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Management of Exposures to HIV and 
Post Exposure Prophylaxis
Although preventing exposures to blood is the 
primary means of preventing occupationally 
acquired HIV infection, appropriate post exposure 
management is an important element of workplace 
safety. In January 1990, CDC issued a statement on 
the management of HIV exposures that included 
considerations for zidovudine (ZDV) use for post 
exposure prophylaxis (PEP). At that time, data 
were insufficient to assess the efficacy of ZDV. 
Although there are still only limited data to assess 
safety and efficacy, additional information is now 
available that is relevant to this issue and newer 
modifications have been released. 

Who needs? In whom PEP 
indicated?
Health-care worker (HCW) is defined as any person 
(e.g., an employee, student, attending clinician, 
public-safety worker, or volunteer) whose activities 
involve contact with patients or with blood or 
other body fluids from patients in a health-care 
or laboratory setting. An “exposure” that may 
place an HCW at risk for HIV infection and 
therefore requires consideration of PEP is defined 
as a percutaneous injury (e.g., a needle stick or cut 
with a sharp object), contact of mucous membrane 

or nonintact skin (e.g., when the exposed skin is 
abraded, or afflicted with dermatitis), or contact 
with intact skin when the duration of contact is 
prolonged (i.e, several minutes or more) or involves 
an extensive area, with blood, tissue, or other 
body fluids. Body fluids include a) semen, vaginal 
secretions, or other body fluids contaminated with 
visible blood and b) cerebrospinal, synovial, pleural, 
peritoneal, pericardial, and amniotic fluids. In the 
absence of visible blood in the saliva, exposure 
to saliva from a person infected with HIV is not 
considered risk for transmission; also, exposure to 
tears, sweat, or non-bloody urine or feces does not 
require postexposure follow-up. Human breast milk 
has been implicated in perinatal transmission of 
HIV. However, occupational exposure to human 
breast milk has not been implicated in HIV 
transmission to HCWs. 

Is there a risk at all ? What is the 
risk?
Prospective studies of HCWs have estimated 
that the average risk for HIV transmission 
after a percutaneous exposure to HIV-infected 
blood is approximately 0.3% and after a mucous 
membrane exposure is 0.09%. Although episodes 
of HIV transmission after skin exposure have 
been documented, the  risk for transmission by 
this route has not been precisely quantified because 
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no HCW enrolled in prospective studies have 
seroconverted after an isolated skin exposure. The 
risk for transmission is less than the risk for mucous 
membrane exposures. 

Epidemiologic and laboratory studies suggest that 
several factors affect the risk for HIV transmission. 
The one retrospective case-control study of HCWs 
who had percutaneous exposure to HIV found that 
the risk for HIV transmission was increased with 
exposure to a larger quantity of blood from the 
source patient as indicated by 

a.	 a device visibly contaminated with the patient’s 
blood, 

b.	 a procedure that involved a needle placed 
directly in a vein or artery, or 

c.	 a deep injury.

The risk also was increased for exposure to blood 
from source patients with terminal illness, possibly 
reflecting either the higher titer of HIV in blood 
late in the course of AIDS. The risk for HIV 
transmission from exposures that involve a larger 
volume of blood, particularly when the source 
patient’s viral load is probably high, exceeds the 
average risk of 0.3%. 

According to CDC, of those healthcare personnel 
for whom case investigations were completed from 
1981-2006, 57 had documented seroconversion to 
HIV following occupational exposures (see table 
for occupations). The routes of exposure resulting 
in infection were: 48 percutaneous (puncture/cut 
injury); five, mucocutaneous (mucous membrane 
and/or skin); two, both percutaneous and 
mucocutaneous; and two were of unknown route. 
Forty-nine healthcare personnel were exposed to 
HIV-infected blood; three to concentrated virus in 
a laboratory; one to visibly bloody fluid; and four 
to an unspecified fluid. Majority were nurses and 
lab. staff, Ub personnel followed by non surgical 
doctors and residents.

There have been reports in the literature on 
occupational hazards of HIV in developing 
countries. One study evaluated occupational 

exposure to HIV in healthcare workers in South 
Africa. Thirteen per cent of the staff reported injuries 
with HIV positive patients. Registrars in training 
were the highest risk group (60%). Of the injuries, 
94% were percutaneous and 65% occurred during 
emergency surgery. The commonest place of injury 
was the operating theater (46%) and the commonest 
procedure associated with accidental exposure was 
cesarean section (57%). Fifty-one per cent were 
not wearing eye protection during procedures and 
although 83% initiated post-exposure prophylaxis 
(PEP), 48% discontinued treatment due to side 
effects of the drugs. Occupational exposure to HIV 
is common in the developing world.

On the basis of, for example, a surgeon sustaining 
three percutaneous injuries over 12 months and not 
taking PEP after each, the annual risks ranged from 
1 in 2,000,000 for urological/renal surgeons to 1 
in 200,000 for those performing general surgery/
ENT/gynecological procedures. The administration 
of PEP after each injury would reduce these rates to 
1 in 10,000,000 and 1 in 1,000,000 respectively. 

When should we watch? Time for 
seroconversion 
81% experienced a syndrome compatible with 
primary HIV infection a median of 25 days after 
exposure. In a recent analysis, the median interval 
from exposure to seroconversion was 46 days 
(mean: 65 days); an estimated 95% seroconverted 
within 6 months after the exposure. These data 
suggest that the time course of HIV seroconversion 
in HCWs is similar to that in other persons who 
have acquired HIV through non occupational 
modes of transmission. 

How does it work ? 
Information about primary HIV infection indicates 
that systemic infection does not occur immediately, 
leaving a brief “window of opportunity” during 
which post exposure anti retro viral intervention may 
modify viral replication. In a primate model of simian 
immunodeficiency virus (SIV) infection, infection of 
dendritic-like cells occurred at the site of inoculation 
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during the first 24 hours following mucosal exposure 
to cell-free virus. During the subsequent 24-48 hours, 
migration of these cells to regional lymph nodes occurred, 
and virus was detectable in the peripheral blood within 
5 days. HIV replication is rapid (generation time: 2.5 
days) and results in bursts of up to 5,000 viral particles 
from each replicating cell. 

Which all drugs ? 
Several antiretroviral agents are available for 
the treatment of HIV disease. These include the 
nucleoside analog reverse transcriptase inhibitors 
(NRTIs), nonnuceloside reverse transcriptase 
inhibitors (NNRTIs), and protease inhibitors (PIs). 
Among these drugs, ZDV is the only agent shown 
to prevent HIV transmission in humans. There are 
no data to directly support the addition of other 
antiretroviral drugs. However, in HIV-infected 
patients, combination regimens have proved 
superior to monotherapy regimens in reducing 
HIV viral load. Thus, theoretically a combination 
of drugs with activity at different stages in the viral 
replication cycle (e.g., NRTIs with a PI) could offer 
an additive preventive effect in PEP, particularly 
for occupational exposures that pose an increased 
risk for transmission. Guidelines for the treatment 
of early HIV infection recommend the use of 
three drugs (two NRTIs and a PI); however, the 
applicability of these recommendations to PEP 
remains unknown. In addition, the routine use of 
three drugs for all occupational HIV exposures may 
not be needed. Although the use of a highly potent 
regimen can be justified for exposures that pose 
an increased risk for transmission, it is uncertain 
whether the potential additional toxicity of a third 
drug is justified for lower-risk exposures. 3TC 
(Lamivudine) was recommended as a second agent 
for PEP based on greater antiretroviral activity 
of the ZDV/3TC combination and its activity 
against many ZDV-resistant HIV strains without 
substantially increased toxicity. The present options 
available include

1.	 Zidovudine (ZDV)-600 mg in divided doses 
(300 mg/twice a day for 4 weeks) + Lamivudine 

(3TC) – 150 mg twice a day for 4 weeks.

2.	 Zidovudine (as above) Plus Emtricitabine  200 
mg capsule once each day.

3.	 Tenofovir (TDF) 300 mg once daily plus 
Lamivudine (3TC) 300 mg once daily or 150 
mg twice daily. 

The addition of a PI as a third drug is based 
on the site of activity in the replication cycle 
and demonstrated effectiveness in reducing viral 
burden. The NNRTIs have not been included in 
these recommended regimens for PEP. However, 
concerns about side effects and the availability of 
alternative agents argue against routinely using this 
class of drugs for initial PEP.  

Many other combinations using other NRTIs, 
PIs and boosted PIs and even fusion inhibitors are 
being evaluated. 

Are they safe ? 
An important goal of PEP is to encourage and 
facilitate compliance with a 4-week PEP regimen. 
Therefore, the toxicity profile including the 
frequency, severity, duration, and reversibility 
of side effects, is a relevant consideration. All 
anti retroviral agents have been associated with 
side effects. However, studies of adverse events 
have been reported primarily for persons with 
advanced disease (and longer treatment courses) 
and therefore may not reflect the experience of 
persons with less advanced disease or those who 
are uninfected. Side effects associated with many 
of the NRTIs are chiefly gastrointestinal and in 
general the incidence has not been greater when 
these agents are used in combination. Common 
symptoms included nausea, vomiting, malaise or 
fatigue, headache, or insomnia. Mild decrease in 
hemoglobin and absolute neutrophil count also 
were observed. All side effects were reversed when 
PEP was discontinued. 

What to do in case ? 
Treatment of an Exposure Site: Wounds and 
skin sites that have been in contact with blood 
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or body fluids should be washed with soap and 
water; mucous membranes should be flushed 
with water. There is no evidence that the use of 
antiseptics for wound care or expressing fluid by 
squeezing the wound further reduces the risk for 
HIV transmission. However, the use of antiseptics 
is not contraindicated. The application of caustic 
agents (e.g., bleach) or disinfectants into the wound 
is not recommended. 

Assessment of Infection Risk: After an 
occupational exposure, the source-person and the 
exposed HCW should be evaluated to determine 
the need for HIV PEP. Follow-up for hepatitis B 
and C virus infections also should be conducted. 

Evaluation of exposure: The exposure should 
be evaluated for potential to transmit HIV based on 
the type of body substance involved and the route 
and severity of the exposure. Exposures to blood, 
fluid containing visible blood, or other potentially 
infectious fluid (including semen; vaginal secretions; 
and cerebrospinal, synovial, pleural, peritoneal, 
pericardial, and amniotic fluids) or tissue through 
a percutaneous injury (i.e., needlestick or other 
sharps-related event) or through contact with a 
mucous membrane are situations that pose a risk 
for bloodborne transmission and require further 
evaluation 

For skin exposures, follow-up is indicated if it 
involves direct contact with a body fluid listed 
above and there is evidence of compromised skin 
integrity (e.g., dermatitis, abrasion, or open wound). 
However, if the contact is prolonged or involves 
a large area of intact skin, postexposure follow-up 
may be considered on a case-by-case basis or if 
requested by the HCW. 

Evaluation and testing of an exposure 
source: The person whose blood or body fluids 
are the source of exposure should be evaluated for 
HIV infection. Information available in the medical 
record at the time of exposure (e.g., laboratory test 
results, admitting diagnosis, or past medical history) 
or from the source person may suggest or rule out 
possible HIV infection. Examples of information 

to consider when evaluating an exposure source 
for possible HIV infection include laboratory 
information (e.g., prior HIV testing results or 
results of immunologic testing {e.g., CD4+ count}), 
clinical symptoms (e.g., acute syndrome of primary 
HIV infection or undiagnosed immunodeficiency 
disease), and history of possible HIV exposures 
(e.g., injecting-drug use, unprotected sexual 
contact with multiple partners (heterosexual and/
or homosexual), or receipt of blood or blood 
products. 

If the source is known to have HIV infection, 
available information about this person’s stage of 
infection (i.e., asymptomatic or AIDS), CD4+ T-cell 
count, results of viral load testing, and current and 
previous antiretroviral therapy, should be gathered 
for consideration in choosing an appropriate PEP 
regimen. If this information is not immediately 
available, and if PEP is indicated then start treatment 
and change regimen when appropriate. 

If the HIV serostatus of the source person is 
unknown, the source person should be informed of 
the incident and with consent, tested for serologic 
evidence of HIV infection. Confidentiality of the 
source person should be maintained at all times. 
HIV-antibody testing of an exposure source should 
be performed as soon as possible. Hospitals, clinics, 
and other sites that manage exposed HCWs should 
consult their laboratories regarding the most 
appropriate test to expedite these results. Repeatedly 
reactive results by EIA (spot) or rapid HIV-antibody 
tests are considered highly suggestive of infection, 
whereas a negative result is an excellent indicator of 
the absence of HIV antibody. Confirmation of result 
by Western blot or immunofluorescent antibody is 
not necessary for making initial decisions about 
postexposure management. If the source is HIV 
seronegative and has no evidence of acquired 
immunodeficiency syndrome (AIDS) or symptoms 
of HIV infection, no further testing of the source 
is indicated.  The use of source-person viral load 
as a surrogate measure of viral titer for assessing 
transmission risk has not yet been established. 
Plasma viral load (e.g., HIV RNA) reflects only 



756 Medicine Update 2008    Vol. 18

the level of cell-free virus in the peripheral blood; 
latently infected cells might transmit infection in 
the absence of viremia. Although a lower viral load 
(e.g., < 1,500 RNA copies/mL) or one that is below 
the limits of detection probably indicates a lower 
titer exposure, it does not rule out the possibility 
of transmission. 

HIV testing of needles or other sharp instruments 
associated with an exposure is not recommended.

PEP must be done under expert centres/ 
personnel only in cases of  delayed exposure 
reporting, unknown source, known or suspected 
pregnancy, breast feeding, resistance of the source 
virus to ARV drugs and in cases of hypersensitivity 
or drug reactions to first line drugs.

How to evaluate Exposed HCWs ? 
Exposed HCWs should be evaluated for 
susceptibility to bloodborne pathogen infections. 
Baseline testing (i.e., testing to establish serostatus 
at the time of exposure) for HIV antibody should 
be performed. If the source person is seronegative 
for HIV, baseline testing or further follow-up of the 
HCW normally is not necessary. Serologic testing 
should be made available to all HCWs who are 
concerned that they may have been exposed to 
HIV. 

How to explain? 
Recommendations for chemoprophylaxis should 
be explained to HCWs who have sustained 
occupational HIV exposures. For exposures for 
which PEP is considered appropriate, HCWs 
should be informed that a) knowledge about the 
efficacy and toxicity of drugs used for PEP are 
limited; b) only ZDV has been shown to prevent 
HIV transmission in humans; c) there are no data 
to address whether adding other antiretroviral 
drugs provides any additional benefit for PEP, but 
experts recommend combination drug regimens 
because of increased potency and concerns about 
drug-resistant virus; d) data regarding toxicity 
of antiretroviral drugs in persons without HIV 
infection are limited for ZDV and not known 

regarding other antiretroviral drugs; and e) any or 
all drugs for PEP may be declined by the HCW. 
HCWs who have occupational exposures for which 
PEP is not recommended should be informed that 
the potential side effects and toxicity of taking PEP 
outweigh the negligible risk of transmission posed 
by the type of exposure. 

How fast should we act ? 
PEP should be initiated as soon as possible. The 
interval within which PEP should be started for 
optimal efficacy is not known. Animal studies 
have demonstrated the importance of starting PEP 
within hours after an exposure. To assure timely 
access to PEP, an occupational exposure should be 
regarded as an urgent medical concern and PEP 
started as soon as possible after the exposure (i.e., 
within a few hours rather than days. The optimal 
duration of PEP is unknown. Because 4 weeks of 
ZDV appeared protective in HCWs , PEP probably 
should be administered for 4 weeks, if tolerated. 

How to follow up ?
HCWs with occupational exposure to HIV should 
receive follow-up counseling, postexposure testing, 
and medical evaluation regardless of whether 
they receive PEP. HIV-antibody testing should 
be performed for at least 6 months postexposure 
(e.g., at 6 weeks, 12 weeks, and 6 months). 
Exposed HCWs should be advised to seek medical 
evaluation for any acute illness that occurs during 
the follow-up period. Such an illness, particularly 
if characterized by fever, rash, myalgia, fatigue, 
malaise, or lymphadenopathy, may be indicative of 
acute HIV infection but also may be due to a drug 
reaction or another medical condition. 

Exposed HCWs who choose to take PEP should 
be advised of the importance of completing the 
prescribed regimen. 

Is it cost effective?
Assuming that 35% of exposures were to HIV-
positive sources, the zidovudine regimen prevented 
53 HIV seroconversions per 100,000 exposures, 
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at a societal cost of $2.0 million per case of HIV 
prevented. The cost per quality-adjusted life year 
saved was $175,222. A three-drug chemoprophylactic 
therapy program (postulating 100% effectiveness 
and 35% source HIV positivity), prevented 66 
seroconversions per 100,000 exposures, at a cost 
of $2.1 million per case of HIV prevented and 

$190,392 per quality-adjusted life year saved. 

One course of treatment with the basic regimen 
costs Rs. 1000 - 1500 as per the cost of drugs in India 
at the time of writing this. A triple drug prophylaxis 
will cost around Rs.4000.

During the last few years it has become more 
and more likely that an immediate antiretroviral 

Flow Chart for Accidental Exposure Inside Hospital
1. Determination of Exposure Code (EC)

Is the source material blood, body fluid, other potentially infectious material (OPIM), or an 
instrument contaminated with one of these substances

No PEP Required No Yes

OPIM, Blood /  body fluids

Intact skin

Small
Volume

E.g.: Few
drops/short

duration

Large Volume 
E.g.: Several
drops, major
drops, major

splash / longer 
duration
(Several

minutes or
more)   

EC2 EC3 EC3EC1

Less Severe 
E.g.: Solid 
needle,
superficial
scratch  

More severe
E.g.: Large bore
hollow needle,
deep puncture,

visible blood on
device or

needle used in
patients

artery/vein

Mucous membrane / skin or
integrity compromised 

Type of exposure

Percutaneous exposure
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2. Determination of Hiv Status Code 

 

3. Prophylaxis Recommendations

EC HIV SC PEP Recommendation 

1 1 PEP may not be warranted

1 2 Consider basic regimen (Negligible risk)

2 1 Recommend Basic Regimen (most exposures are in this category)

2 2 Recommend expanded regimen 

3 1 or 2 Recommend expanded regimen 

2/3 Unknown If setting suggests a possible risk (epidemiological risk factors) and EC is 2 or 3, consider basic 
regimen.

Basic regimen:

Option 1. Zidovudine (ZDV)-600 mg in divided doses (300 mg/twice a day or 200 mg/ thrice a day for 4 weeks + Lamivudine 
(3TC) – 150 mg twice a day for 4 weeks. 

Option 2. Zidovudine (as above) Plus Emtricitabine  200 mg capsule once each day. 

Option 3. Tenofovir (TDF) 300 mg once daily Plus Lamivudine (3TC) 300 mg once daily or 150 mg twice daily

Expanded Regimen : Basic regimen + indinavir – 800 mg/thrice a day, or any other (4 wks therapy) protease inhibitor. Or a 
combination of Lopinavir / ritonavir  or any similar.

Source : MMWR (CDC) May 15, 1998 / 47(RR-7);1-28 & Sep. 30, 2005/ 54(RR-09) 1-17 Public Health Service Guidelines for 
the Management of Health-Care Worker Exposures to HIV and Recommendations for Postexposure Prophylaxis 

HIV Status of exposure source

Status
Unknown 

High titer exposure
E.g.: Advanced AIDS,

Primary HIV
infection/ high viral

load or low CD4
count

Low titer
exposure

E.g.: Asymptomatic
/high CD4 count   

NO PEP
required

HIV
Negative 

HIV
Positive

Source 
Unknown

HIV SC
Unknown

HIV SC2HIV SC1
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postexposure prophylaxis can prevent at least 90% 
of possible infections.

Management of Possible Sexual, 
Injecting-Drug-Use, or Other 
Nonoccupational Exposure to HIV
The most effective methods for preventing human 
immunodeficiency virus (HIV) infection are those 
that protect against exposure to HIV. Preventive 
behaviors include sexual abstinence, sex only 
with an uninfected partner, consistent and correct 
condom use, abstinence from injecting-drug use, 
and consistent use of sterile equipment by those 
unable to cease injecting-drug use. Some health-
care providers have proposed offering antiretroviral 
drugs to persons with unanticipated sexual or 
injecting-drug-use HIV exposure to prevent 
transmission. However, because no data exist 
regarding the efficacy of this therapy for persons 
with nonoccupational HIV exposure, it should 
be considered an unproven clinical intervention. 
Health-care providers and their patients may 
opt to consider using antiretroviral drugs after 
nonoccupational HIV exposures that carry a high 
risk for infection, but only after careful consideration 
of the potential risks and benefits and with a full 
awareness of the gaps in current knowledge. 

Sexual activities associated with a risk for HIV 
transmission also are associated with risk for 
unintended pregnancy and STDs (e.g., syphilis, 
gonorrhea, chlamydia, or hepatitis B virus). 
Treatment for STDs should follow the Guidelines 
for Treatment of Sexually Transmitted Diseases, 
and victims of sexual assault should receive 
additional evaluation and counseling. Women at 
risk for unintended pregnancy should be offered 
emergency contraception. (Persons with possible 
HIV exposure through percutaneous routes from 
sharing syringes or needles should be assessed for 
hepatitis B and hepatitis C virus infections and 
considered for hepatitis B virus vaccination).

Persons who report possible nonoccupational 
HIV exposure should be evaluated for sexual and 

injecting-drug-use behavior that might lead to 
recurrent exposure. In all situations, health-care 
providers should offer confidential risk-reduction 
counseling  during initial and follow-up visits. 
Persons who have been sexually assaulted also 
can be referred for anonymous or confidential 
voluntary counseling and testing within 72 hours 
of exposure to establish their HIV status at the time 
of the assault.

Persons with nonoccupational HIV exposures 
should receive medical evaluations, including HIV-
antibody tests at baseline and periodically for at 
least 6 months after exposure (e.g., at 4-6 weeks, 
12 weeks, and 6 months). All persons evaluated for 
possible nonoccupational HIV exposure should be 
counseled to initiate or resume protective behaviors 
to prevent additional exposure and to prevent 
possible secondary transmission, if they become 
infected while receiving antiretroviral therapy. 

Considerations in Initiating 
Antiretroviral Therapy 
Physicians considering the initiation of antiretroviral 
therapy in an attempt to reduce the risk for HIV 
infection in an exposed person should take the 
following steps in consultation with an expert in 
the use of antiretroviral agents: 

•	 Evaluate the HIV status and risk-behavior history 
of the reported source of HIV exposure. 

•	 Provide medical care, supportive counseling, 
and prevention services to persons who are 
determined to be HIV-infected when they seek 
care for a potential HIV exposure. 

•	 Evaluate the risk for HIV transmission (if there 
is convincing evidence of HIV infection in the 
reported source). Physicians should determine 
the specifics of the risk event (e.g., no condom, 
torn condom, whether receptive or insertive 
partner, injection before or after others, number 
of persons sharing injection equipment) and the 
presence or absence of factors that would modify 
risk (e.g., vaginal or anal tears or bleeding, 
visible genital ulcers or other evidence of an 
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active STD, or bleach treatment of injection 
equipment). 

•	 Determine the time elapsed between exposure 
and presentation for medical care. Although 
animal studies indicate that antiretroviral agents 
are most effective within 1-2 hours of exposure 
and probably not effective when started later 
than 24-36 hours after exposure, the interval 
during which therapy can be beneficial for 
humans is unknown. 

•	 Evaluate the frequency of HIV exposure. 
Uninfected persons who request antiretroviral 
agents should be evaluated for sexual, injecting-
drug-use, and other behaviors that might lead to 
recurrent HIV exposures. Antiretroviral therapy 
is not a replacement for adherence to behaviors 
that reduce the risk of HIV exposure. 

•	 Provide counseling and obtain informed 
consent. Because postexposure prophylaxis is 
an experimental therapy of unproven efficacy, 
informed consent should be obtained and 
recorded in the medical charts of all persons 
prescribed antiretroviral agents following 
nonoccupational exposure. Such consent should 
document the patient’s understanding of 

	 a.	 the need to initiate or resume relevant HIV 
risk-reduction behaviors (e.g., condom use 
and/or drug treatment); 

	 b.	 the limited knowledge about the effectiveness 
and toxicity of antiretroviral treatment for 
nonoccupational exposure; 

	 c.	 the known side effects of the medications 
being prescribed; 

	 d.	 the name and phone number of a source for 
follow-up medical care; 

	 e.	 the frequency and timing of recommended 
follow-up HIV testing; 

	 f.	 the signs and symptoms associated with 
acute HIV seroconversion; and 

	 g.	 the need for adherence to prescribed 
medications to maximize efficacy and 

reduce the risk for infection with a drug-
resistant variant. The patient should be told 
that physicians have diverse opinions about 
the use of antiretroviral medications to treat 
possible nonoccupational HIV exposure. 

•	 Persons younger than age 16 years at the time of 
exposure should be evaluated (before therapy 
is initiated) by pediatricians, family physicians, 
or other clinicians with expertise in the specific 
medical needs, consent issues, and other factors 
involved in their treatment, including the use 
of antiretroviral medicines for children and 
adolescents. 

•	 If antiretroviral therapy is used, drug-toxicity 
monitoring should include a complete blood 
count and renal and hepatic chemical function 
tests when therapy is initiated and again 2 weeks 
after the patient begins to take the medications. 
It is possible that antiretroviral therapy during 
early HIV infection could benefit the patient 
by reducing the initial level of viral replication 
(i.e., the set point) and decreasing the extent of 
lymph node infiltration. Thus, for patients with 
the highest-risk exposures, health-care providers 
may consider continuing therapy until HIV test 
results are received from a specimen drawn 
after 28 days of treatment. Patients should be 
monitored for signs and symptoms of acute HIV 
infection during therapy. If such conditions 
develop, the patient should be tested for HIV 
(p24 antigen, HIV viral load assays) during their 
4-week course of therapy with confirmation 
by standard HIV antibody tests. Persons who 
become infected while taking antiretroviral 
therapy should be advised to continue taking 
the medication pending transfer to a health-
care provider who specializes in long-term HIV 
care. 

•	 AIDS service organizations are concerned that 
the extended provision of PEP therapy in cases 
of accidental sexual exposure may reduce safer 
sex practices. Persons may view the PEP therapy 
as a ‘morning after pill’ with the ability to halt 
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the transmission of HIV in all instances. 

•	 There are public health departments and AIDS 
service organizations that believe that in order 
to combat the possible decrease in safer sex 
practices, public health campaigns and/or 
educational materials will have to incorporate 
information on PEP therapies. Slogans and other 
educational material will have to be carefully 
worded so as to relay the correct information 
and minimize misconceptions. Individual 
counselling can also assist in relaying correct 
information. 

•	 It is imperative that the final decision to be 
tested and/or to take the PEP therapy be made 
by the client/patient and the right to refuse 
treatment is respected

•	 Across studies of HIV-PEP use in non-
occupational settings: the indications for HIV-
PEP, the time to HIV-PEP initiation, the number 
and type of drugs used, adherence, side-effects 
and seroconversion rates are inconsistent. In 
most cases, however, follow-up has been poor. 
Risk behavior has not been shown to increase 
substantially among HIV-PEP users and in 
communities where HIV-PEP is available. HIV-
PEP uptake among sexual assault survivors in 
most developed countries is low due, in most 
cases, to low-acceptance rates. Follow-up and 
completion rates are relatively lower than 
among men-who-have-sex-with-men (MSM). 
In other settings such as refugee camps, rape 
survivors report a great value and motivation 
regarding PEP.

•	 It may be noted that very good and large 
experiences are being reported from the 
African and Latin American countries on non 
occupational exposures and prophylaxis.

Summary
Although preventing blood exposures is the 
primary means of preventing occupationally 
acquired human immunodeficiency virus (HIV) 
infection, appropriate postexposure management 

is an important element of work place safety.

Recommendations for PEP have been modified 
to include a basic 4-week regimen of two drugs 
(zidovudine and lamivudine) and many other 
combinations for most HIV exposures and an 
expanded regimen that includes the addition of 
a protease inhibitor (indinavir or nelfinavir) or a 
boosted PI for HIV exposures that pose an increased 
risk for transmission or where resistance to one or 
more of the antiretroviral agents recommended 
for PEP is known or suspected. An algorithm is 
provided to guide clinicians and exposed health-
care workers in deciding when to consider PEP.

Occupational exposures should be considered 
urgent medical concerns to ensure timely 
administration of PEP. Health-care organizations 
should have protocols that promote prompt 
reporting and facilitate access to postexposure 
care. 

Many have proposed offering antiretroviral drugs 
to persons with unanticipated sexual or injecting-
drug-use HIV exposures and data do exist regarding 
the effectiveness of such therapy for these types of 
exposures. Research is needed to establish if and 
under what circumstances antiretroviral therapy 
following non-occupational HIV exposure is 
effective. Some of the very recent analyses are also 
presented.
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