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Preexposure Prophylaxis
Is for Women, Too
To the Editor: Evidence-based HIV
prevention strategies now include
preexposure prophylaxis (PrEP), a
biomedical intervention that involves
taking a daily antiviral pill and regular
visits to a health care provider for
monitoring and counseling. Studies
show that if taken daily, PrEP leads
to about a 90% reduction in the incidence of new HIV infections among
persons at high risk.1 Although the
exact time from PrEP initiation to
maximum protection from HIV is unknown, exploratory pharmacological
studies suggest that the “time to protection” may vary for receptive
vaginal sex (20 days) as compared
with receptive anal sex (7 days).2 In
addition, PrEP medication and associated clinical care are covered by
nearly all private, employer, and
public insurance plans.3 To maximize
protection against HIV infection,
PrEP should be used in combination
with other evidence-based HIV
prevention strategies, such as
condoms and HIV testing.
In 2015, about 7400 women in the
United States were newly diagnosed
with HIV, with heterosexual contact
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TABLE. PrEP Indications and Clinical Eligibility for Women
Indications for PrEP in Women2
In general, PrEP is recommended for sexually active, HIV-negative women who report the
following in the past 6 mo:
d Having 2 or more male sex partners
d Inconsistent or no condom use
d Having 1 or more HIV-positive male sex partners, particularly if trying to conceive
d Diagnosis of a bacterial STI, such as chlamydia, gonorrhea, or syphilis
d Engaging in commercial sex work
d Having a male sex partner who also has sex with men or is an injection drug user
d Having a community or sexual network with a high HIV prevalence
Women who are clinically eligible for PrEP2
Documented negative HIV test result before prescribing PrEP:
d No signs or symptoms of acute HIV infection
d Normal renal function, no contraindicated medications
d Documented hepatitis B virus infection and vaccination status
Follow-up visits:
d At least every 3 mo to:
 Provide HIV test, pregnancy test, medication adherence counseling, behavioral risk
reduction support, side effect assessment, STI symptom assessment
 Assess renal function (at 3 mo and every 6 mo after that)
d Every 6 mo to test for bacterial STIs
Assess pregnancy intent:
d Pregnancy test every 3 mo
PrEP ¼ preexposure prophylaxis; STI ¼ sexually transmitted infection.

as the primary mode of HIV acquisition. Black or African American women
accounted for 61% of new HIV diagnoses among women.4 The Centers for
Disease Control and Prevention
(CDC) provides guidance to identify
women with indications for PrEP on
the basis of risk behaviors and risk
context, such as community HIV
prevalence.2 Primary care physicians
(PCPs) can play an important role in
increasing PrEP uptake among women,
given their focus on health promotion
and disease prevention. Primary care
physicians routinely obtain sexual
and substance use histories from their
patients and can easily apply CDC’s
PrEP guidance to determine whether
PrEP is indicated. Using open-ended,
nonjudgmental
statements
and
questionsdsuch as “Tell me about
your sexual activities.” or “How do
you feel about using condoms during
sexual activity?”dallows patients to

have a sense of control and empowerment. If a patient is not using condoms,
for example, ask: “Are there any barriers to using condoms that you
experience?” Active listening allows
the PCP to correct misconceptions,
answer questions, and reinforce safer
sex practices.
Before initiating PrEP, PCPs
should discuss reproductive health
plans with their patients because this
will help patients make informed decisions. They must also emphasize the
importance of PrEP adherence relative
to efﬁcacy. The CDC recommends
PrEP for women who are at substantial
risk for HIV and seeking to conceive,
are pregnant, or are breast-feeding.2
Although data are limited, overall
exposure to emtricitabine-tenofovir
during the periconception period,
pregnancy, and breast-feeding appears
to be safe with respect to pregnancy
and maternal and infant outcomes.2
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The Table details indications for PrEP
in women and the importance of
routine testing, evaluations, and discussions at subsequent visits with the
PCP.
In conclusion, PrEP is a safe,
effective, female-controlled method
to prevent HIV infection. However,
it is underused for women. Similar
to offering other HIV prevention
strategies to patients, such as HIV
testing and condoms, PCPs can play
a central role in increasing PrEP uptake among women at substantial
risk for HIV. Numerous resources
are available to assist PCPs in prescribing PrEP.
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In the Original Article entitled,
“Intravenous Bevacizumab for Refractory Hereditary Hemorrhagic
TelangiectasiaeRelated Epistaxis
and Gastrointestinal Bleeding” published in the February 2018 issue of
Mayo Clinic Proceedings (Mayo Clin
Proc. 2018;93(2):155-166), an error is
present in Table 4. In the Variable for All
patients (N¼34), Any transfusion,
n (%), under Before bevacizumab treatment at 6 mo, the value should be 16 (47).
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