	



Clinical Chats Official Podcast Transcript

Title: HIV, Pregnancy, and Reproductive Justice
Speaker:  Dominika Seidman, MD, MAS
Duration: 00:28:51
[bookmark: _Hlk144288189]
Katherine Atcheson (00:05):
Hello and welcome to Clinical Chats, a podcast for sexual and reproductive healthcare professionals. Clinical Chats, formerly known as the Family Planning Files, is a program from the Clinical Training Center for Sexual and Reproductive Health, or CTC-SRH, formerly known as the National Clinical Training Center for Family Planning, or NCTCFP. And is funded by the Office of Population Affairs in order to enhance the knowledge of Title X clinicians and other staff. I'm your host, Katherine Atcheson. In today's podcast, the last installment of our multi-episode series on reproductive justice issues, we'll be discussing HIV, pregnancy and how clinicians can support reproductive justice for patients desiring pregnancy who are also affected by HIV. Our guest today is Dominika Seidman, MD, MAS.

Katherine Atcheson (00:59):
Dr. Seidman is an assistant professor in Obstetrics, Gynecology and Reproductive Sciences at UCSF School of Medicine and an investigator at the Bixby Center for Global Reproductive Health. In addition to being board certified in Obstetrics and Gynecology, Dr. Seidman completed fellowships in both family planning and infectious disease, and her work focuses on the intersection of pregnancy care, prevention, and HIV.

Katherine Atcheson (01:26):
Welcome to the podcast, Dr. Seidman. We're so excited to speak with you today.

Dr. Dominika Seidman (01:30):
Thank you so much, Katherine, for having me and for focusing on this incredibly important topic.

Katherine Atcheson (01:35):
So, to begin, can you tell our listeners approximately how many people of reproductive age live with HIV in the US currently and about how many babies are born each year to one or both parents who are living with HIV?

Dr. Dominika Seidman (01:51):
So, there are... Big picture around a million people in the US living with HIV and around one in four to one in five of those individuals identify as women. We estimate around, almost 10,000 babies each year are born to couples affected by HIV.

Katherine Atcheson (02:09):
And why is it so important to talk about HIV and pregnancy within the framework of reproductive justice, aside just from the fact that there are thousands of people affected by this?


[bookmark: _Hlk144288374]Dr. Dominika Seidman (02:23):
I can't tell you how much I appreciate that you are focusing on this topic because women, and couples and families affected by HIV for so long have been told first and foremost that they can't or shouldn't reproduce. And then later on, if they were going to build their families, they need to do this in this very strict and confined framework that really is not supportive of people's family-building goals. And really tremendous, tremendous harm was done at the hands of the healthcare system to families affected by HIV through the processes of trying to dictate who should and should not reproduce.

Dr. Dominika Seidman (03:03):
And we know that one of the core concepts of reproductive justice is to support people to have and build their families when and how they want to in safe and supportive communities. And quite frankly, for many, many years, the medical community was not a safe and supportive community for those individuals. And so, the good news is that I think the medical community has made tremendous progress. We certainly have a lot more to go, but now we really want to correct many of the misconceptions and misinformation that has been shared, some of which was, again, based on science and some of which was based on stigma and discrimination. And so that is why, as I said, I'm really glad we're having this podcast today.

Katherine Atcheson (03:49):
So, to get a little bit more specific, what are some of those common misconceptions seen in the medical community or just society at large about people living with HIV who desire to reproduce or build a family?

Dr. Dominika Seidman (04:05):
Great question. So historically, one of the main misconceptions was that every person who is pregnant living with HIV would pass HIV to their child, which is absolutely incorrect. The second really common misconception is that any couple, if one individual has HIV and the other parent does not, there is a common misconception that automatically the other partner in that couple would acquire HIV by deciding to have a baby, which is absolutely incorrect and not supported by the science. There's two other pieces that I would just mention as major misconceptions. One is that everyone living with HIV who's pregnant needs to have a cesarean birth. And then two, everyone who is living with HIV and postpartum can't or should not breastfeed. All of those pieces were recommendations over time by the medical community and have been corrected over time. But again, the misconceptions continue. And so again, we're really trying to wind back the tapes and make sure we make evidence-based recommendations.

Katherine Atcheson (05:11):
So, let's say we have a patient who comes into our Title X clinic and states that she's desiring pregnancy within the next year, and she herself is HIV positive. What sort of preconception counseling and guidance would a clinician, therefore, want to give her that is evidence-based and respectful?

Dr. Dominika Seidman (05:35):
So first and foremost, the most important piece, I would say, is welcoming that person into care and thanking them so much for the courage to share their pregnancy goals, and intentions and family-building goals are, with the clinician. The second piece is to really reassure that person that their pregnancy can be incredibly uncomplicated and low-risk, and they can meet their pregnancy goals, birthing goals in terms of routine prenatal care and routine birthing practices without really building in too many extra steps. The most important piece to make sure, is that the person is taking medicines for their HIV and that they're taking them consistently. If people are on medicines, taking them consistently, and have an undetectable viral load prior to birth, the likelihood of having a perinatal transmission or passing HIV to their baby is effectively zero. What we've learned over time, we used to think that the goal of preventing perinatal transmission would be achieved by making sure that people had an undetectable viral load, meaning the virus is not detectable in the blood by their third trimester.

Dr. Dominika Seidman (06:50):
But then there was this incredible French study that showed us that the earlier that people can be undetectable, the more likely we are to prevent perinatal transmission. So, if you are welcoming someone into your clinic in the preconception period, offering that information to them, letting people know that if you're taking your medicines consistently, if your viral load is undetectable before pregnancy and throughout pregnancy, the likelihood of perinatal transmission is effectively zero. That will be incredibly powerful information and it's such an important point to be able to share that with them.

Dr. Dominika Seidman (07:27):
The other piece is to make sure that they are on medicines that are safe in pregnancy. The vast majority of medicines that people are on today are safe in pregnancy. And as a Title X clinic, what I would recommend is either asking the patient if they've shared this information, their goals around conception with their HIV provider, or there is an awesome resource called the National Clinical, NTCC. I'm blocking on the name, but it is a consultation line that is based at UCSF. That is national for providers to call with questions about people living with HIV, and you can call and ask if those medicines are safe in pregnancy. Also, the DHHS guidelines, the perinatal HIV guidelines are an excellent resource to refer to.

Katherine Atcheson (08:14):
To switch the scenario a little bit., let's say our patient comes in and she's desiring pregnancy, and she says she herself is not HIV positive, but the partner she is hoping to conceive with is HIV positive. In that case, what would the clinician advise her?

Dr. Dominika Seidman (08:35):
So again, same approach. First and foremost is welcoming that person into care and saying, "Congratulations, I'm so excited to work with you on building your family." The next piece would be to gather some information about what that individual knows about her partner's HIV care. For example, does she know, or do they know, if their partner is taking medications? Do they know if their partner's viral load is undetectable? They may or may not know that, but that information is one of the most important pieces to help guide our patient around managing the likelihood of their acquiring HIV as they're trying to get pregnant. If their partner is living with HIV, and is taking their medicines consistently, and has a consistently suppressed or undetectable viral load, the likelihood of our patient acquiring HIV through vaginal sex is zero. There has never been a case, and that is based on really powerful data, but there's also incredibly advocacy work that's been done around this.

Dr. Dominika Seidman (09:38):
If people might've seen something called the U=U campaign, undetectable equals untransmittable, meaning if you have an undetectable viral load, it is impossible to transmit HIV to your partner. So, sharing that information with the individual and then helping our patient verify "Do we know if your partner is undetectable?" Many people don't know. One thing that I love to do with my patients in that scenario, if they're open to it, is having a joint visit with the partner, getting a release of information for the partner's provider, and then getting their viral load and touching base with the partner's provider about how we might increase the frequency of checking viral loads as they're trying to get pregnant during pregnancy and potentially during lactation to make sure that they stay undetectable. So that's one piece, relying on the critical data that we know that if someone has an undetectable viral load, it's impossible to transmit HIV to their partner.

Dr. Dominika Seidman (10:35):
The second piece is to talk about additional ways to prevent HIV. There are a multitude of ways that include things like, first and foremost, some people decide that they want to use condoms and then have timed intercourse to limit the number of sexual experiences they have without a condom, which is an effective way of preventing HIV if you then combine it with another prevention method. So, for example, potentially you're having sex with a condom, you're waiting for your ovulation period to be happening, then you have sex without a condom. And then potentially, for example, you could use post-exposure prophylaxis for HIV prevention. Just around that exposure when you're having condomless sex trying to get pregnant, just as a reminder, post-exposure prophylaxis is for 28 days to prevent HIV. It's highly effective. It has to be taken within 72 hours of intercourse, and it's safe in pregnancy. So that's one method.

Dr. Dominika Seidman (11:35):
And then a third method is to start pre-exposure prophylaxis for HIV prevention, meaning you're taking medicine consistently all the time and you're having condomless sex with your partner. And when pre-exposure prophylaxis is taken every day by people with vaginas, it is also highly, highly, highly effective. So those are kind of three different methods that people can use. Of course, there is always the option as well of going the more costly route of going through, for example, reproductive endocrinology and infertility clinic where people wash the sperm. And that is an incredibly effective way at also preventing HIV, and for many people, it's prohibitively expensive.

Katherine Atcheson (12:19):
And so, moving from beyond the conception period and the patient has questions about pregnancy, will she need a specialist pregnancy care if she's taking any of these medications? You've mentioned most of them are safe in pregnancy, but will she need to see any particular sort of doctor or have any particular considerations in her care?



Dr. Dominika Seidman (12:41):
Great question. So as long as someone is receiving their HIV medicines from someone, people can absolutely receive routine prenatal care with whomever they choose is the right pregnancy care provider for them, whether that is a midwife, or a nurse practitioner, or a physician, family medicine, obstetrician, what have you. I think the most important piece is that there is communication between the pregnancy provider and the HIV provider. And if the pregnancy provider is having difficulty being in communication with that person, again, I would refer people to those guidelines that I mentioned before and the national hotline where people can call in and ask questions about care of people living with HIV who want to be pregnant because they're a really important resource. But big picture, no, we do not consider, especially for people who are in care and on medicines, we do not consider these high-risk pregnancies.

Katherine Atcheson (13:40):
And I'd like to go back and talk about one of the kind of misconceptions you mentioned earlier that people living with HIV cannot breastfeed. What are the current recommendations around breastfeeding for patients who are either living with HIV or are taking pre-exposure prophylaxis?

Dr. Dominika Seidman (13:59):
Great question. So, let's start with people who do not have HIV who are taking PrEP. We absolutely believe that those medicines are safe in pregnancy and in lactation, in breast- or chest-feeding, and we certainly support people to continue those medications. We know that if people acquire HIV while they are breast or chest-feeding, the likelihood of transmission to the baby is significantly higher than if they were living with HIV prior to pregnancy or conception. And so, we really, I think a lot of times, we think, "Oh, we've gotten through the pregnancy, the risk or the likelihood of the perinatal transmission is eliminated." Well, actually, that's not true if people decide to breast or chest-feed. So, we really encourage people who are breast- or chest-feeding, who decided that they needed PrEP during pregnancy, if they continue to have a chance of acquiring HIV. We absolutely think that continuing your PrEP is critical.

Dr. Dominika Seidman (14:58):
There was actually a really cool study that was done among birthing people and their babies in Southern Africa where they looked at the medicine levels that are transmitted into the baby and into the breast milk. And those levels are incredibly, incredibly low. So based on those data, we think that it is safe to breast or chest-feed while taking PrEP. Now, switching to birthing people who are living with HIV, those recommendations have changed recently, and many people are very confused by them. Big picture over time, in the past, there was confusing recommendations, even to start with. Where historically, places like the United States and other places where there was access to clean water to provide safe formula to babies, the recommendation was not to breast or chest-feed, very clearly do not, because we know that HIV can pass through the breast milk into the baby, resulting in transmission to the child. Based on those recommendations and based on assumption that every person wanted to eliminate any possible risk of transmitting HIV.



Dr. Dominika Seidman (16:10):
The US guidelines and many international guidelines in places where people had clean access to water was to formula feed. That's in contrast in places in the world where people did not have access to clean water. And the recommendation was including for people living with HIV to breastfeed. Now the reason that matters is for all sorts of reasons, and lots of people move around the world a lot, and it was really confusing for families to be in one place where they were recommended to breastfeed and, in another place, when they were recommended not to breastfeed. Part of the challenge was that the data that was coming out of places where people were breastfeeding was limited and was not a direct comparator to places like the United States and other countries where people have much more frequent access both to HIV medications and to frequent viral loads.

Dr. Dominika Seidman (17:03):
So, fast-forward to now, more and more data have emerged that for people who have an undetectable viral load, it can be safe to breastfeed. And it does not mean that your baby will acquire HIV. The guidelines just recently came out, effectively that breastfeeding is an option for people who continue on their medicines and maintain an undetectable viral load. The challenge in that counseling is that, while we can say that during pregnancy, if people maintain an undetectable viral load from before pregnancy and through pregnancy, their likelihood of passing HIV to their baby is effectively zero. We can't say that about breastfeeding because there are one or two case reports in lower resource settings where there were cases of lactational transmission or transmission through the milk when it seems like people had an undetectable viral load and still there was enough HIV in the milk to pass to the baby, leading to acquisition of HIV in the child.

Dr. Dominika Seidman (18:12):
So again, the emphasis when we talk to people is we can't say that risk is zero. And in people who have continued to take their medicines and have an undetectable viral load, that risk is very, very, very low. So, what we recommend is to have shared decision making with the patients involving a pediatric infectious disease specialist who will help think about how to test the baby and monitor the baby, emphasizing to the birthing person how important it is if they're thinking about breastfeeding to continue to take their medicines in the postpartum period. And we know for so many people, whether they have HIV or not, that the postpartum period is a period of significant stress, and it's hard to take your medicines, whether it's ibuprofen or whether it's HIV medicine. And so, strategizing around how to support people to take their medicines and to minimize any likelihood of HIV acquisition.

Dr. Dominika Seidman (19:07):
For many people, when they go through that planning and talk to the pediatric infectious disease specialists, and again, this is a conversation where we would do quite a few referrals and conversations during pregnancy, that many people decide that there is also. And as we know, tremendous benefits of breast milk and so many people are now choosing to breast or chest-feed. The other piece that comes into that conversation all the time is that we work with many families for whom breast- or chest-feeding is a sign to their families that they don't have HIV. And we really want to listen to and hear what people are willing and able to do in the communities where they are living. So those conversations have so many different factors that are affecting people's feeding decisions, and we want to be open and listen to them because, at the end of the day, what we learned from those older recommendations when we're saying, "Don't do that." Is that people were doing what they needed to do anyways.

Dr. Dominika Seidman (20:02):
And we really, this was again, an incredibly important reproductive justice issue, recognizing that we as healthcare providers were being incredibly patronizing, telling people how to best take care of their child when we weren't in the situation or in the shoes of that birthing person. So again, I really want to appreciate the advocates who have worked so hard to bring this issue to the fore and educate the medical community about how to first and foremost collect the data that we need to share with patients. And then, second of all, really listen to patients and use shared decision-making to share the medical evidence that we have, and then also respect the birthing person as the expert in her or their own abilities and goals around feeding, their own abilities and goals, and experience of being in the community, especially in the postpartum period, and then coming to a shared decision that's best for everybody.

Katherine Atcheson (20:58):
And aside from all the issues and considerations we've talked about already, are there other factors or issues that clinicians should note when a patient desires pregnancy, and is living with HIV, or is part of a serodiscordant couple?

Dr. Dominika Seidman (21:15):
I think the most important piece is really, first and foremost, for someone living with HIV to make sure that they're taking their medicine. I think one, again, going back to that preconception period, there is a tendency when people are thinking about pregnancy in general, not infrequently to stop their medicines and just reinforcing how important and safe those medicines are in pregnancy. And if the provider doesn't feel comfortable providing that counseling, referring to someone who is, because that messaging is the most important thing that you can provide in the preconception period. Similarly, for someone who is not living with HIV but is in a serodifferent relationship, really emphasizing all of the range of ways that people can build their families without acquiring HIV, I think those are the two key messages that I would emphasize. And then lastly, the most important part is emphasizing, and appreciating, and congratulating someone for coming into care, making that environment incredibly welcoming.

Dr. Dominika Seidman (22:20):
And I think one other piece that we can do, kind of on our side as clinics and as organizations, is making sure that we are very much not adding to any past experienced stigma, shame, or discrimination. And if your clinic is not used to taking care of someone living with HIV, please, please, please have your clinic do their homework in advance to make sure that, as an example, people aren't taking extra or different precautions when they draw blood. Making sure that there is not some big deal made out of the different type of blood tubes people need when their blood is drawn is an example, to check a viral load. Making sure that the labor and delivery unit where someone is birthing is prepared to take care of that patient's care as if it's a routine pregnancy care. And in particular, sometimes people may have not shared their HIV diagnosis with their families, making sure that the birth center is aware of who is aware of the HIV diagnosis and who is not, so that there's not an inadvertent disclosure at the birth center or in the labor  and delivery unit.

Katherine Atcheson (23:30):
Well, this has been an absolutely wonderful conversation, but before we go, you mentioned that there's some also really great resources for clinicians who might want to learn more or have questions about patients who desire pregnancy and are affected by HIV. What might some of those resources be, and are there also some good resources for patients themselves to learn more as they start on their pregnancy journey, their family building journey, who are also living with or affected by HIV?

Dr. Dominika Seidman (24:01):
Absolutely. And I'll go into those resources in just a second, but before I do, I just wanted to appreciate one more time. The women living with HIV, the birthing people living with HIV, and the advocates who have pushed so, so hard to really educate us as clinicians about the importance of respecting and supporting the family-building goals of these families and couples. And we would not be having this conversation without their tremendous work and advocacy, which fell on, for so many years, deaf ears. And some of the resources that I wanted to mention are from patients’ voices, and I think as clinicians, it's equally important that we listen to and look at the scientific evidence as the experiences of patients and families who have been navigating these areas for so long. So, in terms of resources, there's a couple of different resources I would point people to in terms of just strict clinical guidelines.

Dr. Dominika Seidman (24:59):
The perinatal HIV guidelines are incredibly useful. If you Google "perinatal HIV guidelines," they will come up. That is a very long document, but it's nicely broken into sections of preconception care, during pregnancy, medications, et cetera, and have condensed recommendations at the beginning of each section. What's amazing about those guidelines is they are updated regularly, so you will never get misinformation from them. The second kind of clinical guideline or resource I would recommend, as I mentioned, is the perinatal HIV hotline, which you can also Google. It's a phone number or an email where only providers, that is not for patients to call, but only providers can call and get a consultation with an expert around HIV medicines, both in and outside of pregnancy. And you can also ask questions about PrEP, or post-exposure prophylaxis, through that phone line.

Dr. Dominika Seidman (25:49):
In terms of resources for affected individuals, I wanted to highlight a couple. TheBody is a great resource that has done a ton of work over time with people living with HIV, and there is information there as well as, I believe, some blogs and interviews with people living with HIV related to parenting. Also, I'd highlight HIVE, H-I-V-E online.org, which has some resources. In particular, there's patient facing resources for serodifferent couples who want to get pregnant, as well as some... More and more resources around breastfeeding in the setting of HIV.

Katherine Atcheson (26:28):
Well, thank you so much for joining us today, Dr. Seidman, and for sharing your time and expertise with our listeners.

Dr. Dominika Seidman (26:35):
Thank you for having me.

[bookmark: _Hlk144288535]Katherine Atcheson (26:36):
If you'd like to hear more from Dr. Seidman about providing care within a reproductive justice framework, she will be speaking at the Virtual National Reproductive Health Conference from the CTC-SRH, taking place from September 11th through the 13th. And there are still open registration places. For previous podcast episodes, search for clinical chats or subscribe to our show on iTunes, Google Podcasts, Spotify, or wherever you listen to podcasts. For a transcript of this podcast as well as other online learning activities and continuing education opportunities, please visit our website at ctcsrh.org. While you're there, you can sign up to receive our newsletter at the top of the page. You can also follow the CTC-SRH on Twitter @ctcsrh, all lowercase, and also on LinkedIn. The CTC-SRH is funded by the Office of Population Affairs to provide continuing education training and technical assistance to Title X grantees, sub-recipients, and service sites and is supported by DHHS grant number 5 FPTPA 006031-02-00.

Katherine Atcheson (27:51):
This podcast is intended for informational purposes and does not constitute legal or medical advice or endorsement of specific products. Opinions expressed herein are the views of the contributors and do not necessarily reflect the official positions of the Department of Health and Human Services, or DHHS, Office of the Assistant Secretary of Health, or OASH, or the Office of Population Affairs, or OPA. No official support or endorsement by DHHS, OASH, and/or OPA is intended or should be inferred. Theme music written by Dan Jones and performed by Dan Jones and The Squids. Other production support provided by the Collaborative to Advance Health Services at the University Missouri, Kansas City, School of Nursing and Health Studies.

Katherine Atcheson (28:36):
Finally, thank you to our listeners for tuning in today. We hope that you'll join us next time for another episode of Clinical Chats.

	



