics. In some instances, a topic was dropped from
the interview guide after a few interviews because
the topic was not relevant to the participants.

Two readers (SS, LH) selected five transcripts
to evaluate the responses related to each topic
listed in the interview guide. Comparisons were
made across the five transcripts to identify pat-
terns in the responses. The transcripts showed
an emerging pattern that led to the identifica-
tion of seven themes.

A single reader (SS} read the English trans-
lation of the remaining transcripts and prepared
a summary containing information from the base-
line form and salient themes and quotes from
the interview. Four analysts (SS, LH, FO, MM)
reviewed the summary sheets and reached consen-
sus on the main findings. Quotes were abstracted

from source transcripts to illustrate how partici-
pants addressed the main themes of the research.
The protocol for this study was reviewed and
approved by the US Centers for Disease Control
and Prevention Institutional Review Board and by
the ethics board of the Azienda Sanitaria Locale
(local health department) of the city of Milan.

Characteristics of the participants

The mean age of the women was 36.5 years
(range: 27-43) and 39.1 years among the men
(range 33-46) (Table 1). The mean time since
the men's HIV diagnosis was 12.9 years and the
most common mode of acquisition was intrave-
nous drug use (11 of 16 men). All 33 partici-
pants were in a stable, longterm relationship and
had spent an average of 3.4 years in the pro-
gramme. Overall, 18 children were born to the

Table 1. Characteristics of the participants

Men Women
(n=16) (n=17)

Mean age (range) 39.1 (3346} 36,5 (27-43)
Education

Middle school 7 1

High school 3 12

College or higher 6 4
Time since HIV diagnosis,

in years 12.9 (5-18) NA
Mode of transmission

Needle sharing 11 NA

Sexual 2 NA

Blood transfusion 1 NA

Unknown 2 NA
Duration of relationship 126 (5-20) 123 (5-20)
Years in the programme 34 (1-7) 39 (1-7)
Number of treatment cycles 5.3 (1-18) 53 (1-18)
Intrauterine insemination 4 (0-10) 4 (0-10)
Invitro fertilisation 1.1 (0-5) 1.5 (0-5)
(D4 count at baseline (per milliliter)

>500 7 NA

250499 5 NA

100-249 3 NA

Do not know 1 NA
Pregnancy 11 12
Live birth from insemination 10 11
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participants in this study with no evidence of
transmission to the HIV negative mother. One
couple dropped out of the programme and con-
ceived spontaneously. All the women reported that
they and their infants were HIV seronegative at
the time of the interviews.

In 17 of 22 interviews the woman said she
knew about her partner's HIV status at the begin-
ning of the relationship. In the remaining five
interviews, the men were diagnosed with HIV
after the beginning of the relationship and the
disclosure of HIV did not lead to its breakup.

Range of views expressed

Below, we describe the main issues and the range
of views expressed.

Desire for children

The desire for children grew with the knowledge
that treatment existed, grew with improvement
in HIV status of the male partner, diminished
with treatment failure but persisted even when
treatment failed. Participants’ decision to have a
child was not influenced by friends and rela-
tives. Participants described the desire for bio-
logic children as a normal instinct which they
often had to renounce because of HIV. Know-
ledge of the spermwashing treatment rekindled
this desire. Additionally, having a child provided
a sense of “normalcy”, which was often lacking
in their lives as a result of the disease.

“My dream has always been that of having kids.
Later I met my husband and then I didn’t think
about it anymore. When they told us about this
centre I said, ‘Great, let’s try.”” (Patient A)

“Look, I believe that it’s the only thing, apart
Jrom the medicines that may pop up to cure this
disease, I believe that it’s one of the few hopes
that HIV-discordant couples can have. Because
one says ‘Yes, I can have a kid, too, therefore, I'm
not so different from the others.”” (Patient B)

Perception of risk from treatment
Risk of infection to mother and child from insemi-
nation was of paramount importance. Some men
were more concerned with transmission risks to
their partners than to their unborn child. Some
couples relied heavily on the “science” of treat-
ment. Patients made their decisions based on
chances of conception and low risks of HIV

transmission. Most believed that assisted con-
ception, although not risk free, provided a safer
alternative to natural conception.

“The issues of risk were not in a second place. . .
[they were] extremely important and in the very
first place.” (Patient C)

“More than anything, I was interested in the fact
that the child would be healthy. And the risk per-
centages were very, very low.” (Patient D)

Conception through unprotected intercourse
Opinions about spontaneous conception varied
widely among the participants. The responses
included “would never consider”, “never consid-
ered before treatment but only after treatment
failed” and “always considered spontaneous con-
ception”. All but one were unwilling to try it. Most
knew of serodiscordant couples who had conceived
spontaneously without infecting mother or child.

“It’s not a disease that can be wished on any-
body. .. least of all on my wife, or eventually on my
son. I have always said to myself: ‘Well. .. the risk
(spontaneous conception) is too big.”” (Patient E)

“I have never intended to play Russian roulette.
Not on my own head and especially not on that
of [my child].” (Patient ()

Only one couple that had previously conceived
twice through spontaneous conception and spent
four years in the programme without success
reported having children by abandoning condom
use. The man’s HIV viral load was low for two
years, and they considered the risk worth taking.
The woman noted:

“It was only to have a kid that we suspended.
Our intercourse is always protected.” (Patient F)

Alternatives to assisted conception
Many would have considered adoption but per-
ceived the process as discriminatory against people
with HIV.

“Because when the relationship with my husband
started, I said ‘OK, I fell in love with him, then I
have to give this up [children]’ I said ‘Let’s try with
the adoption’, but nobody gives kids to a person
who is [HIV positive].” (Patient A)

“They are ridiculous. .. they would rather leave
him in the orphanage but they will never give
him to you.” (Patient G)
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Sperm donation as an option was less appealing
to the women, who wanted their partner’s bio-
logic child as an expression of love.

“My wife’s attachment to my genes surprised me
a bit.” (Patient H)

“When we only started this process, he said:
‘Listen, but if we made this child without my
sperm? Have a donation from someone else?’ He
offered me this... And I was against it. I said
‘No, if we have a child I want him to be yours.”
(Patient 1)

HIV stigma
The effect of HIV stigma on the decision to have
children emerged during the interviews. Rarely did
anybody outside the family know about the man'’s
HIVpositive status. They could not share the dif-
ficulties of infertility treatment because of HIV.

“We can’t speak about it. At least not about the
reason why we do it. Because it is something
nobody knows. So it is difficult to speak. There-
Jore, from the point of view of emotional fra-
gility, HIV-discordant couples are couples with
more difficulties than others.” (Patient B)

Participants were very concerned about protecting
their children from the stigma associated with HIV.

“In the family only my mother-in-law basically
knows it and nobody else. And we were afraid,
not for me or for my husband. I was afraid that
then after this kid, my son would be isolated.
And we continued to keep this thing because, as
I said, my son is 11 years old and he doesn’t
know it... Only to protect him. Not for me, nor
my husband. Only the child.” (Patient F)

Difficulty existed even with disclosure to fam-
ily members.

“My parents don't know anything about my hus-
band. Nobody knows about his HIV status because
most people still fear it.” (Patient D)

“We live in a small town. .. they see it precisely
as the worst thing.” (Patient G)

Psychological impact of the treatment
The program'’s psychological impact varied accord-
ing to the outcome of the treatment (success or
failure) and by personal experience (duration of
the programme, logistics, costs and quality of
services). Most patients stressed the need for

counselling before and during treatment. The first
cycle was associated with the highest expectations.

“I approached this thing convinced that the first
time would be decisive. .. The reality is different
because the majority of couples have to try at least
three or four times.” (Patient B)

Women described their lives as being driven by
their menstrual cycles.

“When the cycle arrives, and when it doesn’t
arrive. Everything is marked by the menstrual
cycle and it destroys your soul because it is coming,
it isn't coming, it has come.” (Patient J)

The duration of participation in the programme
also caused fatigue and stress in the participants.

“And then the time, time in my opinion is funda-
mental. . . we were at it for two years.” (Patient K)

The mechanical aspects of assisted conception
were often represented as the main reason for
dropping out.

“Doing it on the gynaecologists’ bed is some-
thing manipulated. .. Then I'd been manipulated
enough. . . I was tired of these things.” (Patient F)

Describing the range of emotions after a failed
cycle, a woman noted:

“We were already walking like pregnant women.
Because we were already more than convinced
that we had succeeded. So all these attitudes,
such as ‘I can’t drink coffee, I can’t do sport, I
don’t smoke’. .. absurd stuff. But for us we were
already pregnant and that’s it. Then, clearly. ..
waking up was horrible.” (Patient L)

Men felt responsible for the suffering (physical
or emotional) of their partner.

“...You also feel a sense of guilt because you see
how much your partner has to suffer. .. you feel
you are the cause of great suffering.” (Patient J)

A woman commented on the impact on men:

“I think that they suffer more, more than we do.
We may be the ones who endure more because it
is to us that they do all these things. [But] because
of everything, he is really suffering psychologi-
cally.” (Patient 1)

When the outcome was positive, the effect on
quality of life was remarkable.
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“I think that this is the most beautiful thing
that has happened to me (laughs), imagine the
happiness, well, apart from ours also that of our
parents, for my parents this is the first grand-
child. .. to me it seems as if I've been living
a dream. .. the impact on me is this miracle [his
son].” (Patient M)

Need to expand assisted conception services
Participants agreed there was an urgent need to
let people know about the availability of these
programmes, especially because there were so
many young people living with HIV. They were
strongly in favour of providing these services to
more HIVdiscordant couples.

“In my opinion, it's an opportunity that should
be given to everybody. .. I mean if there wasn’t a
solution, you say that’s fine, one accepts what
there is. But it's not right to withhold some-
thing as important as procreation [from] people
because they have a disease. .. you are a person
like all others, therefore this big joy must not be
[taken from] you ... it’s fundamental, it has to
be there.” (Patient N)

“To me [assisted conception] is fundamental. . .
For the couples, they can live a normal life like
everybody else.” (Patient 0)

Even participants who had failed to conceive said
this option was a “positive opportunity”

“Otherwise there weren’t any alternatives.” (Pa-
tient E)

“I'm happy to have tried. .. If I had to go back,
I would do exactly the same.” (Patient B)

Discussion

Previous research indicates that being HIV
positive does not eliminate the desire to have
children.”'*' Some studies report that HIV-
positive adults living in relative good health not
only desire children but also have high expec-
tations of having children in the future.!”.!®
Nearly 30% of HIVpositive men and women in
one large study in the USA desired to have
children and, of these, nearly 70% of the
women and 60% of the men actually expected
to have more than one child in the future.” In
another US study, the desire for children was
greater in women who had no previous chil-
dren.' Similar findings have been reported from

other countries as well. In a Brazilian study of
men and women living with HIV, parenthood
desires were reported to be stronger in men than
in women.”” Many studies report that with the
advent of potent antiretroviral therapy, the desire
to have children has become more and more
common in HIV serodiscordant couples where
the male partner is HIV positive but the female
partner is negative. A study in Spain reported
that the desire to have children was very strong
among serodiscordant couples, partly because
having healthy children could help normalise
their lives.”' Similarly, a significant proportion
of HIV affected individuals expressed a wish for
parenthood in a Swiss cohort study.”

In this study, the desire for children was strong
in the selected group of serodiscordant couples
who sought to have children through assisted
conception. Having a child brought a sense of
“normalcy” to their lives that was often lacking
due to the burden of the disease and the stigma
associated with HIV. They cited raising children
as a way to bring purpose to their lives, which
has also been seen in previous studies.”””**. This
reiterates previous findings that people with HIV
want children so as to “leave something of them-
selves behind” or because children represent “nor-
mality””*”° Participants wanted their own biologic
children, although some were open to adoption.
It should be noted that most believed, incor-
rectly, that adoption agencies would not allow
serodiscordant couples to adopt children.”

To our knowledge, this is the only study to
examine patients’ perceptions of risk from insemi-
nation with the washed sperm of the HIV positive
male partner. Responses revealed general con-
fidence in the safety of the procedure, as most
participants perceived the risk to be low. It is
unclear whether this perception of low risk was
held before the patients entered the programme
{(possibly a result of reassurance by medical
staff offering the treatment) or was a result of
their actual experience with the programme. No
seroconversions to HIV in infants were reported
by the participants.

Studies suggest that HIVdiscordant couples
may not be consistent users of condoms and that

*In Italy, there are no official legal or policy barriers to adop-
tion for couples with HIV. However, the participants did have
negative experiences of trying to adopt, as expressed here.
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they are often willing to practise unsafe sex to
conceive.'™** In this study, only one couple actu-
ally reported attempting conception via unpro-
tected sex, after treatment failed. Most couples in
this study practised safer sex during treatment.

Most participants were in stable relationships.
This finding contrasts with previous studies
examining the effects of HIVrelated stigma,
which have often reported significant relation-
ship problems in couples coping with HIV,
particularly where the women were seronega-
tive.”””® HIVserodiscordant couples often face
unique challenges managing emotional and
sexual intimacy. It is possible that only stable
couples participated in this programme and
therefore are not representative of the popu-
lation of serodiscordant couples.

Our study is one of the first to report the
impact of assisted conception on quality of life
among serodiscordant couples who did not have
fertility problems but enrolled in the programme
to reduce risks of HIV transmission. These cou-
ples reported psychological distress resulting
from childlessness just like couples facing infer-
tility.”” In particular, the male partner reported
feelings of selfblame for their childlessness.

Ethical issues surrounding assisted concep-
tion for couples with HIV have been intensely
debated.” Whereas it seems unethical to withhold
assisted conception options from serodiscordant
couples who desire their own biological children,
it is still unclear whether the risk of HIV trans-
mission using assisted conception is sufficiently
low to meet the imperative of “doing no harm.

In this study, regardless of treatment outcomes,
women and their HIVpositive partners said
that it was unethical to withhold these services
from couples that wanted them or to discrim-
inate against HIVdiscordant couples seeking
them. They generally perceived the risk of trans-
mission associated with the treatment to be
comparable to the risks they experienced in their
daily life.

The proportion of serodiscordant couples with
a male partner who is HIV positive in the HIV
population is growing worldwide. In this study,
most of the men were healthy and wanted
children even after 12 or more years with HIV.
Many serodiscordant couples express the right
to have children as a fundamental right. To date,
very few clinics outside of Europe offer sperm
washing treatment. Currently, assisted concep-
tion programmes based on sperm washing and
IUI-ART are available only in a few centres in
Western Europe. Worldwide, the lack of treat-
ment centres offering reproductive assistance
to couples with HIV does not satisfy the needs
of people living with HIV.*

In conclusion, participants exhibited a strong
desire for children and recommended increased
provision of assisted conception services and
safer alternatives to unprotected sex. Couples
living with HIV said that society had a moral
obligation to provide safe and effective alter-
natives to spontaneous conception. They argued
that these options are not developing fast
enough because of discrimination against people
with HIV.

Centrlfuge Washing/ Siein
R e et 5

Step 1. Whole ejaculate is placed on top of a
dense gel. Centrifugation is applied. Most of the
voluminous seminal proteins and cells remain on
top the gel. A concentrate of motile spermatozoa is
formed at the bottom. The upper layer is removed
from the tube.

Step 2. The spermatozoa concentrate is repeatedly
washed to separate residues of HiV-infected
seminal plasma.

Step 3. Spermatozoa spontaneously migrate
through a layer of nutritious fiuid, leaving all
remaining cells and impurities at the bottom of the
tube. At the end of one hour, fluid containing only
motile spermatozoa is collected, tested for residual
HIV and, if shown negative, used for insemination.
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Résumeé

Nous avons étudié¢ les souhaits de femmes
séronégatives au VIH et de leurs partenaires
séropositifs qui s'étaient soumis a une procréation
assistée avec lavage du sperme et insémination
intraute’'rine en Italie. Vingtdeux entretiens
semistructure’s ont été menés avec d’anciens
patients (6 femmes, 5 hommes et 11 couples). Le
désir d’enfant, la perception du traitement et
I'acceptabilité de la technique d’insémination
figuraient parmi les questions abordées. Les
participants ont suivi le traitement en moyenne
pendant 3,5 ans, avec un nombre moyen de
5,3 cycles. Ils étaient trés motivés pour concevoir
un enfant biologique afin de donner un sens
a leur vie, et demandaient des options pour
procréer en toute sécurité. La plupart rejetaient la
conception spontanée. Ceux qui ont congu un
enfant ont indiqué que cela avait eu des retombées
positives sur leur qualité de vie, en satisfaisant
leur désir d’étre parents et leur redonnant un
sentiment de « normalité ». Les participants
soutenaient énergiquement I'élargissement des
services de procréation assistée a toutes les
femmes séronégatives vivant avec des partenaires
séropositifs et qui souhaitaient avoir un enfant,
et ils pensaient qu’il était moralement injustifié
de refuser ce traitement. Ils estimaient aussi que
la procréation assistée était une option slre et
efficace a la conception spontanée, et jugeaient
que la société avait I'obligation morale de fournir
de tels services.

Resumen

Nuestra investigacion exploré los deseos
reproductivos de mujeres VIHnegativas y sus
parejas VIHpositivas, que pasaron por la
concepcion asistida basada en el lavado de
espermatozoides e inseminacion intrauterina, en
Italia. Se realizaron 22 entrevistas semiestructuradas
con antiguos pacientes (6 mujeres, 5 hombres y
11 parejas). Algunos de los aspectos explorados
fueron: el deseo de tener hijos, el riesgo percibido
del tratamiento y la aceptacion de la técnica de
inseminacidon. Los participantes recibieron el
tratamiento por una duracion media de 3.5 afios,
con un numero medio de ciclos de 5.3. Estaban
muy motivados a concebir un hijo bioldgico para
darle sentido a sus vidas, y muy deseosos de
tener opciones para concebir de manera segura.
La mayoria rechazo la concepcion espontanea.
Aquéllos que lograron concebir informaron un
impacto positivo en calidad de vida, realizar
su deseo de ser padres y restaurar su sentido
de “normalidad” Los participantes apoyaron
enfaticamente extender los servicios de concepcion
asistida a todas las mujeres VIHnegativas que
viven con parejas VIHpos itivas, que desean quedar
embarazadas y opinan que la denegacion de
dicho tratamiento no se justifica éticamente.
Percibieron los servicios de concepcion asistida como
una alternativa segura y eficaz a la concepcion
espontanea, y afirmaron que la sociedad tiene la
obligacién moral de proporcionar dichos servicios.
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