BOX 1. Situations for which expert consultation* for HIV
postexposure prophylaxis (PEP) is advised

* Delayed (i.e., later than 24-36 hours) exposure report
— Interval after which lack of benefit from PEP
undefined
¢ Unknown source (e.g., needle in sharps disposal
container or laundry)
— Use of PEP o be decided on a cas&b}r—case basis
— Consider severity of exposure and epideminlﬂgﬁc
likelihood of HIV exposure
— Do not test needles or other sharp instruments for

HIV
* Known or suspected pregnancy in the exposed person
— Use of optimal PEP regimens not precluded
— PEP not denied solely on basis of pregnancy
* Breastfeeding in the exposed person
— Use of optimal PEP regimens not precluded
— PEP not denied solely on basis of breastfeeding
# Resistance of the source virus to antiretroviral agents
— Influence of drug resistance on transmission rsk
unknown
— If source Persun’s virus is known or suspected to be
resistant to one or more of the drugs considered for
PEP, selection of drugs to which the source person’s
virus is un].[kel}r to be resistant recommended
— Resistance testing of the source persu:-n’s virus at the
time of the exposure not recommended
— Initiation of PEP not to be dela}red while awalting
any results of resistance testing
* Toxicity of the ininial PEP regimen
— Adverse symptoms (e.g., nausea and diarrhea)
common with PEP
— Symptoms often ma.ﬂageable without cha.nging PEP
regimen b}r prescribiﬂg ant[mut[lil:}r or antiemeric
agents
— Inothersituations, modifying the dose interval (i.e.,
caldng clmgs after meals or adrrﬁnistering a lower
dose of drug more frequently throughout the day,
as recommended by the manufacrurer) might help
alleviate symproms when they occur
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BOX 2. Follow-up of health-care personnel (HCP) exposed

to known or suspected HIV-positive sources

* Exposed HCP should be advised to use precautions
(e.g., avoid blood or tissue donations, breastfeeding, or
pregnancy) to prevent secondary transmission, especially
during the first 6-12 weeks postexposure.

* For exposures for which PEP is prescribed, HCP should
be informed regarding
— possible drug toxicities and the need for monitoring,
— possible drug interactions, and
— the need for adherence to PEP regimens.

* Consider reevalution of exposed HCP 72 hours
postexposure, especially after additional information
about the exposure or source person becomes available.
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TABLE 1. Recommended HIV postexposure prophylaxis (PEP) for percutanecus injuries
Infection status of source

Source of
HIV positive, HIV-positive, unknown HIV
Exposura type class 1 class 2% statust Unknown sourced HIV-negative
Less sovaral Reacommend basic Generally, no PEP Generally, no PEP Mo PEP warranted
expanded =3-drug warranted; warranted;
however, consider however, consider
basic 2-drug PEP** basic 2-drug PEP**
for source with HI'V in seftings in which
risk factorstt exposure to HIV-
infactad persors is
likely
More sevaraS Generally, no PEP Generally, no PEP Mo PEP warranted

expandead 2-dmg expandead =3-drug

warranted,
however, consider
basic 2-drug PEP**
for source with HI'V
risk factorstt

warrantad,
however, consider
basic 2-drug PEP**
in setings in which
exposure to HI'V-

infactad persons is
likly

* HIV-positive, class 1 — asymptomatic HIV infaction or known low viral load (e.g., <1,500 ribonucleic acid copies/mL). HIVpositive, cdass 2 — symptomatic
HIV infection, acquired immunodeficiency syndrome, acute serocomversion, or known high viral load. If drug resistance is a concern, obtain expert consul-
tation. Initiation of PEP should not be delayed panding expert consultation, and, because expert consultation alone cannot substitute for face-to-face
counseling, resources should be available to provide immediate evaluation and follow-up cara for all exposures.

T For example, deceased source person with no samples available for HIV testing.

§ For exampla, a neadle from a sharps disposal containear.

1 For example, solid neaedle or superficial injury.

** The recommendation “consider PEP" indicates that PEP is opticnal; a decision to initiate PEP should be based on a discussion betwean the exposed
parsan and the treating clinician regarding the risks versus benafits of PER.

1 |t PEP is offered and administared and the source is later determined to be HIVeregative, PEP should be discortinued.
& For examplea, large-bore hollow needle, desp puncture, visible blood on device, or needle used in patient's artery or vein.
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TABLE 2. Recommended HIV postexposure prophylaxis (PEP) for mucous membrane exposures and nonintact skin® exposures
Infection status of source

Source of
HIV positive, HIV-positive, unknown HIV
Exposure type class 11 class 2t status® Unknown sourceT HIV-nagative
Small voluma** Consider basic 2- Recommend basic Generally, no PEP Ganerally, no PEP Mo PEP warranted
drug PEPTT 2-drug PEP warrantedis warranted
Large volumeT Recommend basic Recommeand Generally, no PEP Ganerally, no PEP Mo PEP warranted
2drug PEP expanded =3-drug warranted; warranted;
PEP however, consider however, consider
basic 2-drug basic 2-drug
PEP1 for source PEP1t in settings
with HIV risk in which exposure
factors¥s to HIV-infected

persons is likely

* For zkin exposures, follow-up is indicated only if evidence exists of compromized skin integrity (2.9., dermatitis, abrasion, or opan wound).

t HIV-positive, class 1 — asymptomatic HIV infection or known low viral load (e.9., <1,500 ribonucleic acid copies’'mL). HIV-positive, class 2 — symptomatic
HIV infection, AIDS, acute seroconversion, or known high viral load. If drug resistance is a concem, obtain expert consultation. Initation of PEP should not
b delayed panding expart consultation, and, because expart consultation alone cannot substitute for face-to-face counseling, resources should be avail-
able to provide immediate evaluation and follow-up care for all exposuras.

§ For example, deceased source person with no samples available for HIV testing.

1 For exampla, splash from inappropriately disposed blood.

** Forexample, a few drops.

1t The recommendation *consider PEP" indicates that PEP is optional; a decision to initiate PEP should be based on a discussion betwesan the exposed
parsan and the treating clinician regarding the risks versus bensfits of PER.

% if PEP is offered and administared and the source is later determined to be HIVenegative, PEP should be discontinued.
m For example, a major bood splash.
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TABLE 3. Primary side effects and toxicities associated with antiretroviral agents used for HIV postexposure prophylaxis, by
class and agent

Class and agent Side effect and toxicity
Mucleoside reverss transcriptase inhibitors Clazs warning: all NRTls have the potential to cause lactic acidosis with hepatic steatosis
(NRTI)
Zidovudine (Retrovir®; ZDV, AZT) Anemia, neutropenia, nausea, headachea, insomnia, muscle pain, and weakness
Lamivudine (Epivir®, 3TC) Abdominal pain, nausea, diarrhea, rash, and pancreatitis
Stavudine (Zert™; d4T) Peripheral neuropathy, headache, diarhea, nausea, insomnia, anorexia, pancreatitis, elevated liver
function tests (LFTs), ansmia, and nautropania
Didanosine [‘n.ﬂdex@; ddl) Pancreatitis, lactic acidosis, neuropathy, diarrhea, abdominal pain, and naussa
Emfricitabine (Emtriva, FTC) Headache, nausea, vomiting, diarrhea, and rash. Skin discoloration (mild hyperpigmentation on palms

and solas), primarily among nonwhitas
Mucleotide analogue reverse transcriptase Class warning: All NtRTIls have the potential to cause lactic acidosis with hepatic steatosis

imhibitor (MtRTI)
Tenofovir l:‘n.ﬁread'i’; TODF) Mausea, diarrhea, vomiting, flatulenca, and headache
Monnucleoside reverse transcriptase inhibitors
{NMRTIs)
Efavirenz (Sustiva®; EFV) Rash {including cases of Stevens-Johnson syndrome), insomnia, somnolenca, dizziness, troubla

concentrating, abnomal dreaming, and teratogenicity
Protease inhibitor

Indinavir {Crixivan® 1DV) Maussa, abdominal pain, nephrolithiasis, and indirect hyperbilirubinemia

Melfinavir (Viracapt®; NFV) Diarrhea, nausea, abdominal pain, weakness, and rash

Ritonavir (Morir®; RTV) Weakness, diarhea, nausea, circurnoral paresthesia, taste alteration, and elevated cholestercl and
tiglycaridas

Saquinavir (Im-'irase@; 200V Diarrhea, abdominal pain, nausea, hyperglycemia, and elevated LFTs

Fosamprenavir LL@xixra@, FOSAPY) Mausea, diarhea, rash, circumoral paresthesia, taste alteration, and deprassion

Atazanavir LFI@yataz‘i'; AT“Q Mausea, headache, rash, abdominal pain, diarthea, vomiting, and indirect hyperbilinubinemia

Lopinavirritonavir {Kaletra™, LPV/RTV) Diarrhea, fatigus, headache, nausea, and increasad cholesterol and triglycerides

Fusion inhibitor

Enfuvirtice iFuzann@‘; T-20) Local injection site reactions, bacterial pneumonia, insomnia, depression, perpheral neurcpathy, and

cough

Seources: Package inserts; Panel on Clinical Practices for Treatment of HIV Infection. Guidelines for the usa of antiretroviral agents in HI'V-infected adults and
adaolescants—April 7, 2005, Washington, DC: Mational Institutes of Health; 2005, Available at http-Yaidsinfo.nifh.gov/guidalines/default_db2 asp?id=50.

CDC, (2008) Postexposure Prophylaxis of HIV, retrieved on April 13, 2008 from
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5409al.htm#tabl




DISCONTINUATION OR INTERRUPTION OF ANTIRETROVIRAL THERAPY

(Updated January 29, 2008)

Discontinuation of antiretroviral therapy may result in viral rebound, immune decompensation, and clinical progression. Unplanned
interruption of antiretroviral therapy may become necessary because of severe drug toxicity, intervening illness, surgery that precludes
oral therapy, or antiretroviral medication nonavailability. Planned treatment discontinuations have been proposed by somein
situations such as: in patients who achieve viral suppression aiming to enhance adherence; reduce inconvenience, long-term toxicities,
and costs for patients; or in extensively-treated patients who experience treatment failure due to resistant HIV, to allow reversion to
wild-type virus. Potential risks and benefits of interruption vary according to a number of factors, including the clinical and
immunologic status of the patient, the reason for the interruption, the type and duration of the interruption, and the presence or absence
of resistant HIV at the time of interruption. Below are brief discussions on what is currently known about the risks and benefits of
treatment interruption in some of these circumstances.

Short-term therapy interruptions

Reasons for short-term interruption (days to weeks) of antiretrovira therapy vary and may include drug toxicity; intercurrent illnesses
that preclude oral intake, such as gastroenteritis or pancreatitis; surgical procedures; or nonavailability of drugs. Stopping
antiretroviral drugs for a short time (i.e., <1 to 2 days)

» When the antiretroviral regimen contains drugs with differing half-lives — stopping al drugs simultaneously may result in
functional monotherapy with the drug with the longest half-life (typically an NNRTI). Options in this circumstance are discussed
below. (See Discontinuation of efavirenz, etravirine, or nevirapine.)

Interruption of therapy after pregnancy

During pregnancy, HIV-infected pregnant women who otherwise do not meet current CD4 count or clinical criteriafor starting
treatment may initiate antiretroviral therapy primarily for the purpose of preventing mother-to-child HIV transmission. After delivery,
these women may desire to stop therapy. Discontinuation recommendations are in the current guidelines for pregnant women [ 141] .
(See HIV-Infected Women of Reproductive Age and Pregnant Women.)

Planned long-term therapy interruptions

Planned therapy interruptions have been contemplated in various scenarios, listed below. Research is ongoing in several of the
scenarios. None of the therapy interruptions can be recommended at this time outside of controlled clinical trials.

* In patients who initiated therapy during acute HIV infection and achieved virologic suppr ession—the optimal duration of
treatment and the consequences of

Unanticipated Need for Short-Term Interruption:

* When a patient experiences a severeor life-threatening toxicity or unexpected inability to take oral medications—all
components of the drug regimen should be stopped simultaneoudly, regardless of drug half-life.




Planned Short Term Interruption (>2-3 days):

* When all regimen components have similar half-lives and do not require food for proper absorption — al drugs should be
stopped simultaneously or may be given with asip of water, if allowed. All discontinued regimen components should be restarted
simultaneously.

* When all regimen components have similar half-lives and require food for adequate absor ption, and the patient isrequired
not to take anything by mouth for a sustained period of time—temporary discontinuation of all drug componentsis indicated. The
regimen should be restarted as soon as the patient can resume oral intake.
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