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Key facts







Globally, there were an estimated 35 million people living with HIV, of
whom 13 million were on antiretroviral treatment (ART) at the end of
2013.
People can be accidentally exposed to HIV though healthcare work or due
to exposures outside healthcare setting, for example, through unprotected
sex or sexual assault.
Antiretrovirals (ARVs) have been used to prevent infection in case of
accidental exposures for many years. This intervention is called postexposure prophylaxis (PEP) and involves taking a 28-day course of ARVs.
PEP should be offered, and initiated as early as possible, for all individuals
with an exposure that has the potential for HIV transmission, and ideally
within 72 hours.
If started soon after exposure, PEP can reduce the risk of HIV infection by
over 80%. Adherence to a full 28-day course of ARVs is critical to the
effectiveness of the intervention.
Recent evidence shows PEP uptake has been insufficient: only 57% of the
people who initiated PEP have completed the full course and rates were
even lower at 40% for victims of sexual assault.

Why guidelines are needed




For many people that are accidentally exposed to HIV, PEP provides a
single opportunity to prevent HIV after exposure. Such accidental
exposures may be among health care workers who had needle stick
injuries or among adults and children who survived sexual violence.
Access to timely PEP remains challenging in many settings in particular
for non-health worker exposures. 1 Recent studies highlight the need to
simplify approaches and improve the use of HIV PEP. Reported issues
include, missed opportunities to provide PEP following sexual exposure
in the United Kingdom3, lack of PEP protocols and limited compliance to
guidance in China,4 Nigeria5 and UK6, limited access to PEP by female sex
workers in Kenya7 and health workers in Uganda8, and structural stigma
that reduces PEP uptake among men who have sex with men in the United
States of America. 9

WHO response






In December 2014, WHO releases an update which includes a new set of
recommendations for PEP. 10 This update is the second supplement of the
WHO consolidated guidelines on the use of antiretroviral drugs for
treating and preventing HIV infection, released in June 2013.
New WHO guidelines aim to simplify PEP prescribing and improve
adherence and completion rates by recommending better tolerated drugs.
Recommendations for PEP are also aligned with recommendations for
ART as a way to simplify procurement and improve access.
For the first time, the PEP recommendations cover all types of exposures,
and in all population groups, including adults, adolescents and children.
Traditionally, separate WHO and national guidelines have been developed
for PEP according to exposure type (occupational or non-occupational)
and populations (adults or children).

Key recommendations




The recommended PEP regimens are:
o For adults: Tenofovir combined with either lamivudine (3TC) or
emtricitabine (FTC) as preferred backbone drugs and these are
also the preferred drugs for treating HIV. The recommended third
drug is ritonavir-boosted lopinavir (LPV/r), which is also
recommended by WHO as a preferred drug for HIV treatment.
o For children: Zidovidune (AZT) and lamivudine (3TC) backbone
drugs for children aged 10 or below, with ritonavir-boosted
lopinavir (LPV/r) recommended as the third drug choice. This is
also in alignment with preferred drugs for treating HIV in children.
Recommendations for simplifying prescribing approaches and supporting
adherence include:
o Prescribing: To improve uptake and completion of PEP, WHO
recommends providing the full 28-day course at first visit, rather
than requiring patients to return multiple times for prescriptions.
o Adherence support: To improve adherence and completion rates,
WHO suggests programmes offer enhanced adherence counselling.
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