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Should preventive antiretroviral treatment be
oVered following sexual exposure to HIV?

The case for

Noreen M Desmond, Richard J Coker

Introduction
Although not conclusive, the data supporting
the use of antiretroviral therapy following
occupational exposure to HIV in order to
reduce the risk of seroconversion are
compelling.1 As a consequence American and,
more recently, United Kingdom guidelines on
the use of post-exposure prophylaxis (PEP) by
healthcare workers have been produced.2 3

There are, however, no guidelines for non-
occupational exposure, such as sexual expo-
sure. The risk of acquiring HIV infection from
a single episode of unprotected receptive anal
or vaginal intercourse with an infected indi-
vidual is similar to that following a needlestick
injury.4 The most common route of HIV infec-
tion is sexual and increasingly, in practice,
clinicians are faced with decisions regarding
the provision of prophylactic treatment after
possible or probable sexual exposure.5

What is the eYcacy of PEP in cases of
sexual exposure to HIV infection?
Although there are few data, similar immuno-
logical responses probably occur whether
exposure is mucosal or transcutaneous.6 It
seems likely that antiretroviral therapy would,
therefore, reduce the risks of HIV infection fol-
lowing sexual exposure from approximately 1
in 300. A case-control study suggested that
zidovudine alone reduced the risk of HIV
infection by 79% in occupational exposures.1

Combinations of reverse transcriptase inhibi-
tors with the addition of a protease inhibitor
are expected to reduce the risks further and,
similarly, would be expected to reduce the risks
for those exposed sexually.However, there have
been no formal studies of any kind to assess the
eYcacy of prophylactic antiretroviral therapy in
sexual settings, although researchers in San
Francisco are awaiting ethical approval and
funding to set up a post-exposure treatment
programme.7 The study will be too small to
show whether the preventive treatment works,
but should shed light on how often people take
such risks, how quickly they will come forward,
and what proportion choose to take PEP. Fur-
thermore, given our knowledge to date, it is
probably unethical to withhold treatment
following sexual exposure but give it following
occupational exposure.

What policy should be adopted?
We believe that “emergency prophylaxis”
should be oVered in cases of high risk sexual
exposure, which we would define as unpro-

tected anal or vaginal intercourse to ejaculation
with an HIV infected partner. The antiretrovi-
ral regimen should be the same as recom-
mended for occupational exposure to HIV
infection3 and obviously only given with the
patient’s informed consent.

What about after rape8 or in cases of high
probability but where there is uncertainty over
HIV status?
We would, in addition, propose that PEP is
oVered to victims of sexual assault or rape if the
assailant is known or strongly suspected of
being HIV seropositive. Similar recommenda-
tions have been formulated in the United
States.9 If the sexual contact or the patient’s
HIV status is unknown, initiating PEP should
be decided on a case by case basis, depending
upon on the type of exposure and the
likelihood of HIV transmission in the sexual
contact.

What are the practical diYculties of
implementing PEP?
EYcacy of prophylaxis is probably maximised
if therapy is initiated promptly.10 The key to this
issue is immediate 24 hour access to
chemoprophylaxis.5 Genitourinary medicine
services are ideally placed, being open access,
to provide post-sexual exposure prophylaxis
and to coordinate, according to local expertise
and logistics, “out of hours” care probably
through their accident and emergency depart-
ment. Public health campaigns would be
required to inform individuals about the need
to contact appropriate medical services
promptly. This could be implemented as part
of the overall programme of health promotion
and HIV prevention.

Should serodiscordant couples have emergency
prophylaxis packs at home in case of condom
failure?
We would urge that preventative treatment
should be used judiciously and thus provision
of home treatment is probably inappropriate.
With antiretroviral treatment becoming in-
creasingly complex consultation with an expert
physician is advisable with each episode of
potential transmission.

What are the risks of PEP?
Although serious toxicity is uncommon with
zidovudine alone, combination treatment with
newer drugs increases the frequency of side
eVects and potential drug interactions. Of note
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in one study, one in three healthcare workers
stopped therapy because of undesirable side
eVects.11 Furthermore, the long term conse-
quences of taking multiple antiretroviral drugs
are unknown. The choice of treatment will
need to take account of the sexual partner’s
antiretroviral drug history because of the
possibility of transmission of virus already
resistant to some drugs. In addition, considera-
tion should be given to the possibility that
antiretroviral resistance will be encouraged
with the wider use of drugs.

Would unsafe sex increase as individuals are lulled
into a false sense of security that there is an
eVective “morning after” treatment for HIV?
Similar fears were expressed regarding emer-
gency contraception but there is no evidence
that behaviour changed (Anna Glasier, per-
sonal communication). One might equally
argue that individuals who have undergone the
anxiety of possible infection with HIV and the
inconvenience and toxicities of a complex
treatment regimen may be less likely to place
themselves at risk in the future.

What are the costs of PEP?
There are significant cost implications in
adopting a policy of post-sexual exposure
prophylaxis although these may, to some
extent, be oVset by reduced transmission rates.
A month’s supply of triple combination therapy
costs approximately £700. However, since it
may be necessary to provide chemoprophylaxis
for about 300 exposures in order to prevent one
potential seroconversion, the true cost per
infection prevented may be closer to £200 000.
Treatment may well be cheaper than chemo-
prophylaxis.

Should scarce resources be expended when the
value of the intervention is still uncertain?
The intervention would be made more cost
eVective by targeting PEP towards individuals
with the highest risk exposures as we have rec-
ommended and using shorter courses of treat-
ment which may be equally eVective in
prophylaxis. This dilemma also applies to
occupational exposures.

Who will pay for PEP?
Hospitals have had to address the resource
implications for PEP for occupational expo-
sures and this could be expanded locally to

include post-sexual exposure prophylaxis.
However, convincing purchasers that this is a
priority will no doubt be diYcult especially as
they are keen only to fund evidence based
medicine. An alternative, which we would
favour, would be national guidelines supported
by all purchasers and trusts.

Conclusion
Since current recommendations on chemo-
prophylaxis have side stepped the issue of non-
occupational exposure there remains a need for
national guidelines to support professional
practice. Such guidelines could be imple-
mented and monitored through a national or
international body, so that management is
coordinated and not haphazard as it is at
present, and failures of prophylaxis noted early.
It also seems appropriate to create a register for
non-occupational exposures to HIV infection
similar to that for occupational exposure.
Finally, there is a need to educate both health-
care professionals and the public about when
and where to go for appropriate post-exposure
management.
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