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A look at new guidelines for  
HIV treatment and prevention
Start antiretroviral therapy as soon as possible after HIV 
infection is confirmed. Consider daily PrEP for patients at 
risk from sexual exposure or who inject illicit drugs.

An International Antiviral Society-USA 
Panel recently published an updated 
set of recommendations on using anti-

viral drugs to treat and prevent human immu-
nodeficiency virus (HIV) infection1—a rapidly 
changing and complex topic. This new guide-
line updates the society’s 2016 publication.2 It 
contains recommendations on when to start 
antiretroviral therapy for those who are HIV 
positive and advice on suitable combinations 
of antiretroviral drugs. It also details pre- and 
post-exposure prophylaxis strategies for pre-
venting HIV infection in those at risk. 

This Practice Alert highlights the most im-
portant recommendations on treating those 
newly diagnosed as HIV positive and on pre-
venting infection. Physicians who provide care 
for those who are HIV positive should famil-
iarize themselves with the entire guideline.

Initiating treatment in those  
newly diagnosed as HIV positive
The panel now recommends starting antiret-
roviral therapy (ART) as soon as possible af-
ter HIV infection is confirmed; immediately 
if a patient is ready to commit to starting and 
continuing treatment. Any patient with an 
opportunistic infection should begin ART 
within 2 weeks of its diagnosis. Patients be-
ing treated for tuberculosis (TB) should begin 
ART within 2 weeks of starting TB treatment if 
their CD4 cell count is <50/mcL; those whose 
count is ≥50/mcL should begin ART within 2 
to 8 weeks. 

The panel recommends one of 3 ART 
combinations (TABLE 11), all of which contain 
an integrase strand transfer inhibitor (INSTI). 
ART started immediately should not include a 
nonnucleoside reverse transcriptase inhibitor 
(NNRTI) because of possible viral resistance. 
The guideline recommends 6 other ART combi-
nations if none of the first 3 options can be used.1

An initial set of laboratory tests (TABLE 21)  
should be conducted on each individual re-
ceiving ART, although treatment can start 
before the results are returned. Ongoing 
laboratory monitoring, described in detail in 
the guideline, depends on the ART regimen  
chosen and the patient’s response to ther-
apy. The only routinely recommended pro-
phylaxis for opportunistic infections is for 
Pneumocystis pneumonia if the CD4 count is  
<200/mcL.

Preventing HIV with prEP
Consider prescribing daily pre-exposure pro-
phylaxis (PrEP) with emtricitabine/tenofovir 
disoproxil fumarate (Truvada) for men and 
women who are at risk from sexual expo-
sure to HIV or who inject illicit drugs. It takes 
about 1 week for protective tissue levels to be 
achieved. Testing to rule out HIV infection is 
recommended before starting PrEP, as is test-
ing for serum creatinine level, estimated glo-
merular filtration rate, and hepatitis B surface 
antigen. Tenofovir disoproxil fumarate is not 
recommended for those with creatinine clear-
ance of less than 60 mL/min/1.73 m2. For  
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patients taking PrEP, emphasize other pre-
ventive measures such as using condoms to 
protect against both HIV and other sexual-
ly-transmitted diseases (STDs), using clean 
needles and syringes when injecting drugs, or 
entering a drug rehabilitation program. After 
initiating PrEP, schedule the first follow-up 
visit for 30 days later to repeat the HIV test and 
to assess adverse reactions and PrEP adherence.

For men who have sex with men (MSM), 
there is an alternative form of PrEP when 
sexual exposure is infrequent. “On-demand” 
or “event-driven” PrEP involves 4 doses of 
emtricitabine/tenofovir disoproxil fumarate; 
2 doses given with food 2 to 24 hours before 
sex (the closer to 24 the better), one dose  
24 hours after the first and one 24 hours after 
the second. This is referred to as 2-1-1 dosing. 
This option has only been tested in MSM with 
sexual exposure. It is not recommended at 
this time for others at risk for HIV or for MSM 
with chronic or active hepatitis B infection.

Preventing HIV infection with  
post-exposure prophylaxis
Post-exposure prophylaxis (PEP) for HIV 

infection is divided into 2 categories: occu-
pational PEP (oPEP) and non-occupational 
PEP (nPEP). Recommendations for oPEP are 
described elsewhere3 and are not covered in 
this Practice Alert. Summarized below are the 
recommendations for nPEP after sex, injection 
drug use, and other nonoccupational expo-
sures, which are also described on the Centers 
for Disease Control and Prevention (CDC) 
Web site.4 

z Assess the need for nPEP if high-risk 
exposure (TABLE 34) occurred ≤72 hours ear-
lier. Before starting nPEP, perform a rapid 
HIV blood test. If rapid testing is unavailable, 
start nPEP, which can be discontinued if the 
patient is later determined to have HIV infec-
tion. Repeat HIV testing at 4 to 6 weeks and 
3 months following initiation of nPEP. Ap-
proved HIV tests are described on the CDC 
Web site at http://www.cdc.gov/hiv/testing/
laboratorytests.html. Oral HIV tests are not 
recommended for HIV testing before initiat-
ing nPEP.

nPEP is not recommended when an indi-
vidual’s risk of exposure to HIV is not high, or 
if the exposure occurred more than 72 hours 
before presentation. An algorithm is available 

TABLE 1

Recommended regimens for initial antiretroviral therapy1

• Bictegravir/emtricitabine/tenofovir alafenamide (Biktarvy, Gilead Sciences)

• Abacavir/dolutegravir/lamivudine (Triumeq, GlaxoSmithKline)*

• Dolutegravir (Tivicay, GlaxoSmithKline) plus tenofovir alafenamide/emtricitabine (Descovy, Gilead) 

*Do not start abacavir until testing has been conducted for the HLA-B*5701 allele.

HLA, human leukocyte antigen.

TABLE 2 

Recommended laboratory testing at the time of HIV diagnosis1

• HIV RNA level 

• CD4 cell count

• HIV reverse transcriptase and protease genotype

• Sexually transmitted infections (gonorrhea, chlamydia, syphilis)

• Hepatitis A, B, and C

• Tuberculosis

• General health (liver and kidney functions, lipid levels, glucose, complete blood cell count) 

• Pregnancy test and cervical cytology (female)

• HLA-B*5701 (before using abacavir)

CD4, cluster of differentiation-4; HIV, human immunodeficiency virus; HLA, human leukocyte antigen; RNA, ribonucleic acid.

Consider  
prescribing daily 
pre-exposure 
prophylaxis  
for men and 
women at risk 
from sexual  
exposure to HIV 
or who inject  
illicit drugs.



770

PRACTICE ALERT

THE JOURNAL OF FAMILY PRACTICE  |   DECEMBER 2018  |   VOL 67, NO 12

patient both hepatitis B vaccine and hepatitis B 
immune globulin at the first visit. The full hepa-
titis B vaccine series should then be completed 
according to the recommended schedule and 
the vaccine product used. Those who have com-
pleted hepatitis B vaccination but who were not 
tested with a post-vaccine titer should receive a 
single dose of hepatitis B vaccine. 

Victims of sexual assault can benefit from 
referral to professionals with expertise in post-
assault counseling. Sexual Assault Nurse Ex-
aminer programs are listed at http://www.
sane-sart.com.

z Financial assistance for patients. Anti-
retroviral drugs are expensive, and those who 
need nPEP may not have a payer source. Many 
pharmaceutical manufacturers offer medica-
tion assistance programs, and processes are 
set up to handle time-sensitive requests. Infor-
mation for specific medications can be found 
at http://www.pparx.org/en/prescription_ 
assistance_programs/list_of_participating_

to assist with assessing whether nPEP is rec-
ommended (FIGURE4). 

z Specific nPEP regimens. For otherwise 
healthy adults and adolescents, preferred 
nPEP consists of a 28-day course of a 3-drug 
combination: tenofovir disoproxil fumarate 
300 mg once daily; emtricitabine 200 mg once 
daily; and raltegravir, 400 mg twice daily, or 
dolutegravir 50 mg once daily. Alternative 
regimens for adults and adolescents are de-
scribed in the guideline, as are options for chil-
dren, those with decreased renal function, and 
pregnant women. Those who receive more 
than one course of nPEP within a 12-month 
period should consider PrEP. 

z When additional vaccination is  
needed. For victims of sexual assault, offer pro-
phylaxis against STD (TABLE 44) and hepatitis B 
virus (HBV). Those who have not been vaccinat-
ed against HBV should receive the first dose at 
the initial visit. If the exposure source is known 
to be HBsAg-positive, give the unvaccinated 

TABLE 3

Estimated per-act risk for acquiring HIV from  
an infected source, by exposure act4*
Exposure type Rate for HIV acquisition per 10,000 exposures

Parenteral

Blood transfusion 9,250

Needle sharing during injection drug use 63

Percutaneous (needlestick) 23

Sexual

Receptive anal intercourse 138

Receptive penile-vaginal intercourse 8

Insertive anal intercourse 11

Insertive penile-vaginal intercourse 4

Receptive oral intercourse Low

Insertive oral intercourse Low

Other†

Biting Negligible

Spitting Negligible

Throwing body fluids (including semen or saliva) Negligible

Sharing sex toys Negligible

HIV, human immunodeficiency virus.

*Factors that may increase the risk of HIV transmission include sexually transmitted diseases, acute and late-stage HIV infection, 
and high viral load. Factors that may decrease the risk include condom use, male circumcision, antiretroviral treatment, and 
preexposure prophylaxis. None of these factors are accounted for in the estimates presented in the table.
†HIV transmission through these exposure routes is technically possible but unlikely and not well documented.

Offer immediate 
post-exposure 
HIV prophylaxis 
if high-risk  
non-occupational 
contact occurred 
within the last 
72 hours and 
rapid HIV testing 
is unavailable.
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programs. Those who are prescribed nPEP af-
ter a sexual assault can receive reimbursement 
for medications and health care costs through 
state Crime Victim Compensation Programs 
funded by the Department of Justice. State-
specific contact information is available at 
http://www.nacvcb.org/index.asp?sid=6.    JFP 
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TABLE 4

Recommended prophylaxis against STDs4

Gonorrhea
Ceftriaxone 250 mg, single dose intramuscularly; and azithromycin 1 g, 
single dose orally

Chlamydia 
Azithromycin 1 g, single dose orally; or doxycycline 100 mg, twice a day 
orally for 7 days

Trichomonas 
Metronidazole 2 g, single dose orally; or tinidazole 2 g, single dose orally 

STDs, sexually transmitted diseases.

FIGURE

Determining the need for non-occupational HIV post-exposure prophylaxis4

Substantial risk for HIV 
acquisition

Negligible risk  
for HIV acquisition

≤72 hours since  
exposure

≥73 hours since 
exposure

nPEP not  
recommended

Source patient of 
unknown  
HIV status

Source patient 
known to be HIV 

positive

nPEP  
recommended

Case-by-case  
determination

Substantial risk of  
HIV acquisition

Exposure of
Vagina, rectum, eye, mouth, 
or other mucous membrane, 
nonintact skin, or percutaneous 
contact

With
Blood, semen, vaginal secretions, 
rectal secretions, breast milk, 
or any body fluid that is visibly 
contaminated with blood

When
The source is known to be HIV 
positive

Negligible risk for  
HIV acquisition

Exposure of
Vagina, rectum, eye, mouth, or 
other mucous membrane, intact 
or nonintact skin, or percutane-
ous contact

With
Urine, nasal secretions, saliva, 
sweat, or tears if not visibly 
contaminated with blood

Regardless
Of the known or suspected HIV 
status of the source

HIV, human immunodeficiency virus; nPEP, nonoccupational post-exposure prophylaxis.

CONTINUED
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